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“Ote$  so  I know 
I need  iron. 
Where  do  I get  it? 


Faced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg,  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet . 

Low  intakes  of  iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

In  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  Individuals',  women  of  child- 
bearing years  reported  a mean  intake  of  1588 
calories  a day.  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it’s  not 
surprising  that  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2.8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most 
bioavailable  form.  In  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  nonheme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
and  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six’’  shown 
below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat -laden  sauces. 

Carefully  chosen,  pre 
pared  and  served,  “The  Skinniest  SLx 
provide  an  impressive  list  of  essential  nutrients 
for  under  180  calories  per  three-ounce  serving. 

And  as  part  of  a specific  plan  to 
increase  dietary  iron,  in  a balanced  BEEF 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  you’ll  ever  make. 
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3 10  mg  iron 
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3 85  mg  iron 
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69  mg  cholesterol 

65  mg  cholesterol 
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73  mg  cholesterol 
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Composite  ol  cooked  retail  cuts  ot  beef  * 

Protein 

25  9 g 

Iron 

2 7 mg 

Zinc 

6 Omg 

Vitamin  B-12 

2 28  meg 

Thiamin 

08  mg 

Niacin 

3 6 mg 

Sodium 

55  mg 

Total  Fat 

8 7 g 

(Saturated  Fat) 

(3  4 g) 

Cholesterol 

76  mg 

Calones 

189 

1 United  States  Department  of  Agriculture  Nationwide  Food  Consumption  Survey,  Continuing  Survey  of  Food  Intakes  by  Individuals  (NFCS.  CSFII)  "Report  No  86-1  *Nutnentsm3oz  tnmmed  and  cooked  USDA  Handbook  8-13.  Rev  1986 


For  More  Information  Contact:  Nebraska  Beef  Board,  P.0.  Box  248,  Kearney,  NE  68848-2408,  (308)  236-7551. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


CLINICAL  ARTICLES 

Endometrial  Cancer:  Causes  and  Patient  Evaluation 
^ Pain  Management  in  Primary  Care 

Controlling  Side  Effec  ts  of  Antipsychotic  Drugs. 
Part  1:  Extrapyramidal  Symptoms 
Osteoporosis.  Part  2:  Prevention  and  Treatment 


KEEPING  Cl  KKENT 


VsscssinK  Impairment  of  lil«lcrl\ 
Hospitalis'd  Patie  nts 
Routine  KadiologU  al  Testing  for 
Respiratory  Illness 
I 'sing  Ultrasound  to  Detect  Hip 
Abnormalities 

Diagnosing  Bone  Infec  tion  Under 
Pressure  Sores 

Slovving  IVogresslon  of  Di.ilx-tic 
Nephropathy 

Behavioral  Disorders  Among 
Children  of  Alcoholic  Fathers 
Catheter- Kelat(*d  Septic  Central 
Venous  Thromliosis 


Withdrawing  Patients  From 
Antlhypertensive  Drug  Therapy 
Cesarean  Section  and  Infant 
Survival 

Preventing  Neonatal  Croup  B 
Streplococc.il  Disease 
Diagnosing  Acute  Scrotal  Pain 
Urinary  Traci  Infections  Among 
I'm  ire  unicised  Infants 
Colonoscopy:  Detecting  Recurrent 
Colorectal  Cane  er 
Surgic  al  Management  of  Chronic 
Intestinal  Ischemia 
Pc  venting  Trav  elers'  Diarrhea 


SPECIAL  I E VI  I RE 


WlIHngway:  A Fellowship  in  Alcoholism  anil  Drug  Addiction 


PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 


ORGANIZATIONS,  NATIONAL  — 

American  Academy  of  Family  Physicians 

1740  West  92nd  St.,  Kansas  City,  M0  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.0.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  Maly,  Executive  Vice  President 
1117  N.  19th  St.,  3rd  Floor 
Arlington,  VA  22209 

American  Academy  of  Ophthalmology 

Thomas  P.  Kearns,  M.D.,  President 
655  Beach  Street,  P.0.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.0.  Box  190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  S.W.,  Ste.  300  E 
Washington,  D.C.  20024 

American  College  of  Physicians 

John  R.  BaU,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1981  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Richard  E.  Buenger,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 

South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammendel,  M.D.,  Past  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
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ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  Exec  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Ryswyk.  Ed  D . Executive  Director 
2730  South  114th  St..  Omaha  68144 
.American  Heart  Association.  Nebraska  Affiliate 
Dennis  N.  Nissen.  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H Heavey,  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O’Brien.  M.D..  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States.  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph  D . Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  “L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(4021  390-5400  or  800-642-9999  (toll  free  Nebraska! 

Midlands  Chapter.  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretary 
360  Doctors  Bldg..  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Direc'or 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness.  Nebraska  Affiliate 
120  North  69th  St..  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder,  M.D..  President 
5445  South  Street.  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  IA  51501 
Nebraska  .Allergy  Society 

Linda  B.  Ford,  M.D..  President 
401  E.  Gold  Coast  Rd..  Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Meiton  A.  Quaife.  M L)..  President 
Division  of  Nuclear  Medicine.  Dept,  of  Radiology 
UNMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Joseph  Rapoport.  M.D..  President 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Chapter  - American  Academy  of  Famil\  Physicians 
Paul  M.  Paulman.  M.D  . Secretary-Treasurer 
Phvllis  G.  Hansen.  Executive  Secretary 
River  City  Office  Park.  #202.  401  N 1 17th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  PA-C.  President 
P.O.  Box  397.  North  Bend  68649 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonnigcs.  M I ) . Chairman 
Chariot i«*  Hawthorne.  Administrator 
2 1 1 5 Y Kansas  Ave..  Hastings  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L Keller.  M I)..  President 
9641  No.  29th.  Omaha  68112 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M.D  . Past  President 
2221  South  17th  St..  Lincoln  68502 
Nebraska  Chapter  - American  College  of  Physicians 
Frederick  F.  Paustian.  M.D..  F.A.C.P  Governor 
UNMC  - 42nd  & Dewey  Ave..  Omaha  68105 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita.  M.D.  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R Bercaw.  Executive  Director 
P.O.  Box  31235.  Omaha  68131 
Nebraska  Dental  Association 

Barn-  Ross.  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Linda  0.  Young.  M.S..  R.D..  President 

University  of  NE  - 214  Ruth  Leverton  Hall.  Lincoln  68503-0806 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  “O  ’ St..  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald.  President 
Box  94833.  1335  L St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Priscilla  Allen.  R.N.,  President 
3800  N.  6th.  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak.  Executive  Director 
Suite  711.  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretary 
2300  South  13th  St..  Lincoln  68502 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R P . Executive  Director 
600  So.  12th.  Lincoln  68508 

Nebraska  Psychiatric  Society.  District  Branch  of  the 
American  Psychiatric  Association 

Jehangir  B.  Bastani.  M.D..  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President.  N.P.H.A. 

P.O.  Box  94813.  Lincoln  68509 
Nebraska  Radiological  Society 

Terrance  R.  Rusthoven.  M.D.,  President 
2112  Faidley,  Grand  Island  68801 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D..  President 
2121  South  56th  St..  Lincoln  68506 
Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 
Larry  E.  Roffman.  M.D 
800  Doctors  Bldg..  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
K.  Reed  Peters.  M.D  . President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Society  of  Internal  Medicine 
Vernon  Garwood.  M.D.,  President 
120  Wedgewood  Ave..  Suite  A.  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants.  Inc.. 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Patty  Hafer,  CMA,  President 
Box  184.  Sutherland  69165 
Nebraska  Society  for  Respiratory  Therapy 
Charlotte  Pascoe.  R.R.T..  President 
Southeast  Community  College.  Lincoln  68505 
Nebraska  State  Department  of  Health 
Gregg  Wright.  M.D..  Director  of  Health 
301  Centennial  Mall  South.  P.O.  Box  95007.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D..  Secretary-Treasurer 
720  No.  87th  St..  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman.  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina.  M.D..  President 
4740  A Street.  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Etlerbee.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid- West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program.  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building.  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E Andrews.  M.D..  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D..  Neurological  Surgery  2221  So.  17th  St., 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8H  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximatley  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet '. 

Precautions:  While  a weak  antiandrogenic  effect 
| has  been  demonstrated  in  animals.  Tagamet  has 
ibeen  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet . 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet  HCI  / brand  of  cimetidine  hy- 
drochloride/ injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  inpatients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin.  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  iidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet ' 300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  I Theo-Dur ®,  Key  Pharmaceuticals,  Inc./. 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men. particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  /Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks ; generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  /e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation/, predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  /approximately  I per 
100,000  patients/,  including  agranulocytosis  /ap- 
proximately 3 per  million  patients/,  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  WO  /Intended  for  institutional  use 
only/:  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only/,  and  800  mg.  Tlltab • tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  WO  /intended  for  Insti- 
tutional use  only/. 

Liquid:  300  mg./5  mi.,  in  8 fi.  oz.  /237  ml.)  amber 
glass  bottles  and  in  single-dose  units  /300  mg./5  ml./, 
in  packages  of  10  /intended  for  institutional  use 
only). 

injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  W and  25. 

Prefilled  Syringes:  300  mg./2  ml.  In  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  trig.  in  50  mi.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage ®*  Vials:  300  mg./2  ml.  in  single-dose , 
ADD-Vantage ® Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  /brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  600 1 5. 

• ADD-Vantage®  is  a trademark  of  Abbott  Laboratories. 
BRS-TG.L73B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


n peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


First  to  Heal 


You'll  both  fee!  good  about  it. 


This  space  contributed  as  a public  service. 

A defense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite 


•*>>- 


cured  foods  like  ham,  and 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower-  k 
ing  the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches,  1 

broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet  t 

potatoes,  carrots,  pumpkin,  i 

winter  squash  and  tomatoes,  # i 

citrus  fruits  and  brussels  vjjj 

sprouts. 

Foods  that  may 
. help  reduce  the  risk 
of  gastrointestinal 
1m  and  respiratory 
. W tract  cancer  are 

^ cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


types  of  sausages  smoked  by  tradi- 

tional  methods  should  be 

k eaten  in  moderation. 

m Be  moderate  in 

consumption  of  alco- 
-jfk  £ I hoi  also. 

- Jtf  i A good  rule  of 

'HBr  thumb  is  cut  down  on 

jHp  fat  and  don’t  be  fat. 

*-Mt\  Weight  reduction  may 

'Mj  lower  cancer  risk.  Our 
W/  1 2 - year  study  of  nearly  a 

Hr  million  Americans  uncovered 
high  cancer  risks  particularly 

among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces  j 
cancer  alone. 

V CANCER 
? SOCIETY 


AMA  News  Notes 

A de-unification  proposal  was  rejected  by 
the  House  of  Delegates  of  the  Medical  Society 
of  Delaware.  The  vote  was  64  favoring 
continuing  unification  and  40  against  it. 

The  action  means  the  Medical  Society  of 
Delaware  remains  as  one  of  six  state  medical 
societies  that  require  members  to  belong  to 
the  AMA.  In  addition,  seven  county  medical 
societies  and  one  specialty  society  are  current- 
ly unified;  several  other  state  and  county 
societies  currently  are  considering  unification 
proposals. 

* * * 

A hands-on  kit  to  aid  physicians  anti- 
smoking activities  has  been  produced  by 
AMA’s  Division  of  Communications. 

“Creating  a Tobacco-Free  Society:  A 

Physician  Leadership  Kit,”  is  designed  to  help 
physicians  and  medical  societies  develop  clean 
air  programs  in  hospitals  and  other  health 
facilities,  to  convince  students  to  develop 
tobacco-free  lifestyles,  and  to  encourage  legis- 
lators to  enact  anti-tobacco  laws. 

Kit  contains  tools  for  a local,  physician-led 
anti-tobacco  program.  How-to  manuals  offer 
instructions  along  with  sample  documents. 
Single  copies  are  available  by  calling  312/645- 
4416. 

* * * 

The  1988  Medical  Education  Conference, 
organized  by  the  AMA  Medical  Schools 
Section,  has  been  scheduled  for  April  7-9, 
1988  in  Houston,  with  the  theme,  “Physician 
Competence:  Whose  Responsibility?” 

Keynote  speaker  will  be  David  Axelrod, 
health  commissioner  of  New  York  State,  who 
will  discuss  “The  Role  of  Government  in 
Assuring  Competence.”  Philip  R.  Lee,  M.D., 
director  of  the  Institute  for  Health  Policy 
Studies  at  the  U.  of  Califomia/San  Francisco, 
will  open  the  April  8 session  with  an  address 
on  “The  Responsibility  of  the  Profession.” 

Other  conference  speakers  will  include: 
Joseph  S.  Gonnella,  M.D.,  dean  and  vice 
president  of  Jefferson  Medical  College;  John 

(continued  on  page  13-A) 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-lfc-car 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae and  re  a ®d  tr®*sp 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 

Hydrochloride.  . .. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpme,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  M in  ™'e  Sf ^ 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad 
renergic  blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mid 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  '|s  e«e«rt  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon-  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  d^d  . 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certain  y 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed ,or  us®  'n 
pediatric  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  P °f 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate. . in 
creased  motor  activity,  irritability  and  tremor.  Sweatmgnnauseaandvomit,ng 
are  common  after  parenteral  administration  of  the  drug  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally 
Dosage  and  Administration:  Experimental  dosage  reporteri  in  treamient  of 
erectile  impotence  1 3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  aken 
orally  Occasional  side  effects  reported  with  this  dosage  are  i iau®ea- 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  /a  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  1 0 weeks  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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ANNOUNCING 


m 


ivenient  500-mg  b.i.d. 
age  and  demonstrated 
‘Ctiveness  for 
itment  of: 

in  and  skin  structure  infections* 
complicated  cystitis1 
laryngitis* 


:w  hydrochloride  salt  form  of  cephalexin- 
quires  no  conversion  in  the  stomach  before 
sorption 

?ll-tolerated  therapy 
ay  be  taken  without  regard  to  meals 

ier  indicated  infections,  250-mg  tablets  available 
d.  dosage 


;ed  less  than  Keflex  (cephalexin) 


is  contraindicated  in  patients  with  known  allergy  to  the 
losporins  and  should  be  given  cautiously  to  penicillin- 
ve  patients. 

Iin  is  the  drug  of  choice  in  the  treatment  and  prevention 
otococcal  infections,  including  the  prophylaxis 
jmatic  fever. 


: susceptible  strains  of  Staphylococcus  aureus  and/or  /3-hemolytic  streptococci. 

susceptible  strains  of  Escherichia  coli.  Proteus  mirabilis.  and  Klebsiella  sp 
; susceptible  strains  of  group  A /3-hemolytic  streptococci. 


KEFTAB  “ 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SGOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict’s  or  Fehling's  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip.  USP,  Lilly). 
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HERE'S  ONE  DOCTOR  WHO  WON'T  PAY 
HIS  MALPRACTICE  PREMIUMS  THIS  YEAR. 


The  Army  covers  his  premiums.  Since  he’s  an  Army 
Physician,  there  are  a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend  with.  Like  excessive 
paperwork,  and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly  rewarding 
experience.  The  Army  offers  varied  assignments,  chances 
to  specialize,  or  further  your  education,  and  to  work  with  a 
team  of  dedicated  health  care  professionals.  Plus  a gener- 
ous benefits  package. 

If  you’re  interested  in  practicing  high  quality  health  care 
with  a minimum  of  administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army  Medical  Department 
Counselor  for  more  information: 

MAJOR  MIKE  EDWARDS 

(816)  891-7720 

ARMY  MEDICINE. 

DE  ALL  YOU  CAN  DE. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor.  Richard  B. 

Svehla,  Omaha.  Counties:  Douglas. 

Sarpy. 

Second  District:  Councilor:  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass,  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs. 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox.  Madison, 
Pierce.  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor:  William 

Chleborad.  M.D..  Fremont.  Counties: 
Boone,  Burt,  Colfax.  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer.  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 
Eighth  District:  Councilor:  Floyd  H.  Shif- 
fermiller.  Ainsworth.  Counties:  Boyd. 
Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nab- 

itv.  Grand  Island.  Counties:  Blaine 
Buffalo,  Custer.  Dawson,  Garfield, 
Grant,  Greeley,  Hall.  Hooker,  Howard. 
Loup,  Sherman,  Thomas,  Valley. 
Wheeler. 

Tenth  District:  Councilor:  David  R. 

Little,  Hastings.  Counties:  Adams, 

Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan,  Hayes,  Hitch- 
cock. Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  Edward  A. 
Holyoke,  Jr.,  Ogallala.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor.  Donald  E.  Wil- 
kinson. Alliance.  Counties:  Banner,  Box 
Butte,  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 


Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT  SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kim  ball- Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Centra] 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


. . Kevin  Wycoff,  Hastings Richard  French,  Hastings 

. . Kenneth  Peters,  Plainview David  Johnson,  Osmond 

. . Wendell  Fairbanks.  Alliance Chris  Wilkinson,  Alliance 

. . John  Schulte,  Kearney Gerry  Jensen,  Kearney 

..Victor  Thoendel,  David  City Jack  Kaufmann,  David  City 

• R.  R.  Anderson,  Nehawka Glen  K.  Knosp,  Elmwood 

. . James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point 

. . Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Rodney  Sitorius,  Cozad 

. . Rod  Koerber,  Fremont W.  B.  Eaton,  Fremont 

. . Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

. . Tom  Martin,  Ord Otis  Miller,  Ord 

. . Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

. . L.  W.  Hake,  Grand  Island Gordon  Francis,  Grand  Island 

. . M.  D.  Jobman,  Aurora G.  D.  Penner,  Aurora 

. . Melvin  Campbell.  Ainsworth John  Bryd,  Valentine 

. . Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

. . D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

. . C.  L.  Barton,  Lincoln M.  A.  Breiner,  Lincoln 

..Dell  Shepherd.  North  Platte Timothy  O’Holleran,  North  Platte 

. . Otto  Wullschleger.  Norfolk C.  Robert  Adams,  Norfolk 

. . Jerald  R.  Schenken.  Omaha F.  F.  Paustian.  Omaha 

Robert  Benthack.  Wayne C.  Robert  Adams,  Norfolk 

. . Joel  Hutchins.  Gordon R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson.  Nebraska  City.  . Paul  R.  Madison.  Nebraska  City 

. . Berl  Wr.  Spencer,  Ogallala E.  A.  Holyoke,  Ogallala 

. . Arthur  Liebentritt,  Columbus Dwight  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

. . Barbara  Heywood,  Papillion Fred  Schwartz,  Papillion 

. . L M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

. . Lowell  Stratton,  Mitchell Vonn  Roberts,  Scottsbluff 

. . Paul  Plessman,  Seward Van  Vahle.  Seward 

..Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

. David  A.  Allerheiligen,  McCook. . . . E.  C.  Beyer,  McCook 

H.  Neal  Sievers,  Blair K.  C.  Bagby,  Blair 

. ..James  D.  Bell,  York Darroll  J.  Loschen,  York 
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LOCUM  TENENS 
PHYSICIANS 


AMA  News  Notes 

(continued  from  page  9-A) 

A.  Benson  Jr.,  M.D.,  president  of  the  American 
Board  of  Internal  Medicine;  Dennis  S.  O’Leary, 
M.D.,  president  of  the  Joint  Commission  on 
Accreditation  of  Health  Care  Organizations; 
Kirk  B.  Johnson,  AMA  General  Counsel;  and 
Robert  S.  Stone,  M.D.,  deputy  chancellor  and 
director  of  the  Institute  of  Biosciences  and 
Technology  at  Texas  A&M,  U.,  Houston. 

The  meeting  is  being  co-sponsored  by  the 
American  Hospital  Assn.,  the  Assn,  of  Ameri- 
can Medical  Colleges,  and  the  AMA  Council  on 
Medical  Education.  Program  details  are  avail- 
able from  the  Section  on  Medical  Schools, 
AMA,  535  N.  Dearborn,  Chicago,  IL  60610. 

* * * 

As  a service  to  the  profession,  the  Penn- 
sylvania Diabetes  Academy,  an  affiliate  of 
the  Educational  and  Scientific  Trust  of  Penn- 
sylvania Medical  Society,  offers  two  self-study 
modules  providing  guidelines  for  treatment  of 
diabetic  patients. 

They  are  the  VISUAL  IMPAIRMENT 
SELF-STUDY  MODULE  which  provides  the 
practicing  physician  with  the  latest  data  on  the 
detection  and  treatment  of  diabetes-related 
eye  disorders  and  the  ADVERSE  OUT- 
COMES IN  PREGNANCY  SELF-STUDY 
MODULE  which  provides  current  information 
on  the  major  therapeutic  objectives  of  manag- 
ing pregnancy  in  the  women  with  diabetes. 

Written  by  Alexander  J.  Brucker,  M.D.,  the 
module  on  visual  impairment  covers  the 
symptoms  of  diabetic  retinopathy,  the  impor- 
tance of  early  diagnosis  and  current  methods 
of  therapy. 

Written  by  Steven  G.  Gabbe,  M.D.,  the 
module  on  adverse  outcomes  in  pregnancy  of 
diabetic  patients  stresses  the  importance  of 
achieving  normal  maternal  glucose  levels  be- 
fore conception  and  during  the  pregnancy,  in 
addition  to  methods  of  treating  and  preventing 
other  complications  of  pregnancy,  such  as 
hypertension  and  urinary  tract  infections.  It 
qualifies  for  eight  hours  of  CME  credit. 

The  PDA  believes  both  modules  are  a must 

(continued  on  page  33) 


Join  a comprehensive  physician  support 
service  with  a major  medical  center  in 
south  central  Montana. 

Locum  physicians  provide  primary  care 
coverage  (excl.  routine  OB)  for  physicians 
in  rural  Montana  and  Wyoming. 
Assignments  vary  in  length.  Reimburse' 
ment  for  expenses,  malpractice,  health 
insurance,  CME. 


Call  Locum  Tenens  Coordinator 
1 '800325' 1774 

Or  send  CV: 

1500  Poly  Drive,  Suite  103 
Billings,  MT  59102 


Physicians  who  have 
thoroughly  investigated  their 
choices  are  selecting  MDX* 
medical  data  software. 


•MDX  is  a trademark  of  Calyx,  Inc. 


Call  us  about  the  multi-user, 
multi-tasking  MDX  system. 

We  will  send  you  a video  tape 
presentation. 


INFO-BUILDERS , INC. 

402/331-2546 

1 1203  JOHN  GALT  BOULEVARD 
OMAHA,  NEBRASKA  68137 
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Providing  complete  installation,  training  and 
support  services. 


J988 — 

April  29  - May  2,  1 988 

Omaha  Marriott  Hotel  Omaha,  Nebraska 

— Programs  Being  Developed  — 


NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE/NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  PHYSICIANS 

Friday  and  Saturday 

The  Nebraska  Chapter  of  the  American 
College  of  Physicians  and  the  Nebraska 
Society  of  Internal  Medicine  are  presenting 
a two  day  program  covering  critical  medical 
and  socioeconomic  problems.  The  first  day, 
April  29,  1988,  will  be  a very  comprehen- 
sive symposium  with  a nationally-recogniz- 
ed faculty  entitled  “AIDS  1988”,  a subject 
of  major  interest  and  concern  for  all  phy- 
sicians. 

Saturday  morning,  NSIM  will  present  a 
program  exploring  changes  in  physician 
reimbursement:  “Why  The  Growing  Clamor 
for  Changes?”;  “Who  Will  Make  These 
Policy  Decisions?”;  “How  Can  You  Plan  For 
the  Future?”.  In  the  afternoon  NSIM  will 
team  with  the  NMA  to  explore  how  to 
maintain  professionalism  and  cope  with 
peer  review. 

NEBRASKA  PERINATAL  ORGANIZATION 

Friday,  8:00  a.m.  - 6:00  p.m. 

The  Nebraska  Perinatal  Organization  will 
host  a wide  range  of  perinatal  topics  at  the 
April  29,  1988,  conference.  This  year’s 
topics  will  be  aimed  at  the  level  II  perinatal 
centers  in  Nebraska.  Genetics  and  case 
studies  are  among  presentations  sched- 
uled. 

AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE, 
DOUGLAS/SARPY  DIVISION 

Friday,  7:30  a.m.  - 12:00  Noon 
The  Nebraska  Heart  Association  sponsor- 
ed morning  session  will  address  primary 
prevention  of  coronary  artery  disease,  acute 
intervention  in  coronary  artery  disease  and 
secondary  intervention  after  the  event. 


NEBRASKA  ACADEMY  OF 
OPHTHALMOLOGY 

Saturday,  8:00  a.m.  - 5:00  p.m. 

The  Nebraska  Academy  of  Ophthalmology 
plans  to  present  a two-hour  program  in  the 
morning  consisting  of  a presentation  of  eye 
problems  which  are  frequently  encounter- 
ed by  the  family  doctor  in  his  office.  These 
presentations  will  deal  with  recognition  and 
diagnosis  as  well  as  treatment,  prognosis, 
and  when  it  is  the  appropriate  time  to  refer. 

NEBRASKA  SECTION,  AMERICAN 
COLLEGE  OF  OBSTETRICIANS 
& GYNECOLOGISTS 

Saturday,  10:00  a.m.  - 2:00  p.m. 

The  objective  of  this  course  will  be  the 
business  meeting  of  the  Nebraska  Section 
of  the  American  College  of  Obstetricians 
and  Gynecologists,  with  a slide  presenta- 
tion on  malpractice  problems. 

NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  SURGEONS 

Saturday,  10:00  a.m.  - 2:00  p.m. 
Symposium  on  trauma  care,  cancer,  and 
male  infertility  will  be  presented.  Topics 
covered  will  be  of  general  interest  to  all 
physicians. 

— Also  Participating  — 

NEBRASKA  ALLERGY  SOCIETY 

NEBRASKA  SOCIETY  OF 
ANESTHESIOLOGISTS 

NEBRASKA  CHAPTER,  AMERICAN 
COLLEGE  OF  EMERGENCY  PHYSICIANS 

NEBRASKA  ACADEMY  OF 
OTOLARYNGOLOGY 

NEBRASKA  SOCIETY  OF  PLASTIC  & 
RECONSTRUCTIVE  SURGEONS 

NEBRASKA  THORACIC  SOCIETY 


<jYom  to  'J*ttteru/- 


EDITORIAL 


"Just  in  Time"  Medicine 


BENJAMIN  R.  GELBER,  M.D. 


THE  Japanese  have  an  efficient 
way  of  obtaining  parts  for  their 
automobile  plants.  The  parts 
are  delivered  “just  in  time”  for  assembly.  In 
the  U.S.,  parts  are  stockpiled  at  the  factory 
where  the  cars  are  assembled.  This  requires 
storage  facilities,  carrying  costs,  and  causes 
wide  variations  in  demand  from  suppliers.  I 
have  read  that  some  domestic  automakers  are 
trying  the  “just  in  time”  method. 

Recently,  I have  been  required  to  practice 
“just  in  time”  medicine.  I am  not  convinced 
that  it  is  an  improvement.  Not  very  many  years 
ago,  when  I was  evaluating  a patient  for  lumbar 
disc  surgery,  I might  admit  the  patient  to  the 
hospital  on  Monday.  His  primary  physician 
would  see  him  that  day,  do  a general  medical 
evaluation,  and  order  any  indicated  lab  work. 
On  Tuesday,  I would  do  a myleogram,  and 
both  the  primary  physician  and  I would  review 
the  results  of  the  general  medical  exam,  lab 
work,  and  myelogram.  Then  the  decision 
whether  surgery  was  indicated  would  be  made, 
and  we  would  operate  on  Wednesday. 

Many  of  our  insurance  plans,  and  alternate 
delivery  systems  now  require  “same  day” 
surgery,  and  lumbar  laminectomy  is  usually 
one  of  the  operations  which  requires  admission 
the  same  day  as  surgery.  A recent  patient  saw 
me  as  an  outpatient,  with  CT  scan  in  hand,  and 
with  intractable  leg  pain.  We  planned  myelo- 
graphy for  the  next  day  with  surgery  immedi- 
ately to  follow.  The  “gatekeeper”  planned  to 
see  him  the  same  dav  as  the  surgery  for  the 


general  medical  examination,  and  the  lab 
work  was  to  be  done  then  also.  Guess  what 
happened?  The  EKG  was  abnormal.  The 
primary  physician  was  tied  up  and  couldn’t  see 
the  patient.  We  obtained  a consultation  with  a 
cardiologist  “just  in  time”  to  clear  the  patient 
for  the  same-day  surgery.  Another  man,  this 
one  with  a cervical  disc,  scheduled  his  surgery 
3 weeks  in  advance.  The  history  and  physical 
was  scheduled  to  be  done  the  day  before  as  an 
outpatient,  and  the  lab  work  done  then  too. 
When  the  patient  came  to  the  hospital  the 
following  day,  guess  what?  No  record  of  the 
history  and  physical,  and  no  lab  reports.  A few 
phone  calls  later,  and  the  information  was 
located.  We  got  it  on  the  chart  “just  in  time”  so 
that  we  could  go  ahead  with  the  operation. 

Are  we  sacrificing  thoroughness  for  “effi- 
ciency”? Is  this  trade-off  necessary?  Are  we 
saving  any  more  in  the  long  run? 

The  Japanese  automakers  have  a system  in 
place  which  allows  “just  in  time”  delivery  to 
work  well.  I find  myself  delivering  “just  in 
time”  medical  care  without  any  system  for 
insuring  that  all  the  required  information  gets 
where  it  needs  to  go.  It  is  only  a matter  of  time 
before  an  important  finding  gets  overlooked  in 
the  rush. 

We  could  go  back  to  the  old  system  of 
leisurely  in-hospital  work-ups,  or  we  can 
develop  a new  system  to  deliver  medical 
information.  If  we  stay  as  we  are,  our  patients 
will  suffer,  and  it  will  be  our  fault.  The  insurers 
and  managed  care  plans  won’t  take  the  blame. 
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SOCIOECONOMIC  AND  POLITICAL  FORUM 

Scope  of  Nursing  Practice: 

Reply  of  State  Board  of  Nursing 


KAREN  SMITH 

Nebraska  State  Board  of  Nursing 


October  21,  1987 


Dr.  Charles  Barton 

Lancaster  County  Medical  Society 

Lincoln,  NE  68501 

Dear  Dr.  Barton: 

At  the  October  Board  of  Nursing  Meeting,  you 
presented  remarks  concerning  the  Scope  of 
Practice  and  a list  of  procedures  you  felt 
should  be  declared  as  within  the  scope  of 
practice  of  registered  nurses.  Even  though  no 
formal  action  was  taken  by  the  Board  of 
Nursing,  the  following  reflects  a concensus  of 
their  viewpoints. 

It  is  the  practice  for  the  Board  of  Nursing  to 
offer  opinion  to  our  professional  registered 
nurses  and  LPN’s  when  they  seek  input  for  a 
specific  problem.  We  handle  each  request 
individually  as  it  applies  to  that  situation.  For 
example,  our  last  request  was  “Is  it  within  the 
scope  of  practice  for  a registered  nurse  to 
intubate  during  an  emergency  or  code  situa- 
tion?” 

The  steps  we  follow  are  as  listed: 

1)  Seek  input  from  practitioners  as  to  if  this 
is  common  practice  in  like  situations. 

2)  Consult  the  literature  if  appropriate  i.e. 
ANA  standards  for  critical  care  nurses. 

3)  Determine  if  there  are  protocols  with 
clear  assessment  parameters  establish- 
ed. 

4)  Does  this  require  a medical  diagnosis 
prior  to  performing  the  procedures. 


5)  Does  the  nurse  feel  she/he  is  competent 
to  perform  this  function  based  on  her/his 
body  of  nursing  knowledge,  additional 
education,  or  experience. 

Finally,  the  Nursing  Practice  Committee 
compiles  all  this  data  and  formulates  a 
recommendation  to  the  Board  of  Nursing  who 
then  offers  an  opinion  to  the  person  who  wrote 
the  original  request. 

Our  response  to  this  individual  was  that  “It 
is  not  within  the  Scope  of  Practice  for  a 
registered  nurse  to  intubate”  but  in  a code  or 
emergency  situation,  in  the  absence  of  a 
physician,  and  if  the  nurse  feels  competent, 
she/he  is  expected  to  perform  any  procedure 
that  may  be  considered  life-saving  until  such 
time  as  a physician  arrived. 

As  you  can  see,  we  do  not  haphazardly 
decide  “yes”  or  “no”  to  activities,  but  instead 
it  is  a well-thought  out  process,  thus  making  a 
“listing”  of  activities  an  extremely  dangerous 
and  restrictive  process. 

As  a Board,  we  do  not  feel  that  recent 
opinions  have  caused  nurses  to  stop  per- 
forming certain  activities,  but  rather  nurses  are 
more  capable  of  making  a decision  regarding 
their  competencies  and  activities  related  to 
their  own  profession  . . . and  after  all,  who 
knows  more  about  the  role  of  nursing  than 
nurses? 

Thank  you. 

Sincerely, 

Karen  Smith 

Nursing  Education  Committee  Chair 
Nebraska  State  Board  of  Nursing 
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Trauma  and  Motor  Vehicle  Crashes 

TRAUMA  is  a national  problem 
rivaling  cardiac  disease  in  the 
number  of  hospital  beds  occu- 
pied daily  in  the  United  States.  Trauma 
patients  occupy  four  times  as  many  hospital 
beds  as  cancer  patients.1  Furthermore,  trauma 
affects  the  younger  population  in  dispropor- 
tionate numbers.2  Also,  the  injured  and  dis- 
abled have  a long  period  of  dependence  on 
society  which  increases  the  cost  of  trauma 
extraordinarily.3  About  45,000  of  the  165,000 
trauma  deaths  in  the  United  States  are  related 
to  motor  vehicles.1  Motor  vehicle  crashes 
present  special  problems  because  the  injuries 
are  severe  and  multiple.4  Fatal  injuries  usually 
involve  the  head,  neck  and  thorax.5  In  a 1968 
study,  ejection  from  a vehicle  was  the  mecha- 
nism of  injury  most  responsible  for  motor  vehicle 
deaths  followed  by  impact  with  a front  or  rear 
door,  steering  wheel  and  instrument  panel.6 
Motor  vehicle  trauma  is  the  leading  cause  of 
new  cases  of  epilepsy7  and  brain  damage.8 
Facial  disfigurement  is  frequent.9  Non-fatal 
injuries  are  at  least  ten  times  greater  than  the 
number  of  deaths.10 

Types  of  Injuries  During  Collisions 

In  a motor  vehicle  crash,  there  are  actually 
three  collisions.  The  first  occurs  when  the 
vehicle  comes  to  a rest  suddenly  (within 
1/10  of  a second)  and  often  after  colliding  with 
another  object.  The  second  collision  occurs 
when  the  unrestrained  occupants  collide  with 
the  inside  of  the  car  against  the  windshield, 
steering  wheel,  doors,  dashboards,  other  in- 
terior surfaces,  or  the  road  as  they  are  ejected 
from  the  vehicle.  As  the  body  comes  to  a 
crashing  halt  in  the  second  collision,  the 
internal  organs  meet  their  retaining  structures 
and  come  to  a halt  in  the  third  collision.  This 
third  collision  is  between  internal  organs,  such 
as  the  brain,  heart,  lungs  and  liver,  and  the 
rigid  structures  that  contain  them  — the  skull 


and  the  bony  thorax.  Also,  semirigid  ligaments 
(arteriosum,  Treitz,  hepatic)  may  slice  through 
the  adjacent  softer  structures.  Injuries  and 
death  result  from  the  second  and  third 
collisions.11  Furthermore  and  most  important, 
these  crashes  are  preventable  or  at  least 
reducible  by  safety  belts.12 

No  one  intends  to  have  the  first  collision. 
That’s  why  we  still  call  them  accidents. 
However,  much  of  the  energy  of  the  second 
and  third  collision  can  be  transferred  evenly 
and  smoothly  to  the  bony  thorax  and  pelvis. 
Therefore,  our  belief  is  that  these  motor 
vehicle  happenings  should  not  be  labled  “acci- 
dents”. There  is  nothing  accidental  about 
failure  to  use  safety  devices.  Negligence  is  a 
more  appropriate  word.  Carelessness  with 
personal  safety  habits  better  describes  the 
motor  vehicle  occupant  who  does  not  use 
his/her  safety  belt.  It  is  our  belief  that 
physicians  should  refrain  from  calling  these 
occurrences  accidents.  They  are  motor  vehicle 
crashes  or  collisions. 

Injuries  resulting  from  motor  vehicle  crashes 
are  directly  related  to  the  speed  of  the  impact, 
the  flexibility  of  the  colliding  objects,  the  angle 
of  collision,  the  occupant’s  position,  and 
use/nonuse  of  a seatbelt.13  Descriptions  of 
injuries  encountered  according  to  the  type  of 
crash  follow. 

Head-On  Collisions 

When  a vehicle  crashes  head-on,  an  unres- 
trained front  seat  occupant  may  be  thrown 
forward  and  upward  into  the  steering  wheel  or 
the  windshield.  This  results  in  fractures  of  the 
skull,  face,  jaw,  sternum,  and  ribs.  Pneumo- 
thorax, hemothorax,  myocardial  contusion,  or 
transection  of  the  aorta  by  the  ligamentum 
arteriosum  may  occur  as  internal  organs  are 
impacted.  If  the  speed  of  the  impact  is  great 

^Address  for  Reprint  Requests:  Dale  L.  Kemmerer.  M.D..  4336  Manchester 
Road,  Grand  Island,  NE  68803. 
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enough  for  the  abdomen  to  strike  the  steering 
wheel,  the  spleen  may  be  ruptured,  the  liver 
lacerated,  and  intraperitoneal  hemorrhage  may 
occur.  If  the  occupant  is  thrust  down  under  the 
dash  or  firewall,  dislocations  or  fractures  of  the 
ankle,  patella,  femur,  or  hip  will  occur. 

Rear  seat  passengers  are  often  thrown  for- 
ward into  the  front  seat  area  striking  the 
occupants  there.  Swedish  authors  documented 
more  severe  head  and  thorax  injuries  to  front 
seat  passengers  when  rear  seat  occupants  were 
unrestrained.14  A University  of  North  Carolina 
study  demonstrated  that  a seat  belt  harness 
improves  the  chances  of  survival  in  these 
crashes  by  75%. 15 

Lateral  Collisions  (Broadside  Collisions) 

During  lateral  collisions,  the  unrestrained 
occupant  has  the  car  knocked  out  from 
underneath  him  and  thus  moves  closer  to  the 
striking  vehicle.  Multiple  rib  fractures,  pene- 
trating chest  injuries,  fractures  of  the  hip  and 
pelvis  are  common.  If  penetration  of  the 
passenger  compartment  occurs,  the  occupants’ 
hope  for  survival  is  greatly  diminished.  As 
body  contact  is  made  with  the  striking  surface, 
the  occupant  is  hurled  sideways  toward  the 
opposite  door  and  strikes  other  occupants. 
Head  and  neck  injuries  are  frequent. 

A properly  restrained  occupant  in  a safety 
belt  will  move  with  their  car  away  from  the 
striking  vehicle  decreasing  the  injuries  greatly. 
Safety  belts  also  keep  the  driver  in  the  correct 
position  to  maintain  car  control. 

Rear  End  Collisions 

When  the  car  seat  and  the  occupant’s  torso 
are  suddenly  pushed  forward  in  a rear  end 
collision,  the  head  tends  to  remain  in  place. 
This  relative  lack  of  forward  motion  results  in 
hyperextension  of  the  cervical  spine.  Soft 
tissue  injuries  are  routine  and  bony  injuries 
may  occur. 

As  the  forward  motion  of  the  car  comes  to  a 
halt,  the  occupant  is  thrust  forward  into  the 
steering  wheel,  dash,  or  the  front  seat  in  the 
case  of  the  rear  seated  occupant.  Closed  head 
injuries  and  headache  result.  Neck  pain  is 
nearly  universal. 

Safety  belts  keep  the  occupants  aligned  with 
properly  adjusted  head  restraints  preventing 
hyperextension  of  the  cervical  spine.  In  addi- 
tion, as  the  vehicle  is  thrust  forward,  safety 


belts  prevent  the  crushing  of  the  head  or  chest 
on  to  the  car’s  interior. 

Rollovers 

Rollovers  cause  the  most  serious  injury  to 
occupants  because  they  impact  inside  the 
vehicle  repeatedly.  They  may  be  ejected,  or 
crushed  by  the  weight  of  the  vehicle.  Lap  and 
shoulder  belts  reduce  fatalities  from  rollovers 
between  77-91%  and  reduce  serious  injuries 
by  50%. 15  As  safety  belt  use  increases,  it  has 
been  our  pleasant  observation  that  persons 
fully  restrained  in  their  safety  belt  who  roll 
their  car  over  ending  with  the  car  upside  down, 
remain  in  the  seat  fully  belted.  They  then 
release  their  safety  belt  while  hanging  upside 
down,  and  exit  from  their  car  totally  unhurt. 

Ejection 

If  the  occupant  is  only  partly  ejected,  part  of 
the  body  will  be  impaled,  crushed,  or  amputat- 
ed while  the  other  part  remains  inside  the 
vehicle.  If  the  occupant  is  totally  ejected,  he 
will  be  thrown  into  a roadside  object  or  the 
road,  scraped  along  the  pavement  or  run  over 
by  his  own  vehicle  or  another.  The  chances  of 
being  killed  are  25  times  greater  when  the 
occupant  is  ejected.11’  15  Safety  belts  prevent 
partial  and  complete  ejection. 

Children  During  Collision 

A collision  is  not  required  to  seriously  injure 
a child.16  Sudden  stops  or  swerves  are  suf- 
ficient for  the  unrestrained  child  to  be  injured. 
The  forces  involved  are  dramatic.  During  a 30 
m.p.h.  crash,  an  unbelted  child  will  hit  the 
dashboard  or  windshield  with  the  force  equal 
to  a fall  from  a three  story  building. 

The  worst  possible  place  for  a child  to  ride  is 
in  the  arms  of  an  adult.  The  second  major 
cause  of  death  and  injury  to  children  in  cars  is 
being  crushed  by  unrestrained  adults.1.  Even  a 
restrained  person  cannot  hold  the  child  strong- 
ly enough  to  keep  him  from  being  thrown  into 
the  hard  surface  in  collisions  as  low  as  10-15 
m.p.h. 

The  use  of  child  restraints  is  especially 
effective  in  reducing  injuries  involving  lower  to 
moderate  levels  of  vehicle  damage. lh  Fortu- 
nately, all  of  our  states  now  have  child  restraint 
laws.  Unfortunately,  there  are  many  exceptions 
to  these  laws.  Exceptions  have  been  granted 
for  out-of-state  drivers,  out-of-state  cars,  rid- 
ing in  the  center  portion  of  the  front  seat, 
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riding  in  the  back  seat  or  riding  in  the  arms  of 
an  adult.19 

Infants  less  than  20  pounds  must  be  placed 
in  a rear  facing  carrier.  Toddler  seats  may  be 
used  until  the  child  is  40  pounds  or  more. 
Convertible  seats  recline  facing  the  rear  of  the 
vehicle  for  infants  and  upright  facing  forward 
for  toddlers.  When  a child  outgrows  a safety 
seat,  boosters  and  full  shields  may  be  used. 
Safety  belts  may  be  used  after  approximate- 
ly four  years  and  40-50  pounds  weight. 
The  safest  place,  for  a child  is  fully  re- 
strained in  the  back  seat.20  Several  import 
cars  now  have  shoulder  harnesses  for  the  back 
seat  passenger,  and  these  are  a welcome 
addition  to  the  lap  belt. 

What  Safety  Belts  Can  Do 

The  safety  belt  harness  improves  the  chan- 
ces of  surviving  a frontal  crash  by  75%. 15 
During  lateral  collisions,  safety  belts  keep  the 
occupant  from  striking  the  side  of  the  car 
toward  the  colliding  object  and  keep  the  driver 
in  the  correct  position  to  maintain  control  of 
the  car.  They  keep  occupants  aligned  with 
properly  adjusted  headrests  during  rear  end 
collisions  to  prevent  head,  chest,  and  spinal 
injuries.  They  prevent  ejections  during  roll- 
overs and  other  types  of  crashes. 

Safety  belts,  when  used,  are  the  single  most 
effective  measure  to  protect  against  serious  or 
fatal  occupant  injury.21  Wearing  a lap/shoulder 
belt  reduces  the  chance  of  being  injured  or 
killed  dramatically.  In  a National  Highway 
Traffic  Safety  Administration  study  of  15,808 
accidents  severe  enough  to  be  towed  away, 
unrestrained  occupants  were  3Vs  times  more 
likely  to  be  killed,  3 times  more  likely  to  be 
seriously  injured,  and  2 times  more  likely  to  be 
moderately  injured  as  those  who  were  properly 
restrained.3 

The  use  of  child  restraints  is  especially 
effective  in  reducing  injuries  involving  crashes 
lower  than  40  m.p.h.22 

Changing  Patterns  of  Injuries 

The  American  riding  public  is  changing  its 
habits.  Buckling  up  is  routine  for  most  children 
since  it  is  usually  required  by  law.  Adults  have 
also  increased  their  safety  belt  usage.  Of 
course,  crashes  will  still  occur  probably  in 
increasing  numbers  due  to  increased  travel 
and  the  recently  increased  Interstate  speed 
limit  to  65  m.p.h.  on  our  highways.  What 


happens  to  the  fully  belted  occupants  in  a 
crash?  What  patterns  of  injury  can  we  expect 
to  see  in  a crash  victim  who  is  properly  wearing 
a shoulder  and  lap  belt  restraint?  What 
patterns  of  injuries  will  be  seen  in  those  who 
wear  only  a lap  belt?  Using  the  foreign  Medical 
literature  as  a guide,  we  can  expect  to  see  the 
following  changing  patterns  of  injuries. 

Cervical  Spine 

While  the  upper  torso  and  pelvis  are  well 
restrained  by  a safety  belt,  the  head  is  not. 
When  the  car  occupant  is  subjected  to  sudden 
deceleration,  his  head  will  continue  to  move  in 
a straight  line  causing  pulling,  twisting,  and 
stretching  of  the  cervical  spine.  Flexion  - 
extension  fractures  of  the  lower  cervical 
vertebrae,  fractures  of  the  transverse  and 
spinous  processes  of  the  lower  cervical  and 
uppermost  thoracic  vertebrae,  discal  disrup- 
tions, and  brachial  plexus  avulsions  may  occur. 
In  the  extreme  rare  case,  this  may  result  in 
actual  dislocation  and  death.23  In  contrast,  the 
unrestrained  occupant’s  skull  strikes  door 
posts,  windshield,  pavement,  etc.  transmitting 
spine  fractures  and  dislocations.  Canadian 
physicians  found  bruises  or  burns  unilaterally 
on  the  left  side  of  the  driver’s  neck  or  on  the 
right  side  of  the  passenger’s  neck.24  This,  facial 
and  neck  pain  may  be  asymmetric  due  to 
torquing.  French  neurosurgeons  stress  the 
proper  position  of  the  head  restraint  which  will 
decrease  markedly  the  hyperextension  of  the 
cervical  spine.25  Serious  neurologic  sequelae 
are  infrequent.  All  authors  agree  that  being 
restrained  is  still  far  better  than  being 
unrestrained.  The  following  case  illustrates 
these  points. 

An  eighty  year  old  man  was  properly 
restrained  in  a safety  belt  and  was  struck 
violently  from  the  passenger  side.  His  primary 
complaint  was  chest  pain  probably  due  to  the 
restraining  belt.  However,  the  rescue  squad 
was  also  concerned  about  a possible  myo- 
cardial infarction.  The  patient  was  seen  in  our 
hospital  several  hours  later  at  which  time  his 
chest  pain  was  treated,  his  cardiovascular 
system  was  stabilized,  and  an  assessment  of 
his  neck  was  done.  This  revealed  a non- 
displaced  fracture  of  the  cervical  spine.  There 
were  no  neurological  symptoms  at  any  time. 
The  patient  was  placed  in  a cervical  immobi- 
lization collar  which  he  wore  for  several  weeks. 
Complete  healing  was  noted  at  three  months. 
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Thorax 

A continuing  British  study  in  Oxfordshire 
shows  that  there  was  a significant  reduction  in 
chest  injuries  associated  with  safety  belt  use.26 
Severe  injuries  were  reduced  from  23%  to  10% 
in  frontal  crashes.  Minor  bruising  and  soft 
tissue  injuries  increased,  however,  from  77%  to 
90%.  There  was  no  apparent  change  in 
frequency  of  clavicular  fractures  or  in  minor 
(3  or  less)  rib  fractures.  However,  there  was  a 
decrease  in  rib  fractures  of  four  or  more. 

The  same  study  did  not  show  any  change  in 
the  incidence  of  sternal  fractures;  other 
authors  have  pointed  out  that  there  is  a probable 
increase  in  sternal  fractures.  In  any  event,  it  is 
certainly  possible  to  receive  a fracture  of  the 
body  of  the  sternum  from  the  chest  restraint 
alone.  Furthermore,  myocardial  contusion  may 
result  from  sternal  fractures.  This  is  usually 
diagnosed  by  EKG  changes,  dysrhythmias,  an 
increase  in  the  serum  enzyme  CK-MB,  and 
wall  motion  abnormalities  on  echocardio- 
graphy. 

Isolated  incidences  of  severe  thoracic  in- 
juries associated  with  the  lap  harness  belts 
have  been  reported.27  Woelfel  reports  a 27 
year  old  woman  car  passenger  who  had  a front 
end  collision  at  high  speed.  Her  injuries 
included  an  occluded  right  subclavian  artery, 
myocardial  contusion  as  evidenced  by  per- 
sistent tachycardia,  a lacerated  left  lobe  of  the 
liver  and  a massively  fragmented  spleen.  All 
injuries  correspond  to  the  diagonal  location  of 
the  chest  restraint  across  her  chest.  The 
patient  survived.  She  did  not  have  head  or 
cervical  spine  injuries  as  would  be  suspected 
had  she  been  unrestrained. 

The  female  breast  is  also  subject  to  the 
pressures  of  the  chest  restraint.  A British 
study  detailed  six  women  who  had  hematomas 
of  the  breast  resulting  in  marked  deformity 
and  fat  necrosis  several  months  post  injury.28 
Three  of  these  women  were  also  found  to  have 
carcinoma  which  was  present  prior  to  their 
injury.  Another  British  author  reports  the 
sudden  rapid  swelling  of  a patient’s  breast 
about  two  hours  post  trauma.29  He  speculates 
that  this  may  have  been  due  to  the  shearing 
force  of  the  chest  restraint  against  the 
patient’s  breast  resulting  in  tearing  of  the 
pectoral  fascia  and  the  perforating  intercostal 
arteries. 


Abdomen 

Any  structure  within  the  abdomen  may  be 
injured  in  an  automobile  crash.  Belted  persons 
have  a relative  increase  in  hollow  viscus 
injuries  as  contrasted  to  the  more  common 
direct  blunt  injuries  to  liver  and  spleen  as  seen 
in  the  past  in  unbelted  persons. 

An  Australian  survey  of  32  patients  with 
safety  belt  injuries  of  the  jejunem  and  ileum  is 
illustrative.'10  Three  mechanisms  of  injury  are 
postulated.  Most  commonly  are  those  with 
blow  out  perforations.  Uneven  intraluminal 
pressure  results  when  the  viscus  is  compress- 
ed. Secondly  and  less  common,  crushing  forces 
resulted  in  infarction  of  the  bowel.  Tissue 
necrosis,  however,  may  be  subtle  and  slow  to 
develop.  This  may  also  account  for  some  of  the 
late  stenosis  noted  in  these  organs.  Other 
abdominal  injuries  reported  include  stenosis  of 
the  large  bowel,  delayed  common  bile  duct 
stenosis  at  ten  weeks,  and  late  pseudocyst  of 
the  pancreas.  A third  smaller  group  had 
complete  transection  of  the  proximal  jejunem 
by  the  Ligament  of  Treitz.  A Canadian  study 
reported  four  patients  who  suffered  delayed 
intestinal  perforation  six  or  more  days  post 
trauma.11 

There  is  unanimity  of  opinion  by  these 
authors  that  the  injuries  would  certainly  have 
been  different  and  probably  more  life  threat- 
ening without  the  safety  belt.  Also,  the  authors 
often  speculate  that  the  belt  was  either  loosely 
applied  around  the  abdomen  or  ill-fitted.  The 
lap  portion  of  the  belt  should  fit  snugly  around 
the  pelvis  transmitting  the  crash  forces  to  the 
bony  structures. 

A Canadian  study  notes  a relative  increase 
in  bowel  and  mesentery  injuries  in  safety  belt 
users.32  Hollow  viscus  injuries  predominate 
over  solid  organs.  The  author  also  notes, 
however  . . . “as  a result  there  is  a marked 
reduction  in  the  number  of  severe  head  and 
facial  injuries,  intra-abdominal  solid  viscus 
injuries,  and  long  bone  fractures.’ 

Pregnancy 

A pregnant  woman  should  certainly  travel 
with  a lap  and  shoulder  harness  in  the  proper 
position.  The  location  of  the  lap  belt  across  the 
pelvis  at  all  times  and  not  the  abdomen  cannot 
be  overemphasized.  A British  study  docu- 
ments one  fetal  death  as  a result  of  blunt 
trauma  from  the  lap  belt.11  The  shoulder 
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harness  not  only  allows  for  a larger  area  over 
which  the  deceleration  forces  are  dissipated, 
but  also  prevents  the  forward  flexion  of  the 
mother  onto  her  pregnant  uterus. 

Pacemakers 

A British  study  of  100  pacemaker  recipients 
found  that  over  one-quarter  of  them  had  some 
mild  discomfort  with  the  position  of  the 
pacemaker  unit  in  the  subclavian  space.14  One 
patient  had  preulcer  skin  changes  which 
required  a reposition  of  the  unit.  Patients  with 
generous  subcutaneous  tissue  seem  to  have 
fewer  problems.  Although  the  number  of  pa- 
tients who  had  an  axillary  site  for  their 
pacemaker  was  small,  there  was  none  in  this 
group  who  had  any  discomfort. 

Recently  at  our  hospital,  an  elderly  patient 
was  a passenger  in  a motor  vehicle  crash.  His 
pacemaker  was  located  in  the  right  subclavian 
space  and  was  in  contact  with  the  shoulder 
strap.  He  had  sternal  and  lateral  chest 
contusions.  His  pacemaker  continued  to  func- 
tion as  evidenced  by  a normal  electrocardio- 
gram. After  brief  observation  the  patient  was 
released  with  symptomatic  therapy.  Also  of 
interest  is  the  fact  that  he  had  an  acute  cer- 
vical strain  to  the  right  side  which  illustra- 
tes the  unilateral  neck  problems,  as  discussed 
in  the  preceding  paragraphs. 

Lumbar  Spine 

In  1948  Chance  reported  an  unusual  lumbar 
spine  fracture.1  ’ The  horizontal  fracture  ex- 
tended from  the  spinous  process  across  the 
neural  arch  into  the  body  of  the  vertebrae.  It 
occurs  when  the  torso  is  hyperflexed  and  the 
abdomen  is  restrained  by  a lap  safety  belt.  It 
has  been  reported  primarily  in  adults  but  also 
recently  in  children.  6 Generally,  neurologic 
symptoms  are  not  a sequelae.  Sporadic  reports 
of  this  fracture  continue  throughout  medical 
literature.  Treatment  has  been  either  opera- 
tive or  non-operative. 

A small  Canadian  1981  study  shows  the 
variety  of  lumbar  spine  injuries  in  children  sit- 
ting in  the  back  seat  wearing  the  lap  belt.37  The 
author  notes  that  these  children  may  otherwise 
have  been  killed  in  head-on  collisions  esti- 
mated at  40-50  m.p.h.  Four  patients  had 
Chance  fractures;  two  were  treated  operative- 
ly, two  by  casting.  Three  other  children  had 
torn  posterior  ligaments  and  lumbar  spine 
dislocations  leaving  two  of  them  paraplegics. 


These  were  all  treated  with  open  reduction  and 
internal  fixation.  All  seven  patients  had  belt 
induced  bruises  of  the  abdomen  and  one 
required  a laporotomy  for  other  injuries. 

Rear  Seat  Passengers  Restrained  With 
Lap  Belts  Only  - National  Transportation 
Board  Study  of  August  1986 

NTSB  released  its  August  1986  study  with  a 
great  deal  of  public  media  attention.18  The 
study,  contained  in  a 234  page  report,  initially 
had  a design  for  200  crashes  but  was  reduced 
to  26.  The  selection  of  vehicles  was  also 
changed;  eventually  the  investigators  looked 
chiefly  for  “potential  cases  involving  occupants 
restrained  in  a rear  seat.”  In  short,  the  scheme 
of  notification  by  their  field  investigators 
became  one  of  looking  for  restrained  occu- 
pants of  the  rear  seat  who  were  severely 
injured.  The  report  documents  the  findings  of 
26  cases  which  includes  50  persons  wearing 
lap  belts  only,  32  wearing  lap/shoulder  belts 
and  56  unrestrained  occupants.  Four  other 
cases  are  included  for  comparison.  It  is  a non- 
random  anecdotal  study  and  clearly  designed 
to  report  the  worst  case  scenario  possible  for 
lap  belts. 

However,  the  study  does  make  a number  of 
valid  points.  First,  lap  belts  can  cause  injuries. 
They  document  a number  of  skull  and  neck 
injuries  caused  by  the  jackknifing  of  the 
restrained  passenger  into  seats  or  other 
portions  of  the  car’s  interior.  They  document- 
ed severe  abdominal  injuries,  mesentery  and 
bowel  tears  with  hemorrhage,  and  bony  injuries 
of  pelvic  and  lumbar  spine,  all  related  directly 
to  the  lap  belt.  Second,  lap  and  shoulder  belts 
are  more  beneficial  than  lap  belts  alone.  Thus, 
they  call  for  lap  and  shoulder  restraints  in  all 
rear  outboard  seat  positions  in  all  new 
vehicles. 

Further,  the  study  correctly  cautions  emer- 
gency personnel  — serious  injuries  “are  often 
not  immediately  apparent;  delays  in  treatment 
can  result  in  long  term  disability  or  even  death. 
So  attending  medical  personnel  should  sus- 
pect internal  injury  in  victims  who  are  belted 
or  possibly  belted.” 

A Lancet  editorial  in  January  1986  summar- 
ized the  British  experience  of  mandatory  use 
of  safety  belts  after  three  years.39  “Patients 
taken  to  hospitals  fell  in  number  by  15  percent 
and  the  number  needing  hospital  admissions 


January  1988  Nebraska  Medical  Journal 


7 


fell  by  one-quarter.  An  inquiry  in  eight 
coroner’s  districts  suggested  a 26  percent 
reduction  in  deaths.  There  was  a debit  side. 
For  example,  “an  increase  in  neck  injury  is 
now  generally  recognized  as  a risk  but  this 
seems  a small  price  for  the  avoidance  by  the 
simple  measure  of  some  of  the  injury  that 
results  when  the  kinetic  energy  of  a human 
body  is  dissipated  near  instaneously  by  impact 
with  a windscreen,  dashboard  or  steering 
wheel.”  With  increased  voluntary  and  manda- 
tory use  in  the  United  States,  we  can  expect  a 
similar  experience  to  the  United  Kingdom. 

Summary7 

Motor  vehicle  trauma  is  the  leading  cause  of 
severe  injury  and  accidental  death  in  the 
United  States.  The  majority  of  an  estimated 
four  million  injuries  are  reducible  by  use  of 
safety  belts  (assuming  1009c  compliance). 
Strategies  to  increase  safety  belt  use  include 
the  passage  of  mandatory  safety  belt  legisla- 
tion and  education  of  motor  vehicle  users  in 
use  of  safety  belts  and  child  restraints. 
Transfer  of  the  vehicle’s  crash  energy  to  the 
torso  and  pelvis  of  the  occupant  by  the  safety 
harnesses  reduces  the  “second”  and  “third” 
collisions  to  tolerable  levels  in  most  crashes. 
Injuries  are  not  only  lessened  with  safety  belts 
but  occur  in  a predictable  pattern.  These 
“patterns  of  injuries”  with  and  without  safety 
belts  are  described.  With  increased  use  of 
safety  belts,  the  American  trauma  experience 
should  mirror  the  reductions  seen  in  thirty 
other  industrialized  nations. 

*Note  of  Appreciation  to  the  Huffington  Library, 
Kansas  City,  Missouri 
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FRACTURE  OF  THE  MONTH 


Intercondylar  Fracture  of  the  Humerus  in  an  Elderly 
Patient  - Treatment  with  Extension  Block  Splintage 


JOHN  F.  CONNOLLY,  M.D. 
LYNN  CROSBY,  M.D. 


From  the  Creighton-Nebraska  Health  Foundation 
Program  in  Orthopaedic  Surgery,  42nd  & Dewey 
Avenue,  Omaha,  NE  68105-1065 


NTERCONDYLAR,  T-shaped 
fracture  of  the  distal  humerus 
presents  some  of  the  most  diffi- 
cult of  all  fractures  to  manage.  The  treating 
physician  must  walk  a fine  line  between  undue 
conservatism  likely  to  produce  a rigid  elbow 
and  ineffective,  aggressive  surgery  likely  to 
result  in  infection  or  nonunion.  Both  operative 
and  nonoperative  treatment  produce  compli- 
cations and  require  careful  planning  to  avoid 
their  pitfalls.1  The  objectives  of  achieving 
fracture  union  while  restoring  joint  motion 
require  considerable  orthopaedic  legerdemain 
to  achieve.  This  report  illustrates  one  useful 
option,  a closed  functional  method  for  treating 
comminuted  distal  humeral  fractures  in  the 
elderly. 

Case  Report: 

The  patient  was  a 93-year-old  woman  who 
slipped  and  fell  on  her  right  elbow.  Physical 
examination  in  the  emergency  room  indicated 
a swollen  elbow  held  in  75°  of  flexion.  The 
patient  had  pain  with  attempted  motion, 
particularly  along  the  anterior  and  lateral 
aspect  of  the  distal  humerus.  Neurovascular 
function  was  intact.  X-ray  revealed  an  impact- 
ed intercondylar  T-type  fracture  of  the  distal 
humerus  (Figure  1).  The  patient  was  treated 
initially  with  splint  immobilization  and  re- 
ferred to  our  orthopaedic  clinic. 

Discussion: 

Most  often  these  fractures  occur  in  elderly 
patients  who  fall  on  the  outstretched  hand  or 
directly  on  the  elbow,  thereby  driving  the 
olecranon  upward  toward  the  condyles  of  the 
humerus.2-  3 This  mechanism  produces  three 
general  types  of  fractures;  bicondylar,  bicon- 
dylar  with  supracondylar  comminution,  or 
bicondylar  with  comminution  of  the  articular 
surface.  Because  of  the  direct  mechanism, 
anywhere  from  20  to  40%  will  be  open 
fractures.  Five  to  10%  sustain  nerve  injuries. 
Arterial  injury  has  not  been  reported  as  a 


complication,  possibly  because  the  trauma  and 
swelling  are  absorbed  along  the  posterior 
aspect  of  the  elbow. 

Treatment  of  these  injuries  can  be  classified 
into  the  operative  approach  which  emphasizes 
anatomic  reduction  and  precise  internal  fixa- 
tion4 as  compared  with  non-operative  treat- 
ment. Non-operative  methods  accept  less  than 
anatomic  reduction  but  emphasize  early  range 
of  joint  motion.5  These  latter  methods  have  the 
greatest  virtue  of  simplicity  and  usually  a very 
satisfactory  functional  outcome. 


Figure  1 

Lateral  x-ray  at  the  time  of  initial  presentation 
shows  a comminuted  T-condylar  fracture  of  this 
patient’s  distal  humerus. 
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Figure  2 

Extension  block  method  of  splinting  is  used  after  the 
initial  swelling  subsides.  The  elbow  is  flexed  maxi- 
mally but  active  flexion  is  allowed.  However, 
extension  is  limited  to  100°  by  the  splint  or  taping. 


Management: 

When  the  patient  came  to  the  orthpaedic 
clinic  three  days  after  injury  the  splint  was 
removed  and  the  elbow  was  then  placed  in 
maximum  flexion.  Extension  was  blocked  by 
the  sling  and  taping  method  (Figure  2).  Ac- 
tive flexion  was  encouraged  from  a range 
of  100°  to  approximately  120°.  The  patient 


Figure  3a 


Lateral  x-ray  at  3 months  shows  healing  of  the 
comminuted  fracture. 


Figure  3b  & c 


Active  elbow  flexion  and  extension  were  close  to  normal  3 months  after  injury. 
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returned  to  the  orthopaedic  clinic  periodically 
for  follow  up  evaluation  and  readjustment  of 
the  splintage.  At  the  end  of  5 weeks  the 
extension  block  splintage  was  removed  and  her 
range  of  motion  at  that  time  was  from 
approximately  90°  to  130°  of  flexion.  She  was 
then  allowed  active  range  of  motion  to  regain 
extension.  Three  months  after  unjury  her 
active  range  of  motion  was  from  20°  to  130°. 
She  had  no  complaints  and  satisfactory  radio- 
graphic  and  functional  results  (Figure  3). 


Figure  3c 


To  maintain  normal  function  the  elbow 
requires  100°  of  flexion-extension  motion.  The 
ideal  range  is  from  20  to  120°.  Extension  tends 
to  improve  over  the  months  subsequent  to 


fracture  healing  provided  the  elbow  is  exer- 
cised actively.  However,  any  loss  of  flexion 
which  is  not  regained  in  the  first  few  weeks  will 
likely  be  permanent.  Therefore  it  is  preferable 
to  allow  the  elbow  to  stiffen  in  flexion 
temporarily  while  the  fracture  heals.  This  is 
the  basis  of  splintage  which  blocks  extension 
but  allows  the  patient  active  flexion  during  the 
healing  period  of  the  fracture. 

Conclusion: 

This  case  illustrates  a rather  simple  method 
of  closed  treatment  for  elbow  fractures  in  the 
elderly  which  can  be  used  on  an  outpatient 
basis.  It  emphasizes  functional  restoration  of 
motion  during  the  early  phases  of  healing  and 
avoids  prolonged  hospitalization,  particularly 
in  the  elderly  patient.  For  young  patients 
operative  fixation  might  be  suitable  to  achieve 
the  same  effect.  However,  it  is  hard  to  see  how 
the  result  could  have  been  improved  in  this 
patient’s  fracture  if  it  were  fixed  internally.  It 
certainly  could  have  been  made  much  worse. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Painful  Hip  Prosthesis 


JOE  STAVAS,  M. D. 


CLINIC  HISTORY: 

68  year  old,  one  year  post  total  hip  prosthesis  for 
degenerative  disease.  Now  with  increasing  hip  pain 
and  clinical  concern  of  femoral  component  loosen- 
ing. 


ILLUSTRATIONS: 


Figure  1 Figure  2 

Right  hip  prosthesis  with  interval  increasing  lucen-  Abnormal  scintigraphic  arthrogram  with  injected 
cy,  primarily  around  stem  tip  (Arrows).  activity  extending  down  shaft  consistent  with  loos- 

ening (Arrows). 
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Figure  3 

Normal  scintigraphic  arthrogram  in  another  patient 
with  activity  confined  to  region  of  joint  space. 


Comments: 

Hip  replacement  failure  is  not  a common 
occurrence,  but  may  be  due  to  infection  and/or 
noninfectious  mechanical  loosening,  the  two 
most  frequent  postoperative  complications. 
Diagnostic  conformation  with  arthrography  is 
useful  prior  to  surgical  revision. 

The  typical  radiographic  findings  associated 
with  uncemented  and  cemented  femoral  pros- 
thesis loosening  and/or  infection  are  similar. 
The  hallmark  clue  is  the  presence  of  a lucent 
zone  greater  than  2 millimeters  at  the  prosthe- 
sis-bone, prothesis-cement,  or  cement-bone 
interfaces.  A lucent  strip  smaller  than  2 
millimeters  is  acceptable  and  is  usually  due  to 
fibrous  tissue  that  develops  after  stem  inser- 
tion. 

With  mechanical  loosening,  this  zone  widens 
and  a synovial-like  process  ensues  that  is 
capable  of  bone  resorption  and  further  insta- 
bility. Joint  infection  causes  similar  bony 
resorption  and  subsequent  widened  lucency. 

Comparison  with  immediate  postoperative 
films  is  important  in  order  to  evaluate  any 
change  in  prosthesis  as  they  may  be  subtle. 
Certain  post  surgical  changes  are  normal  and 
should  not  be  confused  as  signs  of  loosening. 
With  an  uncemented  prosthesis,  they  include 


periosteal  reaction  and  cortical  thickening 
(early  and  late  findings  respectively),  sclerosis 
around  the  prosthesis  tip,  sclerosis  or  resorb- 
tion  of  the  proximal  medial  femoral  cortex,  and 
a thin  (less  than  2 mm.)  lucency  around  the 
prosthesis. 

Abnormal  radiographic  appearances  which 
suggest  loosening  or  infection  include  sinking 
of  the  prosthesis  into  the  femur,  considerable 
femoral  sclerosis  past  the  stem  tip,  acetabular 
protusion,  cartilege-space  narrowing,  and  wid- 
ened lucency. 

Opaque  polymethylmethacrylate  is  the  typi- 
cal cement  used  for  prosthesis  cement  fixation. 
A thin  lucency  in  the  immediate  postoperative 
period  may  be  due  to  interposed  blood, 
cartilege,  or  soft  tissue  in  the  prosthesis  bed. 
Widening  of  this  lucency  may  be  due  to 
infection  or  loosening.  Cement  fractures  or 
focal  cement  lucency  may  also  signal  joint 
failure. 

Fluoroscopic  and  arthrographic  evaluation 
of  a total  hip  will  usually  confirm  loosening  or 
infection.  Range  of  motion  under  fluoroscopic 
visualization  will  identify  prosthesis  motion, 
and  aspiration  of  the  joint  at  the  time  of 
arthrography  will  determine  infection.  Injec- 
tion of  water  soluble  contrast  or  radioactivity 
(as  in  this  example)  within  the  joint  pseudo- 
capsule will  demonstrate  the  extension  of 
contrast  between  the  cement-bone  or  prosthe- 
sis-bone interfaces  if  loosening  is  present. 
Irregular  paraarticular  cavities  or  fistulous 
tracts  may  also  fill.  Opacification  of  lymphatic 
channels  may  occur  but  can  also  be  a normal 
variant.  Technetium  99m  bone  scanning  has 
also  been  utilized  with  the  presence  of 
increased  activity  in  the  femoral  shaft  after  the 
6th  postoperative  month  being  suggestive  of 
loosening  or  infection. 

Some  authors  feel  that  scintigraphic  arthro- 
graphy is  more  sensitive  than  standard  (or 
subtraction)  arthrography  for  femoral  prosthe- 
sis loosening.  Poor  filling  of  discontinuous 
areas  of  loosening  with  fast  contrast  resorption 
and  contrast  obscuration  are  draw-backs  to  the 
x-ray  arthrogram.  Delayed  radionuclide  images 
(1-1%  hours  post  radionuclide  injection)  over- 
come these  pit-falls.  However,  scintigraphic 
arthrography  is  probably  less  sensitive  in 
determining  acetabular  loosening. 

At  our  institution,  we  aspirate  the  joint  and 
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then  inject  1 millicurie  of  nonabsorbable  tech- 
netium 99m  Sulfur  Colloid.  The  patient  is 
allowed  to  ambulate  freely  and  delayed  images 
are  obtained  in  the  anterior,  lateral,  and  frog 
leg  positions.  We  have  found  this  technique  to 
be  quite  useful  for  hip  replacement  failure. 

Case  courtesy  of  Pat  Clare,  M.D.,  Lincoln,  Ne- 
braska. — Photographs  Courtesy  of  Mark  Schwan- 
inger,  Lincoln  General  Hospital. 
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CASE  1-1987 
Presentation  of  Case 

THIS  patient  is  an  obese,  61 -year- 
old,  white  female  who  was  at  a 
nursing  home  because  of  pre- 
vious disabilities,  doing  relatively  well  until 
four  days  prior  to  admission  when  she  became 
nauseated  and  vomited.  The  following  morning 
at  breakfast,  when  the  patient  drank  orange 
juice,  she  again  vomited  and  began  to  complain 
of  mid-epigastric  abdominal  pain.  The  nursing 
home  staff  felt  that  the  patient  was  somewhat 
lethargic  throughout  the  morning  hours,  and 
she  continued  to  complain  of  nausea.  She 
received  5 mgs  of  Compazine  for  the  nausea. 
When  the  nursing  home  physician  came  to  see 
the  patient,  she  was  found  to  be  afebrile.  She 
denied  having  a sore  throat,  cough,  or  loose 
stools.  The  examination  was  reported  to  be 
essentially  normal  except  for  increased  bowel 
sounds  in  all  four  quadrants.  The  diagnosis  of 
viral  gastroenteritis  was  made,  and  the  patient 
was  followed  closely.  The  patient  continued  to 
be  nauseated,  and  two  days  prior  to  admission 
she  had  a large  emesis  of  bile-colored  liquid. 
The  heme-test  was  negative.  It  was  also  noted 
that  the  patient  had  a productive  cough  and 
complained  of  epigastric  pain.  She  was  unable 
to  take  small  sips  of  fluid  without  vomiting. 
She  had  several  bouts  of  vomitus  consisting  of 
a large  quantity  of  dark  green  fluid.  The  heme- 
test  was  negative. 

Again,  the  local  physician  was  called  to  see 
the  patient  at  the  nursing  home.  He  found  the 
patient  to  be  afebrile;  however,  the  examina- 
tion this  time  revealed  rales  in  the  right  lung 
base.  A CBC  was  performed  that  showed  a 
white  count  of  18,300  with  78%  segs  and  3% 
bands.  The  patient  was  then  admitted  to  the 
hospital. 

The  past  medical  history  of  this  patient  was 
significant  for  the  following:  1)  Surgery  - 


excision  of  sphenoid  wing  meningioma  in  Feb- 
ruary 1975  and  a hysterectomy  in  the  past.  2) 
Serious  illness  - CVA  with  right  residual 
hemiplegia,  osteomyelitis,  post- craniotomy,  re- 
current urinary  tract  infections,  hypertension 
under  good  control,  and  a history  of  two 
episodes  of  pneumonia  in  the  right  lower  lobe. 

Physical  Examination 

Revealed  an  obese,  225  lb.  female  with  a 
height  of  65  inches  who  appeared  older  than  her_ 
stated  age  of  61.  Temperature  98.6°  F.,  pulse 
64/minute,  respirations  20/minute,  blood  pres- 
sure 120/70. 

HEENT:  There  was  a well-healed  scar  over 
the  left  frontal  bone.  Funduscopic  examination 
was  normal  bilaterally.  Extraocular  muscles 
were  intact.  Pupils  were  equal  and  reactive  to 
light.  Tympanic  membranes  were  intact  bilater- 
ally. The  nasal  passages  were  patent.  The 
pharynx  was  clear.  There  was  no  evidence  of 
upper  respiratory  infection.  The  patient  was 
edentulous. 

NECK:  The  neck  was  supple.  There  was  no 
venous  engorgement,  no  lymphadenopathy, 
and  no  thyroid  enlargement.  The  trachea  was 
midline.  No  carotid  bruits  were  heard. 

CHEST:  The  chest  showed  an  increased  AP 
diameter.  The  breasts  were  symmetrical  and 
free  of  masses.  The  lungs  demonstrated  rales 
in  the  right  lung,  predominantly  at  the  base. 
The  left  chest  appeared  clear  to  auscultation. 

HEART:  The  patient  had  a Grade  II/VI 
systolic  murmur  heard  best  in  the  left  anterior 
axillary  line  without  radiation.  There  were  no 
other  murmurs  or  bruits  present. 

ABDOMEN:  There  was  a single,  well-healed 
scar  extending  from  the  umbilicus  to  the 
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symphysis.  There  was  no  hepatosplenomegaly 
nor  other  masses  palpable.  It  was  also  noted 
that  there  were  good  bowel  sounds  in  all  four 
quadrants.  There  was  some  epigastric  and 
right  upper  quadrant  tenderness.  However, 
there  was  no  rebound  tenderness  or  rigidity 
found. 

The  genital/ rectal  exam  was  within  normal 
limits  with  heme-negative  stools. 

EXTREMITIES:  Extremities  showed  some 
flexion  contractures  in  the  right  upper  and 
lower  extremities  with  no  ability  to  grip  on  the 
right  side. 

The  neurologic  exam  was  consistent  with 
previous  left  CVA. 

Laboratory  Examination 

Demonstrated  a white  count  of  16,000, 
hemoglobin  16.7,  hematocrit  49.2,  MCV  of  86. 
The  differential  revealed  3%  bands,  73%  segs, 
18%  lymphs,  5%  monos,  and  1%  eosinophils. 
Electrolytes  revealed  a sodium  of  140,  potas- 
sium of  2.5,  and  a chloride  of  89.  Chem-profile 
demonstrated  a BUN  of  10,  creatinine  of  0.8, 
glucose  196,  total  protein  5.5,  albumin  2.9, 
calcium  8.5,  phosphorus  3.2,  cholesterol  104, 
uric  acid  2.7,  alk-phos  123,  LDH  466,  AST  21, 
and  triglycerides  87.  A serum  amylase  was  135 
with  upper  limits  for  normal  being  110 
and  urine  analysis  showed  1+  proteinuria 
otherwise  unremarkable.  Her  blood  gases  at 
that  time  on  room  air  revealed  a P02  of  66, 
PC02  of  36,  and  a pH  of  7.43. 

The  chest  x-ray  demonstrated  some  mild 
atelectatic  changes  in  the  right  lung  base  with 
mild  elevation  of  the  right  hemidiaphragm.  A 
sputum  culture  and  sensitivity  showed  mixed 
respiratory  flora  with  strep  pneumonia  (mod- 
erate growth).  An  upper  GI  was  performed. 

Differential  Diagnosis 

DR.  MARLIN  STAHL:  This  is  a very 
interesting  case;  and  I hope  you  are  able  to 
learn  as  much  from  it  as  I have.  Initially,  I 
treated  this  case  much  the  same  way  as  any 
consult  would  be  treated.  Specifically,  at  this 
point,  one  should  not  try  to  produce  the 
diagnosis  but  rather  assemble  a problem  list  to 
analyze  the  data.  I think  that  the  information 
we  have  received  so  far  should  allow  us  to 
create  a problem  list  that  will  direct  where  one 
would  go  from  here.  I have  done  that,  and  I 
think  it  is  important  to  go  over  the  list  before 
we  see  the  x-rays. 


My  problem  list  includes  the  following:  1.) 
Abdominal  pain:  The  outstanding  feature  of 
the  presentation  of  this  patient  include  that 
the  patient  had  abdominal  pain.  This  pain  was 
acute  in  onset  and  had  the  major  feature 
associated  with  nausea  and  vomiting  which 
would  help  to  distinguish  it  from  other 
characteristic  types  of  abdominal  pain.  2.) 
Pneumonia:  The  patient  also  had  pneumonia, 
both  acute  and  probably  recurrent  based  on 
the  fact  that  she  had  two  documented  pneu- 
monias in  the  same  area  before,  raising  some 
interesting  possibilities.  3.)  Central  Neurologic 
Defects:  There  were  prior  neurologic  defects 
as  presumed  secondary  to  sphenoid  wing  men- 
ingioma. with  left  CVA  and  right  dense 
hemiplegia.  4.)  Urinary  tract  infection,  5.) 
Hypertension,  6.)  Obesity,  and  7.)  Heart 
murmur.  Also,  I have  put  in  a prior  hysterec- 
tomy, not  that  in  itself  is  a problem,  but  only 
that  we  are  not  told  what  the  hysterectomy  was 
for.  We  were  told  at  the  beginning  that  she  had 
no  significant  previous  history;  and  there  was 
no  mention  of  uterine  carcinoma  or  ovarian 
carcinoma,  so  I assume  that  such  a malignancy 
was  negative.  Perhaps  this  is  a faulty  assump- 
tion to  make,  but  that  is  the  way  we  will  have  to 
proceed.  Also,  she  had  a large  abdominal 
incision,  not  one  that  would  be  classic  for  a 
simple  hysterectomy.  This  makes  me  wonder 
about  something  going  on  over  and  above  just 
a simple  hysterectomy  and  raises  the  possibil- 
ity of  adhesions  causing  bowel  obstruction 
with  abdominal  pain. 

At  this  point,  anyone  who  reviews  a case  like 
this  has  to  be  suspicious  of  a couple  of  things.  I 
am  very  suspicious  about  her  having  life-long 
disabilities;  however,  her  current  neurologic 
impairments  seem  to  be  dominated  by  her 
CVA.  It  is  a little  difficult  for  me  to  speculate 
whether  these  were  newly  acquired  disabilities 
after  her  CVA  or  if  she  had  a long-standing 
disability  which  may  have  been  related  to 
another  syndrome.  For  example,  Turner’s 
Syndrome  is  associated  with  vascular  mal- 
formations and  may  also  be  associated  with 
abnormal  body  habitus.  Also,  she  had  an 
increased  anterior-posterior  diameter  on  her 
chest  exam.  This  most  frequently  indicates 
some  degree  of  hyperinflation.  It  may  also  be 
associated  with  body  habitus  changes  such  as 
kyphosis  and  obesity.  Given  very  little  data  to 
support  chronic  obstructive  lung  disease,  I am 
going  to  give  the  chest  description  a small 
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degree  of  importance.  Indeed,  her  chest 
radiograph,  while  it  shows  some  mild  kyphosis, 
does  not  demonstrate  marked  body  habitus 
abnormalities.  Similarly,  an  apical  systolic 
murmur  was  described  which  may  be  signifi- 
cant; however,  we  are  not  given  information  as 
to  prior  heart  failure,  rheumatic  fever,  previous 
evidence  of  increased  heart  shadow  diameter 
on  chest  x-ray.  Nor  are  we  given  any  electro- 
cardiogram evidence  to  support  heart  disease. 
So  I am  going  to  downplay  that  as  a feature  of 
her  entire  syndrome.  However,  we  should  not 
forget  it  totally. 

We  were  not  provided  with  a list  of  previous 
medicines.  This  certainly  may  be  significant  in 
telling  us  what  her  electrolyte  picture  was  and 
what  previous  hypertensive  requirements  were 
necessary  for  control  of  her  blood  pressure. 
Before  we  go  on  to  the  x-rays,  I would  em- 
phasize the  significant  laboratory  features, 
both  significant  abnormal  and  normal  values. 
She  had  an  increased  white  blood  cell  count 
without  a left  shift.  The  absence  of  immature 
forms  on  two  successive  CBC’s  suggests  that 
she  had  a stress  response  and  deep-seated 
infection  was  perhaps  less  likely.  Potassium 
was  low  at  2.5  consistent  with  her  emesis. 
Similarly,  her  chloride  was  low.  Both  of  these 
may  have  been  affected  by  prior  antihyper- 
tensives. Blood  glucose  was  non-specifically 
elevated  at  196.  Albumin  was  slightly  decreas- 
ed and  might  imply  some  mild  chronic  illness. 
Alkaline  phosphatase  was  mildly  increased 
and  is  also  somewhat  non-specific.  This  might 
suggest,  however,  that  there  is  some  chole- 
stasis problems  pointing  to  the  liver.  However, 
the  bilirubin  was  normal.  It  does  not,  of  course, 
exclude  a bone  source  for  alkaline  phospha- 
tase. LDH  is  also  a non-specific  test  which 
may  be  elevated  in  the  liver,  lung,  or  blood 
diseases  such  as  hemolysis.  Hemolysis  seems 
to  not  be  a feature  in  this  particular  case. 
Serum  amylase  is  up  mildly  and  I will  talk 
about  the  differential  of  that  in  a little  bit  and 
what  significance  that  has. 

An  increased  A-a  gradiant  was  noted  by 
blood  gas  analysis  consistent  with  pneumonia. 
I wanted  to  put  in  the  A-a  gradient  instead  of 
just  her  P02  of  66,  which  is  not  too  abnormal 
for  an  elderly  person  in  a nursing  home. 
However,  the  A-a  gradient  of  36  is  at  least 
twice  normal,  suggesting  she  has  significant 
pulmonary  disease.  It  does  not  tell  us  whether 


it  is  acute  or  chronic.  Significant  normal  labs 
include  16.7  g/dl  hemoglobin  in  someone  who 
has  a GI  problem.  This  tends  to  reinforce  the 
probability  of  no  chronic  blood  loss  or 
hemolysis;  plus  the  emesis  and  the  stool 
checks  were  heme-test  negative.  I think  this 
hemaglobin  level  is  a very  significant  normal 
finding.  The  normal  sodium,  BUN,  and  creati- 
nine, inspite  of  her  having  four  days  of  nausea, 
probably  poor  intake,  emesis,  and  a nasogas- 
tric tube,  have  not  suggested  intravascular 
volume  depletion.  This  reinforces  the  proba- 
bility the  hemaglobin  of  16.7  is  probably  not 
hemoconcentration  from  nausea  and  vomiting. 
Her  SGOT  was  normal  at  21  suggesting  that 
there  was  not  hepatocellular  injury.  With  that 
in  mind,  I think  we  can  go  ahead  and  have  Dr. 
Roger  Harned  review  the  x-rays. 

DR.  ROGER  HARNED:  I am  going  to 
present  these  films  as  they  were  presented  to 
the  GI  Radiology  section  as  an  unknown.  We 
will  review  the  upper  GI  study  first.  The 
stomach  appears  to  be  displaced  by  a retro- 
gastric  mass.  There  seems  to  be  a small 
contour  defect  in  that  aspect  of  the  inferior 
margin  of  the  gastric  fundus.  Notice  the 
descending  duodenum  and  then  the  transverse 
duodenum  with  no  contrast  beyond  the  liga- 
ment of  Treitz.  The  mucosa  here  appears 
normal.  There  is  some  tapering,  but  no 
evidence  of  an  intraluminal  mass.  Notice  that 
the  medial  margin  of  the  descending  duo- 
denum shows  no  nodularity  or  spiculization.  I 
do  not  know  if  you  will  be  able  to  see  this,  but 
there  are  continuous  curved  linear  densities 
forming  a circumscribed  calcification  meas- 
uring 35-40  mm  in  transverse  diameter  which 
is  located  at  the  distal  margin  of  the  transverse 
duodenum  (Figure  1A).  The  final  important 
finding  is  a diverticulum-like  structure  coming 
off  the  proximal  lateral  margin  of  the  des- 
cending duodenal  loop  immediately  distal  to 
the  apex  of  the  duodenal  bulb  (Figure  IB).  You 
will  notice  on  the  spot  films  that  this  structure 
does  not  appear  to  contract;  it  does  not  change 
in  contour.  Notice  also  that  there  is  fixation  at 
that  point  of  the  loop  with  tenting  of  mucosal 
folds  toward  the  base  of  this  structure. 

The  admission  chest  film,  AP  portable, 
shows  patchy  consolidation  in  the  right  lower 
lobe.  It  was  a poor  inspiratory  effort.  The  nasal 
gastric  tube  is  in  place  with  the  distal  tip  coiled 
in  the  fundus.  The  heart  is  not  enlarged.  There 
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is  no  evidence  of  consolidation  involving  the 
left  lung.  We  do  not  have  evidence  of 
congestive  heart  failure.  I think  I will  stop  here, 
not  give  our  impressions,  and  let  Marlin  ask  me 
some  questions  later  if  he  would  like. 


FIGURE  1A 

Upper  GI  series,  left  posterior  oblique  view;  shows  a 
closed  fistulous  tract  from  the  lateral  margin  of  the 
proximal  descending  duodenum  to  the  gallbladder 
(open  arrow)  and  large  calcified  gallstone  (arrow- 
heads) obstructing  the  transverse  duodenum. 


FIGURE  IB 

Detail  of  closed  fistulous  tract  (white  arrow)  from 
proximal  duodenum  to  the  gallbladder.  Note  con- 
verging of  duodenal  folds  to  the  orifice  of  the  fistula 
(arrowheads). 


DR.  STAHL:  The  barium  contrast  study 
shows  an  outpouching  or  a diverticulum  of  in 
the  duodenum.  This  raises  the  possibility  of  a 
post  bulbar  ulcer  or  sinus  tract.  Dr.  Harned, 
would  you  comment  on  the  appearance  of  the 
stomach  with  reference  to  the  possible  muco- 
sal fold  prominence  of  Zollinger-Ellison  (ZE) 
Syndrome? 

DR.  HARNED:  The  stomach  does  not  have 
excessive  secretions  and  the  mucosal  folds  are 
normal.  When  we  are  looking  for  syndromes 
like  ZE,  we  expect  to  see  evidence  of 
hypersecretion  and  prominence  of  the  rugal 
folds. 

DR.  STAHL:  Somewhat  to  my  disappoint  - 
ment,  the  chest  x-ray  was  perhaps  the  least 
interesting  part  of  her  x-rays.  With  that  in 
mind,  I want  to  deal  with  the  issue  of  her 
pneumonia  or  presumed  pneumonia.  Briefly 
and  out  of  matter  of  completeness,  I want  to 
introduce  you  to  what  I think  is  a classic, 
article  by  Winterbauer  from  the  Annals  of 
Internal  Medicine,  1969.  This  article  describes 
the  causes  of  recurrent  pneumonia.  This 
patient  had  several  features  which  would  tend 
to  put  her  at  risk  for  recurrent  pneumonia.  Dr. 
Winterbauer  divided  his  risk  factors  into  two 
major  causes:  thoracic  and  extra  thoracic.  In 
the  case  of  our  patient,  we  do  not  have  any 
evidence  of  COPD  or  congestive  heart  failure. 
Bronchiectesis  is  a consideration  since  she  has 
had  three  pneumonias  in  the  same  area  of  her 
lung.  As  you  might  suspect  there  are  several 
syndromes  associated  with  bronchiectesis.  In 
this  case  no  underlying  syndrome  seems  to  be 
present.  We  do  not  have  a prior  history  of 
tuberculosis.  She  has  only  mild  kyphoscoliosis, 
which  is  not  usually  associated  with  retained 
secretions  or  trapped  lung.  Aspiration  is  a 
major  consideration  in  someone  who  has  had  a 
previous  CVA,  is  in  a nursing  home,  is  aged, 
and  has  had  large  volume  emesis.  In  fact,  it  is 
almost  unthinkable  that  she  would  not  have 
some  degree  of  aspiration.  I want  to  remind  all 
of  you  that  there  are  several  reports  that  show 
the  incidence  of  aspiration  in  normal  people  is 
at  least  60-70%.  The  prevalence  probably 
reaches  100%.  This,  of  course,  is  small  volume 
aspiration.  This  lady  is  far  from  normal  and  is 
at  major  risk  for  aspiration,  small  and  large. 

Lung  cancer  is  a consideration.  She  is  a non- 
smoker  and,  therefore,  primary  lung  cancer  is 
very  unlikely.  We  do  not  have  any  evidence  of 
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bronchogenic  cyst  radiographically,  and  no 
prior  exposure  to  silicosis.  Extrathoracic  caus- 
es that  are  relevant  in  this  patient  would  be 
diabetes  mellitus.  She  could  have  an  extra- 
thoracic  malignancy  which  we  are  seeing 
radiographic  manifestations  of  in  the  gut.  She 
certainly  has  a neurologic  disorder.  She  has 
not  been  on  steroids.  We  do  not  think  she  has 
lupus  at  least  at  this  point.  We  do  not  know 
about  hypogammaglobulinemia  or  primary 
biliary  cirrhosis.  I am  certain  there  are  other 
associated  causes  that  are  not  on  the  list,  so  we 
should  not  say  this  is  an  all  inclusive  list  but  it 
includes  the  major  perpetrators  of  recurrent 
pneumonia. 

As  I mentioned  previously,  I think  we  should 
give  attention  to  the  increased  serum  amylase 
in  the  this  patient  and  one  of  the  exercises  in 
everyone’s  Internal  Medicine  training  is  trying 
to  list  all  the  causes  of  increased  amylase. 
Pancreatitis  is  an  issue  with  the  widened  C- 
loop  of  the  duodenum  and  perhaps  the  compres- 
sion of  the  stomach  as  reviewed  by  Dr.  Hamed. 
Other  things  such  as  a perforated  peptic  ulcer, 
small  bowel  obstruction  with  perforation  or 
strangulation,  acute  cholecystitis,  cholangitis, 
acute  renal  failure,  tubal  pregnancy,  burns,  and 
macroamylasemia.  So  the  mild  elevation,  while 
it  should  attract  everyone’s  attention,  is 
certainly  not  diagnostic  and  we  have  to  put  it  in 
a proper  perspective. 

I think  the  major  features  of  this  patient  are 
that  she  has  radiographic  and  clinical  evidence 
of  a bowel  obstruction.  What  other  tools  can 
we  bring  to  this  case  to  help  decide  her 
diagnosis?  An  outstanding  feature  that  is 
present  here  is  the  abdominal  calcification. 
The  combination  of  the  abdominal  calcifica- 
tion and  bowel  obstruction  is  unavoidable  in 
trying  to  pursue  the  correct  diagnosis.  With 
that  in  mind  I feel  compelled  to  go  over  some 
of  the  differential  features  of  abdominal 
calcification.  In  general  lists  are  not  a good 
teaching  tool  for  a conference,  but  I think  that 
it  is  mandatory  to  cover  some  of  the  primary 
things  which  cause  upper  abdominal  calcifi- 
cation. 

Of  course,  the  first  cause  everyone  should  think 
of  is  cholelithiasis,  even  though  only  15-20%  of 
cases  of  cholelithiasis  actually  undergo  calcifi- 
cation and  are  seen  radiographically.  Others 
are  not  calcified  but  are  seen  radiographically. 
Gallstones  can  herniate  through  the  foramen  of 


Winslow  into  the  lesser  pouch.  This  retroperi- 
toneal structure  could  be  in  this  position  even 
though  it  is  not  likely.  Intrinsic  calcification  of 
the  gallbladder  does  occur.  But  the  gallbladder 
does  not  migrate  and  therefore,  would  not  be 
located  where  the  calification  was  seen  in  this 
case. 

The  liver  will  calcify  under  a number  of 
different  conditions,  including  echinococcosis. 
Usually  they  have  an  irregular  margin,  often 
times  single,  and  can  be  spherical.  In  the 
United  States,  echinococcus  is  an  unusu- 
al disease.  Tuberculosis,  histoplasmosis, 
brucella,  and  other  parasites,  can  all  cause 
calcification,  and  are  most  often  associ- 
ated with  punctate  calcification.  Liver  meta- 
stases  and  hepatocellular  carcinoma  can 
be  large  and  take  on  a spherical  appearance; 
however,  they  are  usually  more  densely 
calcified  throughout.  Pyogenic  abscesses 
can  heal  and  calcify  subsequently.  Cavern- 
ous hemangiomas  can  calcify.  They  usu- 
ally have  small,  phlebolith-like  calcifica- 
tions rather  than  a single,  large  spherical 
calcification.  We  should  include  Thoratrast, 
which  is  no  longer  used,  but  was  a contrast 
agent  used  years  ago. 

Calcifications  of  the  spleen  should  be 
mentioned  briefly  but  need  not  be  discussed 
individually.  Rather,  I include  calcification  of 
the  spleen  from  the  standpoint  of  splenic 
artery  aneurysms.  Such  aneurysms  are  a real 
consideration  in  this  patient,  as  are  splenic 
capsule  calcifications  from  previous  hema- 
tomas. The  calcification  seen  in  our  patient  is  a 
little  more  medial  than  I would  expect  for 
calcification  of  splenic  origin.  Also,  the  splenic 
artery  aneurysm  calcifications  are  classically 
multiple  and  curvilinear.  Elderly  females  are  at 
a higher  risk  for  splenic  artery  aneurysms. 
Usually  they  are  an  asymptomatic  finding  and 
are  not  a cause  of  bowel  obstruction. 

The  stomach  can  calcify  in  a mural  fashion 
when  involved  with  primary  or  matastatic 
carcinoma  to  the  stomach.  Usually  these  are 
small  flecks  of  calcium  and  would  follow 
contour  of  the  stomach.  Of  course,  luminal 
calcifications  in  the  form  of  pills  or  foreign 
bodies  in  psychotic  patients,  or  chronically  ill 
institutionalized  patients  can  have  stomach 
bezoars.  The  calcification  in  this  case  does  not 
appear  to  be  intraluminal. 
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We  will  defer  to  the  small  intestine  later. 
Appendicolith  may  be  calcific.  This  is  an 
atypical  position  for  an  appendicolith,  would  be 
extremely  large,  and  the  contour  is  unusual. 

Calcification  of  the  pancreas  is  a major 
differential  diagnostic  consideration  in  this 
patient.  A diffuse  pattern  of  calcification  is 
seen  in  cystic  fibrosis,  hyperparathryoidism, 
parasitic  infection,  and  of  the  islet  cells  in 
diabetes.  There  are  several  types  of  solid 
calcification,  one  of  which  is  trauma.  The  other 
major  consideration  would  be  a pseudocyst.  It 
could  be  a congenital  pseudocyst  or  one 
subsequent  to  pancreatitis.  We  are  not  given 
any  prior  history  of  pancreatitis  in  this  patient, 
but  a congenital  pseudocyst  of  the  pancreas 
could  be  a consideration  with  a curvilinear 
calcification  in  that  area.  Once  again,  these 
usually  do  not  present  as  bowel  obstructions. 

While  I do  not  think  that  renal  calculi  are  a 
major  differential  consideration,  such  calcifi- 
cation warrants  mention.  Renal  stones  could 
be  in  this  location.  The  calcification  in  this 
patient  is  a bit  medial  for  a renal  stone,  and 
they  usually  densely  calcified. 

Now,  both  symptoms  and  x-rays  indicate 
bowel  obstruction.  I think  we  should  also 
discuss  what  clinical  syndromes  go  along  with 
bowel  obstruction.  A high  small  bowel  obstruc- 
tion characteristically  presents  with  an  acute 
onset  and  vomiting  is  a very  prominent  feature. 
The  emesis  is  not  feculant  and  pain  occurs  at 
intervals.  Distention  is  minimal  or  absent.  All 
of  these  features  were  noted  in  this  patient. 
Distal  small  bowel  obstruction,  however,  have 
a less  acute  onset,  less  pain,  and  vomiting  is  a 
less  prominent  feature.  Feculant  emesis  is  very 
common  because  of  bacterial  growth  in  the 
obstructed  small  bowel.  Noticable  distention  is 
prominent  in  distal  small  bowel  obstruction.  I 
think  one  of  the  reasons  why  this  patient’s 
electrolytes  are  so  well  maintained  and  dehy- 
dration absent  is  because  she  had  enough  fluid 
absorbing  capability  in  her  small  bowel  that 
she  did  not  become  profoundly  dehydrated. 

If  you  examine  the  causes  of  small  bowel 
obstruction,  you  might  find  the  most  common 
cause  is  adhesions,  the  cause  in  71%  of  all 
small  bowel  obstructions.  Cancer  constitutes 
9%,  hernias  8%  (which  we  do  not  see  in  this 
patient)  and  regional  enteritis  accounts  for 
another  8%.  The  presence  of  a large  abdominal 


incision  with  a previous  abdominal  operation 
raises  the  possibility  that  adhesions  could  be 
responsible  for  her  bowel  obstruction. 

If  we  focus  on  the  mechanisms  of  small 
bowel  obstruction,  there  are  intramural  and 
extraluminal  causes.  The  intramural  bowel 
obstructions  are  primarily  carcinoid  tumor 
and  hemangiomas.  Leiomyoma  and  adeno- 
carcinoma are  rare  occurrences  in  pro- 
portion to  other  GI  carcinomas.  Small  bowel 
carcinomas  represent  about  5%  of  all  GI 
related  carcinomas  and  they  rarely  calcify. 
Intraluminal  causes  include  ingested  mater- 
ial similar  to  bezoars  or  pills  which  may 
be  radiographically  dense.  Enterolyths,  includ- 
ing gallstones  and  diverticular  stones  which 
could  have  occurred  from  the  small  bowel 
diverticulum,  are  also  causes  of  intraluminal 
calcification.  The  pH  is  low  in  the  duodenum; 
therefore,  stones  in  the  duodenum  do  not  form 
even  if  a diverticulum  is  present.  Thus,  if  the 
duodenal  abnormality  seen  in  this  patient  was 
a diverticulum,  its  proximal  location  would  not 
allow  a stone  to  be  formed. 

Psuedo-tumor,  including  strongyloides  and 
endometrioma  involving  the  intraluminal  as- 
pect of  the  small  bowel,  have  been  reported  to 
cause  obstruction.  Considering  the  radiogra- 
phic appearance  of  the  calcification,  the 
location,  and  the  possibility  that  this  diverti- 
culum is  the  residual  of  a sinus  tract,  I think 
we  should  be  attentive  to  the  possibility  that 
this  could  be  a gallstone  ileus.  Classically,  the 
stones  are  greater  than  2.5  cm  in  diameter. 
The  syndrome  usually  occurs  in  elderly  fe- 
males. When  there  is  absence  of  an  external 
hernia  or  abdominal  scar  and  there  is  a bowel 
obstruction,  gallstone  ileus  should  be  highly 
considered.  Most  patients  have  no  prior 
history  of  cholecystitis  pain.  This  is  because 
the  inflammation  plus  the  physical  proximity 
of  the  gallbladder  and  the  second  part  of  the 
duodenum  results  in  stone  erosion  into  the 
small  bowel  rather  than  painful  irritation  of  the 
peritoneum.  The  sites  of  obstruction  with 
small  bowel  gallstone  include  the  second 
portion  of  the  duodenum  and  in  the  duodeom- 
jejunal  junction.  Less  frequently,  the  distal 
ileum  and  the  sigmoid  colon  are  site  of 
obstruction.  The  triad  of  gallstone  ileus 
includes  small  bowel  obstruction,  air  in  the 
biliary  tree,  and  a bowel  calculus.  Unfortunate- 
ly, in  only  about  40-50%  of  cases  is  the 
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small  bowel  calculus  seen  on  radiographic  film. 
Also,  visualization  of  air  in  the  biliary  tree  is 
frequently  difficult  to  see  so  the  classic  triad  is 
missed.  In  this  situation  we  have  looked  hard 
for  air  in  the  biliary  tree  but  did  not  see  it. 

Turner’s  Syndrome  is  also  a captivating 
possibility  in  that  these  people  have  abnormal 
body  habitus  and  unexplained  hyptertension, 
as  seen  in  this  patient.  Such  patients  have 
valvular  disease  and  coarctation  of  the  aorta 
which  could  explain  the  heart  murmur.  Blood 
loss  is  a usual  feature  of  GI  vascular  malforma- 
tions and  was  not  seen  in  this  patient.  We  have 
to  be  very  attentive  to  the  fact  that  vascular 
malformations  of  any  kind  can  undergo  intus- 
susception in  addition  to  calcification,  and  that 
could  partly  explain  her  bowel  obstruction. 

Pseudoxanthoma  elasticum  has  been  shown 
to  have  GI  malformations  of  the  arterial  venous 
system.  Angiodisplasia  is  associated  with 
aortic  stenosis  or  aortic  sclerosis.  These  are 
usually  very  small  vascular  malformations  or 
not  large  enough  to  undergo  telescoping 
intussusception.  They  are  usually  associated 
with  GI  blood  loss  which  was  not  seen  in  this 
patient.  All  of  these  can  undergo  calcification. 
They  are  classically  small,  phlebolith  type  of 
calcifications  rather  than  the  large  curvelinear 
ones  we  see  in  this  case. 

In  a matter  of  review,  I think  the  unavoidable 
features  of  this  patient  is  that  we  have  a 61- 
year-old  female  with  prior  neuologic  deficits 
from  her  sphenoid  meningioma,  abdominal 
pain,  large  volume  emesis  and  abdominal 
calcifications.  She  also  had  a cough  with  an 
abnormal  chest  x-ray.  With  those  features  and 
that  background,  I feel  that  the  strongest 
correlation  for  this  patient  is  that  she  had 
gallstone  ileus  and  that  we  are  not  seeing  the 
radiographic  air  of  the  classic  triad.  Her 
curvelinear  calcification  is  that  of  a gallstone, 
and  she  also  has  aspiration  pneumonia. 

DR.  HOWARD  MONSOUR:  There  were  a 
few  additional  things  that  were  done  diagnos- 
tically to  this  patient.  Where  would  you  go 
from  here? 

DR.  STAHL:  I think  that  ultrasound  can  be 
very  helpful  in  illustrating  whether  there  is  a 
gallbladder  problem.  Specifically,  dilated  ducts 
or  gallbladder  distention  in  association  with 
the  bowel  lumen  calculus  should  be  shown  by 
ultrasound.  It  would  help  clarify  whether  there 


was  air  in  the  biliary  tree  or  where  there  was 
air  in  the  pancreatic  ducts.  I think  that  a CT 
scan  can  also  be  equally  helpful.  If  air  in  the 
bowel  is  present,  the  ultrasound  is  somewhat 
less  versatile  than  a CT  scan  because  of  the 
diffuse  nature  of  bowel  air.  Either  of  those  two 
tests  would  be  a reasonable  one. 

DR.  MONSOUR:  This  patient  was  referred 
to  a gastroenterologist  and  had  upper  GI 
endoscopy  performed  before  the  other  diag- 
nostic studies.  Upper  GI  endoscopy  found 
400-500cc  of  bile  stained  fluid  in  the  stomach. 
A normal  pylorus,  duodenal  bulb,  and  second 
portion  of  the  duodenum  was  seen.  In  the  third 
portion  of  the  duodenum  a large  yellow,  black 
ball  of  material  was  seen  in  the  distance.  The 
endoscope  was  removed  and  a Pediatric 
colonoscope  was  then  inserted  to  see  if  it  could 
be  advanced  around  this  mass.  At  first  the 
endoscopist,  not  knowing  the  diagnosis, 
thought  that  this  appeared  to  be  a bezoar. 
However,  he  could  not  advance  the  endoscope 
beyond  this  point.  He  could  not  take  out  the 
suspected  bezoar.  He  noted  that  the  mucosa 
was  ulcerated,  and  felt  that  this  was  not  a 
new  phenomena.  In  his  last  report,  he  was 
worried  that  there  may  be  a primary  small 
bowel  tumor  at  the  ligament  of  Treitz  or  a 
tumor  of  the  tail  pancreas  eroding  into  the 
duodenum  and  obstructing  it.  He  ordered  a CT 
scan  as  follow  up.  Dr.  Williams,  can  you  offer 
some  insight  in  this  matter? 

DR.  SUSAN  WILLIAMS:  The  CT  is  some- 
what confusing  because  there  were  actually 
two  exams  done.  The  first  set  of  scans  was 
done  at  9:00  a.m.  on  the  first  day.  You  can  see 
that  there  is  air  in  the  biliary  tree.  The  stomach 
and  duodenum  are  markedly  distended.  There 
also  appears  to  be  a rotation  anomaly  of  the 
bowel  such  that  the  ligament  of  Treitz  is  not  in 
the  usual  location.  As  a matter  of  fact,  the  liga- 
ment of  Treitz  is  up  toward  the  midline  on  the 
right  side  of  abdomen.  I could  not  tell  if  this  was  a 
congenital  anomaly  or  if  this  was  secondary  to 
her  previous  surgery.  On  this  first  set  of  CT 
scans,  you  can  see  obstructive  dilatation  of  the 
duodenum  to  the  level  of  the  ligament  of 
Treitz,  but  the  cause  of  the  obstruction  is  not 
evident.  I was  not  able  to  find  the  curvilinear 
calcification  on  this  first  set  of  scans. 

A second  set  of  scans  was  obtained  later  in 
the  day.  These  films  show  that  the  contrast  has 
advanced  further  through  the  bowel.  You  can 
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now  see  clearly  the  area  of  the  gallbladder 
fossa.  At  this  point,  contrast  is  extravasating 
into  the  diverticulum-like  structure  which  we 
saw  on  the  barium  study.  Then  as  you  follow 
the  duodenum  to  the  ligament  of  Treitz  (which 
is  in  the  right  upper  quandrant);  there  is  a 
lamenated,  calcified  3cm  gallstone  sitting  near 
the  lumen  of  the  small  bowel  (Figure  2). 

The  reason  that  we  could  not  see  the 
gallstone  on  the  first  set  of  CTs  is  not  clear  to 
me.  It  must  have  changed  position  between 
sections,  so  that  it  was  just  missed  on  the 
initial  scans.  I suppose  another  hypothesis  is 
that  the  stone  absorbed  contrast  and  became 
more  radiopaque  on  the  delayed  scans. 

DR.  HARNED:  As  Dr.  Stahl  mentioned  we 
are  able  to  make  the  diagnosis  on  plain  film 
studies  only  35-45%  of  the  time.  When  we  give 
oral  barium  and  find  a diverticulum  or  nipple- 
like deformity  along  the  lateral  margin  of  the 
duodenum,  it  is  very  helpful  in  making  the 
diagnosis  of  gallstone  ileus.  As  far  as  the 
suspected  retrogastric  mass,  this  lady  was 
obese  and  had  a transverse  stomach  that  may 
have  contributed  to  mass  appearance.  She 
probably  had  a malrotation,  which  also  may 
have  contributed  to  the  pseudo-mass  effect. 

DR.  MONSOUR:  We  have  a tentative 
diagnosis  of  gallstone  ileus.  To  make  the  final 
diagnosis,  the  patient  was  prepped  and  taken 


to  surgery.  Dr.  Radio  from  Pathology  will 
expain  the  findings. 

Pathologic  Findings  - 

DR.  STANLEY  RADIO:  The  gross  surgical 
specimen  consisted  of  three  portions  of  tissue. 
The  largest  portion  consisted  of  a 9.5  x 3.8  cm 
length  of  small  bowel  designated  as  “jejunum”. 
A 2.0  cm  diameter  punched  out  defect  was 
present  within  the  wall  of  the  specimen.  The 
serosa  was  markedly  congested  but  the  re- 
mainder of  mucosa  and  muscularis  were 
unremarkable  except  for  a focal  area  of 
superficially  hemorrhagic  mucosa.  Two  other 
portions,  identified  by  the  surgeon  as  gall- 
bladder, measured  3x2x2  cm  and  6.5  x 2 x 2 
cm  with  an  apparent  area  of  gallbladder  neck 
or  common  duct  present  at  one  end  although 
no  actual  lumen  was  identified.  These  tissue 
fragments  consisted  mostly  of  hemorrhagic 
thickened  tissue  with  largely  ulcerated  muco- 
sal surfaces.  A 5.0  x 3.0  x 3.0  cm  diameter  oval 
stone  was  also  received  which  had  a laminated 
yellow,  black  and  clear  crystalline  cut  surface, 
representing  a mixed  cholesterol  and  bilirubin 
stone. 

Examination  of  the  microscopic  sections  of 
the  gallbladder  reveals  a wall  markedly  thick- 
ened by  edema  and  fibrosis.  Most  of  the 
mucosa  is  ulcerated  and  replaced  by  an  acute 
fibrinopurulent  exudate.  Several  mucosal  di- 
verticuli  are  present  within  the  submucosal 


FIGURE  2 

CT  section  through  the  upper  abdomen  demonstrates  a large,  laminated 
gallstone  (arrow)  ectopically  located  near  the  proximal  jejunum  in  the 
right  upper  quadrant. 
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connective  tissue  along  with  a prominent 
mixed  infiltrate  of  lymphocytes,  plasma  cells, 
eosinophils  and  occasional  neutrophils.  The 
histologic  features  are  that  of  chronic  chole- 
cystitis with  superimposed  acute  ulcerative 
cholecystitis. 

Histologic  sections  from  the  jejunum  consist 
of  hemorrhagic  small  intestinal  mucosa  which 
is  replaced  by  an  acute  ulcer  with  transmural 
extension  of  the  wall  defect.  The  acute 
inflammation  also  extends  along  the  serosal 
surface  adjacent  to  the  perforated  bowel. 

Anatomical  Diagnoses  - 

Cholelithiasis 

Severe  chonric  cholecystitis  with  acute 
ulcerative  cholecystitis 

Jejunum  with  biliary  fistula  and  organizing 
peritonitis 

DR.  MONSOUR:  Being  one  of  the  few 
people  knowing  the  diagnosis,  I was  able  to 
research  some  literature  on  the  subject.  A 
nice  review  of  gallstone  obstruction  of  the 
duodenum  bulb  is  presented  in  the  Lancet, 
authored  by  Dr.  Simon  Simonian,  who  at  that 
time  was  senior  house  officer  from  the 
Department  of  Clinical  Surgery  at  the  Royal 
Infirmary  in  Edinburgh.  The  syndrome  was 
first  described  by  Dr.  Bouveret  in  Paris  in 


1896.  Both  of  his  patients  had  chronic  biliary 
symptoms  of  abdominal  pain,  intestinal  ob- 
struction, and  past  episodes  of  vomiting. 
Incidentally,  they  were  both  treated  surgically, 
but  died.  Since  then,  gallstone  obstruction  of 
the  duodenum  bulb  has  been  known  as 
Bouveret’ s Syndrome.  The  most  common 
clinical  findings  are  the  ones  described  by  Dr. 
Stahl.  In  Simonian’s  review  of  the  literature,  he 
found  evidence  on  plain  film  of  air  in  the 
biliary  tract  in  only  29%  of  the  cases. 
Bouveret’s  Syndrome  accounts  for  less  than 
10%  of  all  gallstone  ileus  and  is  secondary  to  a 
cholescytoduodenal  fistula  in  most  cases.  In 
plain  x-ray  films  a large  calcified  density  in  the 
right  upper  quadrant,  especially  if  it’s  long  axis 
is  horizontal,  is  the  clue  to  the  diagnosis.  The 
differential  diagnosis  includes  duodenal  neo- 
plasm, duodenal  polyp,  intramural  gastric 
neoplasm  prolapsing  into  the  bulb,  foreign  body, 
bezoar,  and  pressure  from  apparent  pancreatic 
tissue.  However,  the  most  important  point 
made  by  Dr.  Simonian  was  the  fact  that 
awareness  that  a gallstone  may  be  causing  high 
intestinal  obstruction  is  the  most  important 
factor  in  diagnosis. 

In  conclusion,  it  might  be  made  that  the 
thought  of  gallstone  ileus  should  always  enter 
your  mind  in  a patient  espeically  if  they  are 
elderly  or  any  abdominal  calcification  is  seen 
on  plain  film. 
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FIFTY  YEARS  AGO 


EDITORIAL 

"Alert  Today  and  Alive  Tomorrow" 

Nebraska  State  Medical  Journal 
November,  1937 


RAMBLING  NOTES  ON  MOTOR  CASUALTIES 


“Alert  Today  and  Alive  Tomorrow!”  So  runs 
the  slogan  of  the  Nebraska  Safety  Council. 

Upward  of  250  automobile  accident  deaths  have 
been  recorded  in  Nebraska  so  far  this  year,  a 
number  considerably  larger  than  for  the  corre- 
sponding period  of  1936. 

Deaths  from  automobile  accidents  in  1934 
ranked  third  in  causes  of  deaths  in  this  country, 
ahead  of  pneumonia,  cerebral  hemorrhage,  ne- 
phritis and  tuberculosis. 

The  problem  of  safety  measures  is  very  vital 
to  the  doctor,  not  only  as  it  concerns  his  patients 
whose  welfare  is  in  his  hands,  but  himself  and 
his  family  as  well,  since  they  become  candidates 
for  accidents  not  only  from  their  own  negligence, 
but  from  the  negligence  of  others.  It  therefore 
behooves  us  to  again  reflect  and  moralize  on 
speed,  safe  driving,  etc. 

We  learn  that  even  under  the  best  of  condi- 
tions and  with  four-wheel  brakes  it  takes  35  feet 
to  stop  a car  going  30  miles  an  hour : nearly  one 
hundred  feet  to  stop  a car  going  40  miles  an 
hour,  and  154  feet  to  stop  a car  going  50  miles 
per  hour.  This  is  after  the  brakes  are  applied. 
Traveling  at  30  miles  an  hour  you  will  go  at  least 
25  feet  before  you  can  get  your  brakes  applied; 
at  40  miles  an  hour  30  feet,  and  at  50  miles  an 
hour  35  feet.  So  that  at  30  miles  an  hour  it  will 
take  you  80  feet  to  make  an  emergency  stop,  at 
40  miles  an  hour  130  feet  and  at  50  miles  an  hour 
190  feet.  If  you  are  not  a quick  thinker  and  a 
quick  actor  it  will  take  you  more. 

The  United  States  News  is  authority  for  the 
statement  that  the  highway  toll  of  dead  and  in- 
jured, caused  by  drink  has  doubled  in  three  years. 
Campaigns  against  drunken  drivers  have  been 
and  are  being  waged  bv  state  and  local  authori- 
ties. automobile  associations,  private  safety  coun- 
cils and  producers  of  distilled  spirits.  No  decisive 
results  are  yet  visible. 

An  authority  states  “We  cannot  have  crazy, 
drunken  drivers  killing  people  on  the  highways. 
The  only  way  to  cure  drunken  driving  is  by  the 


proper  kind  of  laws,  properly  enforced,  and  by 
the  proper  kind  of  courts.  The  problem  of  en- 
forcement of  the  laws  against  drunken  driving 
is  one  that  must  be  met  by  police  officials  rather 
than  by  State  liquor  control  boards.” 

“Alcohol  and  gasoline  do  not  mix”  and  “If  you 
drink,  don’t  drive:  if  you  drive,  don’t  drink!” 

It  is  a well  known  fact  that  a very  small 
amount  of  alcohol  slows  the  reflexes. 

Patrolling  of  the  highways  will  go  into  effect 
by  the  first  of  the  year,  if  not  earlier.  It  is  be- 
lieved that  speed  maniacs  and  drunken  drivers 
will  be  curbed  by  this  police  measure.  Let  us 
hope.  The  new  driver’s  licensing  law  will  weed 
out  many  former  drivers  with  defective  vision. 
Much  as  one  may  favor  this  feature  of  the  new 
law,  it  is  not  clear  that  people  with  less  than  the 
required  sight  are  actually  unsafe  drivers.  Cau- 
tion may  compensate. 

Skidding  is  a terrible  experience  and  usually 
results  in  an  accident.  The  principal  cause  of 
skidding  is  driving  too  fast  for  the  conditions  on 
a slippery  or  rough  surface.  Applying  brakes 
or  suddenly  applying  more  power  on  a slippery 
surface  will  cause  your  car  to  skid.  In  event  of 
a skid,  keep  your  foot  off  the  brake,  leave  your 
car  in  gear  and  turn  your  steering  wheel  with 
the  swing  of  the  rear  end  of  your  car.  Do  not 
lose  your  head  or  you  may  lose  your  life. 

A judicial  attitude  toward  the  average  young 
driver  of  from  14  to  1G  years  of  age  based  on 
some  observation  must  lead  to  the  conclusion 
that  he  is  as  nearly  a perfectly  safe  driver  as  his 
elder. 

The  announcement  that  Peoria  high  schools 
offer  a regular  course  in  automobile  driving  is 
welcome,  indeed.  Similar  courses  have  been  in- 
stituted in  other  cities.  This  training  should 
prove  popular  with  students  and  profitable  to  the 
community. 

Most  of  the  boys  and  girls  that  go  through 
high  schools  will  have  occasion  to  operate  motor 
vehicles  and  it  is  good  policy  to  give  instruction 
in  the  schools.  In  making  a safe  driver,  it  is 
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necessary  to  teach  skill  in  actual  manipulation  of 
the  car,  give  students  a clear  understanding  of 
traffic  laws,  and  inculcate  the  habit  of  caution. 
All  this  can  be  accomplished  in  large  measure 
through  school  training. 

We  append  a poem  by  a Missouri  physician 
(Dr.  C.  E.  Weiser)  which  seems  appropriate  at 
this  time. 

IF  EVERY  ONE 

If  every  one  who  drives  a car  could  lie  a month  In 
bed. 

With  broken  bones  and  stitched  up  wounds,  or  frac- 
tures of  the  head, 

And  here  endure  the  agonies  that  many  people  do, 
They’d  never  need  to  preach  safety  anymore  to  me 
and  you. 

If  every  one  could  stand  beside  the  bed  of  some 
close  friend, 

And  hear  the  doctor  say  “no  hope,’’  before  the  fatal 
end; 

And  see  him  there  unconscious,  never  knowing  what 
took  place. 

The  laws  and  rules  of  traffic,  I am  sure  we’d  soon 
embrace. 

If  every  one  could  meet  the  wife  and  children  left 
alone, 

And  step  into  the  darkened  room  where  once  the 
sunlight  shone, 

And  look  upon  the  vacant  chair  where  "daddy”  used 
to  sit. 


I’m  sure  such  reckless  driver  would  be  forced  to 
think  a bit. 

If  every  one  remembered  that  pedestrians  on  the 
street, 

Have  just  as  much  the  right  of  way  as  those  upon 
the  seat, 

And  train  their  eyes  for  children  who  run  recklessly 
at  play, 

This  steady  toll  of  human  life  would  drop  from  day 
to  day. 

If  every  one  would  check  his  car  before  he  makes  a 
trip, 

For  worn  out  tires,  loose  steering  wheels,  and  brakes 
that  fail  to  grip, 

And  pay  attention,  to  his  lights  when  driving  roads 
at  night, 

Another  score  for  safety  could  be  chalked  up  in  the 
fight. 

If  every  one  who  drives  a car  would  heed  the  danger 
signs, 

Placed  by  the  highway  engineers  who  also  mark  the 
lines, 

To  keep  the  traffic  in  the  lane  and  give  it  proper 
space, 

The  accidents  we  read  about  could  not  have  taken 
place. 

And  last  if  he  who  takes  the  wheel,  would  say  a little 
prayer. 

And  keep  in  mind  those  in  the  car  dependent  on  his 
care, 

And  make  a vow  and  pledge  himself  to  never  take  a 
chance, 

The  great  crusade  for  safety  then  would  suddenly 
advance. 
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PRESIDENTS  PAGE 

Organized  Medicine 

L.  DWIGHT  CHERRY.  M.D. 
President,  Nebraska  Medical  Association 


Never  before  has  organized  medicine  been 
as  important  as  it  is  today.  Physicians  must 
stop  looking  back  to  the  good  old  days  of 
traditional  medicine  and  unify  to  protect 
medicine  as  a calling,  to  protect  our  patients 
and  ourselves,  in  this  order,  just  as  we  do  in 
our  daily  practice.  Our  patients  must  come 
first  and  we  must  unify  to  be  sure  that  outside 
influences  do  not  alter  the  patient  advocacy 
role  of  the  physician.  Now  let’s  take  a look  at 
organized  medicine  as  we  know  it  in  Nebraska, 
starting  with  the  county  societies  which  are 
components  of  the  Nebraska  Medical  Associa- 
tion. 

The  county  societies’  function  is  that  of 
addressing  local  problems.  Any  county  with 
more  than  one  hospital  has  a definite  problem 
with  the  relationship  between  the  hospitals 
and  physicians.  Hospitals’  goals  are  not  always 
the  same  as  the  physicians’  goals.  The  county 
societies  must  deal  with  local  problems,  socio- 
economic problems  on  a local  basis,  HMOs, 
PPOs,  and  other  alternative  delivery  systems. 
IP  As  may  well  be  appropriate  for  some  of 
these  functions  to  avoid  FTC  problems.  The 
county  societies,  in  their  daily  practice  of 
medicine,  realize  larger  problems  and  solu- 
tions to  these  problems  are  frequently  thought 
of  on  a local  basis,  thus  the  county  societies 
present  resolutions  to  the  Nebraska  Medical 
Association  House  of  Delegates.  These  resolu- 
tions are  referred  to  a reference  committee  and 
a hearing  is  held  where  testimony  is  heard  and 
a recommendation  is  made  to  the  House  of 
Delegates.  These  resolutions  are  then  debated 
and  voted  on  by  the  House  of  Delegates.  Open 
meetings  of  the  House  of  Delegates  may  be 
attended  by  all  members  of  the  Association  who 
are  in  good  standing. 

The  payment  of  dues  is  not  sufficient 
support  of  the  local  county  society.  We  must 
all  be  active  in  its  activities.  A recent  annual 
meeting  of  a county  medical  society  had  less 
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than  25%  attendance.  This  is  not  enough 
activity. 

Moving  on  to  the  state  medical  association, 
the  Nebraska  Medical  Association  deals  best 
with  problems  that  are  statewide.  The  prime 
example  is  in  our  professional  liability  legisla- 
tion. Due  to  the  efforts  of  a committee  of  five, 
known  as  the  “malpractice  five”  from  the 
Nebraska  Medical  Association,  and  their  lob- 
bying, we  have  one  of  the  best  malpractice  laws 
in  the  country.  I receive  numerous  requests 
from  other  states  as  to  how  this  was  accom- 
plished and  as  to  its  benefits.  Our  premiums 
are  among  the  lowest  in  the  nation.  The  state 
medical  society  is  one  of  the  most  effective 
medical  lobbying  groups  in  our  state  legisla- 
ture. While  county  societies  have  interests  in 
legislative  lobbying,  ideas  for  legislation  are 
usually  referred  to  the  state  Association 
through  resolutions  and  then  actually  carried 
out  on  a state  level.  The  Nebraska  Medical 
Association  addresses  problems  that  are  state- 
wide, such  as  scope  of  practice  for  the 
paramedical  professions,  the  insurance  com- 
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panies  that  do  business  in  the  State  of 
Nebraska,  a constant  monitoring  of  the  activi- 
ties of  the  Nebraska  Health  Department  and 
numerous  other  statewide  problems  including 
the  PRO. 

The  AMA  is  really  the  congress  of  the 
medical  profession.  Its  activities  are  nation- 
wide. It  is  the  spokesperson  for  organized 
medicine  in  the  national  political  arena.  Now 
that  the  government  is  deeply  into  the  practice 
of  medicine,  we  can  no  longer  leave  politics  to 
the  politician,  and  practice  medicine  ignoring 
politics.  We  must  be  involved  in  political 
activities  on  all  levels.  The  AMA  is  our 
spokesperson  with  HCFA,  CHAMPUS  and 
other  federal  programs. 

Most  all  of  us,  in  addition  to  these  three 
above-mentioned  organizations,  belong  to  spe- 
cialty societies.  These  specialty  societies  serve 
important  functions,  particularly  in  education, 
which  may  be  scientific  or  socio-economic. 
There  is  one  danger  of  specialty  societies  when 
they  attempt,  as  has  been  done,  to  “cut  a 
special  deal”  with  HCFA.  It  takes  me  back  in 
memory  to  just  after  World  War  II  when  the 
politicians  of  England  went  to  the  Royal 
College  of  Surgeons  and  promised  that  if  the 
Royal  College  of  Surgeons  would  support  state 
medicine  in  England,  they  would  stop  all 
surgery  done  by  non-surgeons.  The  Royal 
College  of  Surgeons,  very  unwisely  in  my 


opinion,  agreed  to  this  and  look  at  the  state  of 
medicine  in  England. 

As  a surgeon,  I have  been  a member  of  the 
Lancaster  County  Medical  Society,  the  Ne- 
braska Medical  Association,  the  American 
Medical  Association,  the  American  College  of 
Surgeons  and  the  Western  Surgical  Associa- 
tion. All  of  these  organizations  have  on 
occasion  determined  policies  and  taken  ac- 
tions of  which  I did  not  approve.  No  organiza- 
tion can  be  all  things  to  all  people.  To  refuse  to 
be  a member  of  organized  medicine  because 
one  is  unhappy  with  an  action  or  a policy  is  not 
justification  to  not  be  a member.  You  have  no 
input  whatsoever  if  you  are  not  a member  of 
organized  medicine. 

I emphasize  that  in  a majority  of  instances 
the  AMA  represents  you  and  all  of  its 
members.  At  this  time  of  increasing  regulatory 
pressures  on  a federal  basis,  we  need  increas- 
ing representation  and  activity  on  the  part  of 
the  AMA.  I feel  that  the  Nebraska  Medical 
Association  House  of  Delegates  should  take 
another  look  at  unified  membership.  I know 
this  was  discussed  fairly  recently,  but  times  are 
changing.  Let  me  close  with  a quote  from 
Theodore  Roosevelt,  “Every  man  owes  part 
of  his  time  and  money  to  the  business  or 
industry  in  which  he  is  engaged ...  no  man 
has  a moral  right  to  withhold  his  support 
from  an  organization  that  is  striving  to 
improve  conditions  within  his  sphere.” 
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THE  AUXILIARY 


Aids  Education  — 

Guide  for  Auxiliary  Programs  and  Projects 


The  Surgeon  General’s  Report  on  Acquired 
Immune  Deficiency  Syndrome  (AIDS)  esti- 
mates that  by  the  end  of  1991  — just  one 
decade  since  the  disease  was  first  recognized 
— 270,000  people  will  have  AIDS  and  179,000 
will  have  died  from  the  disease.  The  cost  of 
treating  the  estimated  145,000  AIDS  patients 
needing  health  and  supportive  services  will  be 
between  $8  and  $16  billion. 

Currently,  there  is  no  cure  for  AIDS,  nor  is 
there  a vaccine  to  prevent  it.  But  according  to 
the  Surgeon  General’s  report,  AIDS  “can  be 
controlled  by  changes  in  personal  behavior.  It 
is  the  responsibility  of  every  citizen  to  be 
informed  about  AIDS  and  to  exercise  the 
appropriate  measures.” 

The  following  guidelines  were  prepared  to 
help  auxiliaries  become  involved  in  programs 
to  educate  their  communities  about  AIDS: 

Facts  About  AIDS 

Acquired  Immune  Deficiency  Syndrome  is 
caused  by  a virus  that  attacks  the  immune 
system  and  destroys  the  body’s  ability  to  fight 
other  life-threatening  diseases  such  as  cancer 
and  pneumonia.  The  AIDS  virus  is  found  in 
certain  body  fluids,  mainly  blood,  semen,  and 
vaginal  secretions.  It  can  be  passed  from  an 
infected  person  to  another  person  if  body 
fluids  are  exchanged  — primarily  through 
sexual  contact,  sharing  intravenous  drug  need- 
les and  syringes  — or  from  an  infected 
pregnant  woman  to  her  unborn  child. 

Since  it  was  identified  in  1981,  AIDS  has 
been  found  mainly  in  homosexual  and  bisexual 
men;  intravenous  drug  users;  hemophiliacs; 
patients  who  received  a transfusion  before  the 
virus  could  be  identified  in  blood;  children 
born  to  parents  who  have  the  AIDS  virus;  and 
heterosexuals  who  have  had  sexual  contact 
with  an  infected  person. 

Some  people  infected  with  the  A TPS  virus 
remain  in  good  health,  yet  they  can  still 


transmit  the  virus  to  others.  But  there  is  no 
risk  of  contracting  the  disease  from  an  infected 
person  through  casual  contact  such  as  shaking 
hands,  hugging,  coughing,  or  sneezing. 

What  Auxiliaries  Can  Do 

As  the  volunteer  arm  of  the  medical 
profession,  auxiliaries  are  in  a unique  position 
to  help  provide  their  communities  with  such 
important  information  as: 

*current  facts  about  the  seriousness  of 
AIDS; 

*how  the  virus  is  spread  and  not  spread; 

* compassionate  caring  about  those  who  are 
infected  with  the  virus  or  suffering  from 
AIDS; 

*how  to  prevent  infection  in  yourself  and 
others; 

*not  to  panic  or  become  unnecessarily 
afraid  of  infection; 

State  auxiliaries  may  wish  to  consider 
initiating  resolutions  that  will  set  policies 
pertaining  to  AIDS  activities  and  educational 
efforts.  These  efforts  can  range  from  distri- 
buting pamphlets  throughout  the  community 
to  planning  comprehensive  programs  featuring 
speakers,  audio-visuals,  and  printed  materials. 
(All  programs  should  be  approved  by  the 
corresponding  state  and  county  medical  socie- 
ties/ associations.) 

Special  Focus  on  Adolescents 

The  1987  AMA  Auxiliary  House  of  Dele- 
gates adopted  a resolution  that  supports 
efforts  to  educate  teens  about  AIDS.  This 
policy  states  that  “The  AMA  Auxiliary  encour- 
ages its  state  and  county  auxiliaries  to 
continue  to  recognize  the  need  for  and 
promote  the  implementation  of  human  sexual- 
ity programs  for  youth  that  provide  com- 
prehensive information  on  sexually  trans- 
mitted diseases  and  AIDs,  following  the 
current  policies  established  by  the  AMA. 
These  programs  should  be  undertaken 
with  the  approval  of  and  in  cooperation 
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with  the  corresponding  state  and  county 
medical  societies/associations.”  (Note:  Single 
copies  of  the  AMA  policy  on  AIDS,  adopted  by 
the  1987  AMA  House  of  Delegates,  is  available 
upon  request  from  the  AMA  Auxiliary.  Ask  for 
Report  YY  on  AIDS.) 

Educate  Health  Care  Workers 

Auxiliaries,  in  conjunction  with  their  medical 
societies,  should  also  take  the  lead  in  educat- 
ing health  care  workers  about  AIDS  and  the 
appropriate  precautions  for  avoiding  infection. 
While  this  is  a technical  area,  auxiliaries  can 
help  by  coordinating  and  promoting  educa- 
tional programs  for  the  staff  in  physicians’ 
offices  and  in  hospitals. 

Resources 

For  a comprehensive  selection  of  resources, 
write  to  the  AMA  Auxiliary  for  a copy  of  an 


article  entitled  “AIDS  Information  Sources”  or 
contact  your  state  health  department,  which 
serves  as  a state-wide  AIDS  information 
source. 

NATIONAL  AIDS  NETWORK,  1012  14th 
St.,  NW,  Suite  601,  Washington,  DC  20005; 
202/347-0390  — Provides  information  and 
assistance  to  community  groups  developing 
educational  programs. 

HOTLINE  — National  AIDS  Hotline,  1/800/- 
342-AIDS  (2437)  — Operated  by  the  U.S. 
Public  Health  Service.  A taped  prevention  and 
education  message  is  presented,  then  a tele- 
phone number  is  given  to  reach  a “live” 
operator  for  further  information.  If  you  don’t 
wish  to  listen  to  the  taped  message  first,  dial 
1/800/342-7514. 
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COMING  MEETINGS 


NMA  ANNUAL  SESSION  - April  29-May 
2,  1988,  Omaha  Marriott. 

NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UPCOMING  CME  COURSES 

8TH  ANNUAL  MEDICAL  SKI  CONFER- 
ENCE — February  21-25,  1988,  Keystone 
Colorado 

8TH  ANNUAL  ENT  SKI  CONFERENCE  — 
March  5-11,  1988,  Keystone  Lodge,  Colorado 

DRUG  THERPY  CIRCUIT  COURSE  — 
March  16,  1988,  Holiday  Inn,  Hastings,  Ne- 
braska 

FAMILY  PRACTICE  REVIEW  — April  18- 
29,  1988,  Omaha,  Nebraska 

FAMILY  PRACTICE  REVIEW  — May  9-20, 
1988,  Omaha,  Nebraska 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  — 
July  27-31,  1988,  Snowmass,  Colorado 

CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  — 
July  31-August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information  contact: 

Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 

Center,  42nd  and  Dewey  Avenue,  Omaha, 

Nebraska  68105.  Telephone  (402)  559-4152. 


CREIGHTON  UNIVERSITY 

RECENT  DEVELOPMENTS  IN  INFECT- 
IOUS DISEASES  — Jan.  1-Mar.  26,  1988, 
Kona  Surf  Resort,  Hawaii.  Hours  24.  Fee: 
$75.00  with  travel  group;  $350.00  seminar 
only. 

ESOPHAGEAL  DISORDERS  — Feb.  17-24, 
1988,  Great  Bay  Beach  Hotel,  St.  Maarten. 
24  credit  hours.  Designed  to  give  a didactic' 
course  to  a small  group  of  select  surgeons 
who  are  interested  in  studying  detail  surgical 
diseases  of  the  esophagus.  Fee:  $500.00. 

THE  FLORIDA  TUTORIAL  - Apr.  7-8, 
1988,  Orlando  Airport  Marriott,  Orlando, 
FL.  Fee:  $160.00.  Hours:  16.  This  annual 
program  is  a committment  to  resident 
education  and  brings  together  leading  spe- 
cialists in  OB/GYN  to  present  current 
advances  in  the  field. 

SYMPOSIUM  ON  INFECTIOUS  DISEASES 
— Apr.  15,  1988,  Boys  Town  National 
Institute  Auditorium,  Saint  Joseph  Hospi- 
tal, Omaha,  NE.  Advances  in  infectious 
disease.  Fee:  TBA.  Hours:  6. 

8TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — Apr.  15,  1988,  Boys  Town 
National  Institute  Auditorium,  Saint  Joseph 
Hospital,  Omaha,  NE.  Hours:  6.  Fee:  $60.00 
for  CME  credit. 

HYPERTENSION  — May  12,  1988,  AK- 
SAR-BEN  Field,  Omaha.  Hours:  3.  Fee: 
$25.00. 

FAMILY  MEDICINE  UPDATE  — May  27- 
29,  1988,  The  Lodge  at  Okoboji,  IA.  Fee: 
$175.00.  Hours:  14. 

PERINATAL  INFECTIONS  — June  3-4, 
1988,  Marriott  Hotel,  Omaha,  NE.  Fee: 
TBA.  Hours:  13.  This  regional  meeting 
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will  bring  together  national  experts  to 
discuss  various  topics  in  perinatal  infection. 

SIXTH  ANNUAL  MAURICE  E.  GRIER 
SYMPOSIUM  (OB/GYN)  — June  11,  1988, 
Marriott  Hotel,  Omaha,  NE.  This  program 
centers  around  presentations  by  outgoing 
residents  in  the  field  of  OB/GYN.  Hours: 
4.  Fee:  TBA. 

2ND  ANNUAL  LASER  LAPAROSCOPY 
& HYSTEROASCOPY  WORKSHOP  — 
June  17-18,  1988,  Criss  Bldg.,  Creighton 
University.  Hours:  14.  Fee:  Early  Bird 
$550.00  (after  April  15  $600.00) 


VISITING  PROFESSOR  SCHEDULE 
1988 

JANUARY  15-16,  1988  — Arnold  Menenzes, 
M.D.,  Professor  of  Neurosurgery,  University 
of  Iowa. 

FEBRUARY  5-6,  1988  — Stanely  Goldberg, 
M.D.,  Director,  Div.  of  Colon  and  Rectal 
Surgery,  University  of  Minnesota. 

FEBRUARY  26-27,  1988  — William  A. 
Albano  Lectureship  — A.R.  Moossa,  M.D., 
Professor  and  Chairman,  Department  of 
Surgery,  University  of  California  at  San 
Diego 

MARCH  18-19,  1988  — John  L.  Cameron, 
M.D.,  Surgeon-in- Chief,  Johns  Hopkins 
Hospital,  Baltimore,  Maryland 

APRIL  15-16,  1988  — Fletcher  Miller,  M.D., 
Past  Chairman,  Department  of  Surgery, 
Creighton  University. 

MAY  6-7,  1988  — Paul  Ebert,  M.D.,  Director 
American  College  of  Surgeons  (Joint  meet- 
ing to  be  held  at  UNMC). 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 

For  further  information  or  to  register,  contact: 

Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  402-280- 


2550  or  outside  Nebraska  toll  free  800-228- 
7212,  Ext.  2550.  The  Creighton  University 
School  of  Medicine  is  accredited  by  the  Accredi- 
tation Council  for  Continuing  Medical  Educa- 
tion to  sponsor  continuing  medical  education  for 
physicians. 


ST.  LUKE’S  HOSPITAL 
OF  KANSAS  CITY,  MISSOURI 

MIDWEST  REGIONAL  ONCOLOGY  CON- 
FERENCE III  — March  24-26, 1988.  Spon- 
sored by  St.  Luke’s  Hospital  of  Kansas  City, 
MO.  To  be  held  at  Hyatt  Regency  Crown 
Center,  Kansas  City,  MO.  Provides  the 
dietitian,  professional  nurse,  social  worker 
and  physician  with  current  theories  and 
approaches  to  the  treatment  and  care  of  the 
oncology  patient.  13.5  credit  hours  of 
Category  I Physician’s  Recognition  Award 
of  the  AMA.  Additional  accreditation  has 
been  applied  for  from  the  Missouri  Nurse’s 
Association,  Commission  on  Dietetic  Regis- 
tration, and  the  Behavioral  Sciences  Regula- 
tory Board.  Fee:  $125.  For  additional  infor- 
mation contact:  Ms.  Beth  Paul,  Conference 
Planner,  Center  for  Continuing  Education, 
St.  Luke’s  Hospital  of  Kansas  City,  Wornall 
Road  at  Forty  Fourth,  Kansas  City,  MO 
64111,  (816)  932-2301. 


NATIONAL  JEWISH  CENTER  FOR 
IMMUNOLOGY  AND 
RESPIRATORY  MEDICINE 

NATIONAL  JEWISH  CENTER  FOR  IM- 
MUNOLOGY AND  RESPIRATORY  MED- 
ICINE KEYSTONE  SUMMIT  — February 
3-7th,  1988  at  Keystone  Colorado.  A tribute 
to:  Richard  Farr,  M.D.  Topics:  Allergy, 
Asthma,  Pharmacology,  Advances  in  Im- 
munology, Diagnostic  Testing  and  more. 
Registration  fee:  $325.00  — $165.00  for 
Allied  Health  and  Physicians  in  Training. 
16.5  hours  of  AMA  Category  1 Credit.  For 
brochure  and  more  information  contact:  Jeri 
Wagner,  National  Jewish  Center  for  Im- 
munology and  Respiratory  Medicine,  1400 
Jackson  Street,  Denver,  CO  80206,  303- 
398-1000. 


32 


Nebraska  Medical  Journal  January  1988 


AMA  News  Notes 


(continued  from  page  13-A) 

for  every  health  care  practitioner,  whether  they 
treat  many  or  only  a few  diabetic  patients. 

Each  of  the  modules  contains  a monograph 
with  self-check  exams,  color  plates  and  slides, 
slide  script  and  viewer,  audiocassette  and  a 
final  exam. 

Cost  of  each  of  the  self-study  programs  is 
$50.  To  order  write  or  call  the  Pennsylvania 
Diabetes  Academy,  1007  N.  Front  St.,  Suite 
4,  Harrisburg,  PA  17102.  The  telephone 
number  is  (717)  231-3970. 

* * * 


Five  additional  national  medical  specialty 
societies  were  granted  respresentation  in 
AMA’s  House  of  Delegates  at  the  Interim 
Meeting  in  Atlanta  this  week. 

Gaining  seats  were  the  American  Rheuma- 
tism Association,  the  American  Association  of 
Electromyography  and  Electrodiagnosis,  the 
American  Society  of  Clinical  Oncology,  the 
American  Society  for  Dermatologic  Surgery, 
Inc.  and  the  American  Society  of  Maxillofacial 
Surgeons. 

Their  additions  bring  to  74  the  number  of 
national  medical  specialty  societies  that  cur- 
rently occupy  seats  in  AMA’s  House  of 
Delegates. 

In  employing  new  criteria  approved  at  A-’87 
for  the  first  time,  the  House  rejected  ad- 
mission to  four  other  national  medical  spec- 
ialty societies  that  had  representation. 

* * * 


Provisions  Relating  to  Medicare  Part  B 

PHYSICIAN  REIMBURSEMENT  UP- 
DATE — The  2.34%  reduction  in  reimburse- 
ment for  services  provided  on  or  after  Novem- 
ber 21,  1987  under  Gramm- Rudman  sequest- 
ration will  continue  for  services  provided 
through  March  31,  1988  for  all  physicians 
regardless  of  participation  status. 

Beginning  April  1,  there  will  be  four 


different  levels  of  reimbursement  increases 
depending  on  the  physician’s  participation 
status  and  the  type  of  service.  For  participat- 
ing physicians,  there  will  be  a 3.6%  increase  for 
primary  care  services  and  a 1%  increase  for 
non-primary  care  services.  For  non-partici- 
pating physicians,  there  will  be  a 3.1%  increase 
for  primary  care  services  and  a 0.5%  increase 
for  non-primary  care  services.  There  will  be 
incentive  payments  for  primary  care  services 
furnished  by  physicians  in  rural  areas  or  in  a 
health  manpower  shortage  area. 

INHERENT  REASONABLENESS  — Re- 
imbursement for  15  procedures  will  be  reduc- 
ed by  2%  nationwide  (though  no  level  of 
reimburse  will  be  allowed  to  drop  below  85% 
of  the  national  average)  beginning  April  1, 
1988.  There  will  be  further  cuts  (up  to  15%)  for 
these  services  depending  on  how  the  prevailing 
charge  for  the  service  in  an  area  relates  to  the 
national  average  prevailing  charge  for  that 
service.  A full  15%  will  be  taken  for  services 
where  the  area  prevailing  charge  is  greater 
than  150%  of  the  national  prevailing  charge 
with  reduced  levels  of  reduction  for  charges 
between  150%  and  100%  of  the  national 
average. 

The  following  are  the  procedures  for  which 
reductions  are  made:  coronary  artery  bypass 
surgery;  total  hip  replacement;  cataract  sur- 
gery; transurethral  prostatectomy;  suprapubic 
prostatectomy;  diagnostic  and/or  therapeutic 
dilation  and  curettage;  carpal  tunnel  neurolysis 
and/or  transposition;  pacemaker  surgery; 
broncoscopy;  upper  gastral  intestinal  endo- 
scopy; knee  arthroscopy  and  knee  arthro- 
plasty. 

Medicare  reimbursement  for  opthalmic  ul- 
trasound procedures  will  be  limited  to  5%  of 
the  prevailing  charge  for  cataract  surgery  with 
interoccular  lens  implantation. 

NEW  PHYSICIANS  — The  customary 
charge  for  new  physicians  will  be  set  at  80%  of 
the  prevailing  charge.  This  provision  does  not 
apply  to  primary  care  services  or  to  services 
furnished  in  rural  health  manpower  shortage 
areas.  For  these  services,  current  law  will  be 
followed  with  the  customary  charge  profile  set 


January  1988  Nebraska  Medical  Journal 


33 


at  the  50th  percentile  of  customary  charges. 

ANESTHESIOLOGY  SPECIAL  LIMITS 
— Payments  for  concurrent  supervision  of 
certified  registered  nurse  anesthetists  will  be 
reduced. 

RADIOLOGY  FEE  SCHEDULE  — A fee 
schedule  will  be  established  for  radiology 
services  provided  by  board-certified  and 
board-eligible  radiologists  or  by  physicians 
whose  charges  for  the  radiologic  service 
account  for  50%  or  more  of  their  Medicare 
billings.  There  will  be  special  fee  controls  on 
those  procedures. 

CLINICAL  LABORATORY  SERVICES  — 
The  2%  differential  in  payment  between 
hospital  outpatient  labs  and  independent 
clinical  labs  (except  for  sole  community 
hospitals)  will  be  eliminated.  Prevailing  char- 
ges for  automated  tests  and  tests  subject  to 
the  lowest  charge  provisions  (except  cyto- 
pathology)  will  be  reduced.  Other  provisions 
revise  the  calculation  for  payment  ceiling, 
establish  intermediate  sanctions  for  labs  which 

(continued  on  page  17-A) 


Drug/ Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  — Professional  — Effective 

For  information  call: 

402*393-3216 

(You  do  not  have  to  give  your  name.) 


ARAFATE* 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigemcity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  have  not  been  conducted 

Pregnancy:  Pregnancy  Category  B Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
:o  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
requent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
ane  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712  Issued  3/84 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine’  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


All  patients 


79.4% 


Smokers 


81.6%* 


Cimetidine: 


All  patients 


76.3% 


Smokers  62.5% 

'Significantly  greater  than  cimetidine  smoker  group  (P<  05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1594H7 
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no  longer  substantially  meet  the  conditions  for 
participation  for  clinical  labs,  and  provides  for 
treatment  of  high  volume  physician  office  labs 
as  independent  clinical  labs. 

DURABLE  MEDICAL  EQUIPMENT  - 
There  will  be  a one  year  freeze  on  durable 
medical  equipment  payment  screens  effective 
January  1,  1988  at  levels  in  effect  December 
31,  1987. 

RADIOLOGY  SERVICES  IN  HOSPITAL 
OUTPATIENT  DEPARTMENTS  — There 
will  be  a limit  on  aggregate  payments  for 
hospital  outpatient  radiology  departments. 

AMBULATORY  SURGERY  — Beneficiary 
cost  sharing  for  physician  services  provided  in 
ambulatory  surgical  centers  is  reinstituted. 

PART  B PREMIUM  — The  Part  B 
premium  will  continue  to  provide  25%  of 
program  costs  through  calendar  year  1989. 

MENTAL  HEALTH  SERVICES  — The 
maximum  payment  for  outpatient  mental 
health  services  will  increase  to  $450  in  1988 
and  $1,100  in  1989. 


PEER  REVIEW  ORGANIZATIONS  — 
Numerous  changes  have  been  made  concern- 
ing peer  review  organizations.  A provider  or 
practitioner  excluded  from  the  Medicare  pro- 
gram by  a PRO  will  be  entitled  to  a hearing 
before  an  administrative  law  judge  prior  to  the 
effectiveness  of  the  exclusion.  PRO  contracts 
will  be  authorized  for  three  year  periods  with 
staggered  expiration  dates.  PROs  will  be 
prohibited  from  publicizing  payment  denials 
without  first  offering  the  provider  or  practi- 
tioner prior  notification  and  opportunity  for 
discussion.  In  establishing  review  standards, 
PROs  will  be  required  to  take  into  account  the 
special  problems  associated  with  delivering 
care  in  remote  rural  areas,  the  availability  of 
service  alternatives  to  inpatient  hospitaliza- 
tion, and  social  factors  that  could  adversely 
effect  safety  and  effectiveness  of  outpatient 
treatment.  PROs  will  be  required  to  perform 
substantial  on-site  review  in  20%  of  the  rural 
hospitals  in  the  PRO’s  area.  PROs  will  be 
required  to  meet  several  times  each  year  with 
hospital  medical  and  administrative  staff 
about  PRO  review. 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

L.  Dwight  Cherry,  M.D.,  Lincoln President 

C.  A.  McWhorter,  M.D.,  Omaha President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney; 
John  D.  Coe,  M.D.,  Omaha;  Louis  J.  Gogela,  M.D., 
Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha. 


BOARD  OF  DIRECTORS 


L.  Dwight  Cherry,  M.D.,  Kearney Chairman 

C.  A.  McWhorter,  M.D.,  Omaha Vice-Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

Hiram  R.  Walker,  M.D.,  Kearney Past  President 

Paul  E.  Collicott,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Donald  J.  Pavelka,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Harry  R.  McFadden,  M.D..  ProTem Omaha 

C.  T.  Frerichs,  M.D Beatrice 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Harry  W.  McFadden,  M.D.,  Chairman Omaha 

R.  A.  Blatny,  M.D Fairbuiy 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  O'Donohue,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D.,  Convention  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

Robert  A.  Beer,  M.D Omaha 

Mark  A.  Christensen,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Donald  J.  Larson,  M.D Lincoln 

Richard  M.  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

Richard  S.  Yates,  M.D Lincoln 

Eugene  M.  Zweiback,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

William  L.  Rumbolz,  M.D.,  Chairman Omaha 

Carl  J.  Cornelius,  Jr.,  M.D Sidney 

Richard  A.  Hranac,  M.D Kearney 

F.  William  Karrer,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Merton  Quaife,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 


AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 


Kenton  L.  Shaffer,  M.D.,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

James  G.  Cummins,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Gary  D.  Milius,  M.D Lincoln 

William  F.  Rayburn,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Stacie  R.  Bleicher,  M.D Lincoln 

Robert  M.  Nelson,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  GERIATRICS 


Richard  A.  Hranac,  M.D.,  Chairman Kearney 

Ronald  L.  Asher,  M.D North  Platte 

James  Carraher,  M.D Lincoln 

J.  Whitney  Kelley,  M.D Omaha 

Jane  F.  Potter,  M.D Omaha 

Richard  Thompson,  M.D Lincoln 

John  A.  Ursick,  M.D Omaha 

Vemon  G.  Ward,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ALTERNATE  HEALTH  PLANS 


Dale  E.  Michels,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Vemon  F.  Garwood,  M.D Lincoln 

Robert  L.  Haag,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 


Roger  D.  Mason,  M.D Omaha 

Margaret  A.  Moravec,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Layton  F.  Rikkers,  M.D Omaha 

Sebastian  J.  Troia,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  D.  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  S.  Carson,  M.D McCook 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D., Beatrice 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Thomas  H.  Wallace,  M.D Gordon 

.AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

James  R.  Commers,  M.D Omaha 

Sushil  S.  Lacy,  M.D Lincoln 

Donald  R.  Owen,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Ron  D.  Scott,  M.D Kearney 


AD-HOC  COMMITTEE  ON  LOW  LEVEL 


RADIATION  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

David  J.  Hoelting,  M.D Pender 

Ernest  0.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

William  H.  Northwall,  M.D Kearney 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D..  Chairman Columbus 

Robert  G.  Osborne,  M.D.,  Vice-Chairman Lincoln 

Rodney  S.  W.  Basler,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Dale  W.  Ebers,  M.D Lincoln 

Richard  D.  Fitch,  M.D O’Neill 

Vemon  F.  Garwood,  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Brace  W.  Henricks,  M.D Fremont 

Barbara  M.  Heywood,  M.D Papillion 

Mark  R.  Hutchins,  M.D Lincoln 

Max  W.  Linder,  M.D Lincoln 

Ann  E.  Lott,  M.D Lincoln 

William  R.  Marsh,  M.D Grand  Island. 

John  T.  McGreer,  HI,  M.D Lincoln 

Dennis  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Richard  B.  Svehla,  M.D Omaha 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Daniel  S.  Durrie,  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

John  F.  Porterfield,  M.D Lincoln 

Gerald  Rounsborg,  M.D North  Platte 

Charles  S.  Wilson,  M.D Lincoln 
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AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


James  H.  Dunlap,  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

Ernest  W.  Chupp,  M.D Omaha 

F.  M.  Gawecki,  M.D Papillion 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry,  M.D Omaha 

A.  Dean  Gilg,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Richard  L.  O’Brien,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
& ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M.D..  Chairman Grand  Island 

Patrick  E.  Clare,  M.D..  Vice-Chairman Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Stephen  J.  Lanspa,  M.D Omaha 

Morris  B.  Mellion,  M.D Omaha 

Paul  H.  Phillips,  M.D Scottsbluff 

Richard  A.  Raymond,  M.D O'Neill 

Eileen  C.  Vautravers,  M.D Lincoln 

Hobart  E.  Wallace,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairman Lincoln 

Charles  Heider,  Jr.,  M.D North  Platte 

Harry  E.  Keig,  M.D Papillion 

Barney  B.  Rees,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Jerry  K.  Seiler,  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Chairman Lincoln 

David  Bacon,  M.D Kearney 

Steven  T.  Bailey,  M.D Omaha 

A.  H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Carl  J.  Cornelius,  Jr.,  M.D., Sidney 

Richard  A.  Cottingham,  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Daniel  S.  Durrie,  M.D Omaha 

John  F.  Fitzgibbons,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Gordon  J.  Hmicek,  M.D Grand  Island 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D  0 Neill 

Herbert  E.  Reese,  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  BLUE  SHIELD  OF  IOWA-MEDIC  ARE 


Paul  E.  Collicott,  M.D,  Chairman Lincoln 

R.  A.  Blatny,  M.D Fairbury 

Steve  Brase Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Bob  Gallion. . Lincoln 

Vemon  Garwood.  M.D Lincoln 

Roger  Massie,  M.D Plainview 

Mrs.  Janice  Olson Lincoln 

Donald  Pavelka,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Harold  M.  Nordlund,  M.D York 

Richard  B.  Svehla,  M.D Omaha 

M.  Allen  Tompkins,  M.D Grand  Island 

NMA  TASK  FORCE  ON  AIDS 

Monte  M.  Scott,  M.D.,  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

INTERNIST  BC/BE:  With  or  without  subspecialty 
to  join  5 physician  single  specialty  group  practice  in 
S.W.  Missouri,  serving  population  of  1 million  plus. 
Excellent  opportunity,  competitive  salary  guaran- 
teed, incentive  bonus.  Malpractice  and  excellent 
benefits  paid;  opportunity  for  ownership.  Pleasant 
recreational  environment  in  the  Ozarks.  Call  or  mail 
CV  to  Adm.,  The  Diagnostic  Clinic,  3443  S. 
National,  Springfield,  MO  65807,  (417)883-3443. 

EMERGENCY  MEDICINE;  For  Emergency 
Physician  who  possesses  excellent  clinical  and 
trauma  skills  within  a group  of  7 Emergency  Room 
Physicians  located  in  beautiful  northwest  Wiscon- 
sin area.  Please  send  C.V.  to  Dr.  M.  Jaghlit,  900  W. 
Clairemont  Ave.,  Eau  Claire,  WI  54701,  or  call 
(715)839-4404. 

$145,000  INCOME:  Family  Practice  group  ag- 
gressively seeking  fourth  physician  for  their 
group.  Contact  Wiltfang-Paulson  Clinic,  1129  Spen- 
cer Street,  Grinnell,  Iowa  50112.  Phone:  515-236- 
3163. 

PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
sendees,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 
Omaha,  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 

FAMILY  PHYSICIAN  NEEDED:  Immediate 
need  for  BC/BE  Family  Physician  to  join  2 
established  Family  Physicians  in  private  practice  in 
N.W.  Iowa  community  of  5,000.  Modern  Clinic 
across  the  street  from  JCAH  hospital.  Excellent 
salary  and  fringe  benefits  with  partnership  oppor- 
tunity. Locum  tenens  opportunity  available  also. 
Call  collect  (712)324-2511  or  contact  Sheldon 
Family  Practice  Associates,  206  N.  7th  Ave., 
Sheldon,  IA  51201. 


AVAILABLE:  Excellent  opportunity  for  Family 
Practitioner  to  locate  in  thriving  3-man  practice  in 
rural  Nebraska.  Progressive  community  with  well- 
equipped  hospital.  Good  recreation.  Attractive 
financial  arrangements  available.  For  details  write 
Box  031,  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

DERMATOLOGIST,  PEDIATRICIAN,  ONCOL- 
OGIST, PATHOLOGIST,  OTORHIN OL ARYN- 
GOLOGIST,  PSYCHIATRIST,  ENDOCRINOL- 
OGIST, ORTHOPEDIST,  GENERAL/FAMILY 
PRACTITIONER:  Excellent  opportunity  for  phy- 
sicians in  Los  Angeles  suburb  to  join  90-member 
multi-specialty  medical  group.  Large  fee-for-service 
and  prepaid  practice,  no  Medi-Cal.  Excellent 
compensation  program  based  on  guarantee  plus 
incentive,  profit  sharing  and  pension  plan.  Group 
provides  health,  dental,  life  and  malpractice. 
Partnership  in  real  estate  and  medical  corporation 
available.  Send  CV  to  Ron  McDaniel,  Assistant 
Administrator,  Mullikin  Medical  Center,  17821  S. 
Pioneer  Blvd.,  Artesia,  CA  90701. 

NEUROLOGIST:  Experienced  Neurologist  need- 
ed to  join  expanding  85-physician  multi-specialty 
medical  center,  in  Los  Angeles  and  Orange  coun- 
ties, with  existing  Neurological  practice.  An  ex- 
ceptional base  salary  and  incentive  plan.  Benefits 
include  malpractice  insurance,  group  health  and  life 
insurance.  Please  send  CV  to  Box  033,  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Bldg., 
Lincoln,  NE  68508. 

FOR  SALE:  Have  a Dow  Quick  Chem  with  heat 
block;  Burdick  EK/5  Electrocardiogram  with  Dicta- 
phone and  Cart  and  a Bennett  PR  1 Respirator 
Unit  for  sale.  Contact  Med  Clinic,  P.C.,  Box  415,  St. 
Paul,  Nebraska  68873  or  (308)  754-5447. 


GENERAL  SURGEON:  Board  Certified  Gen- 
eral Surgeon  needed  to  join  expanding  85-physician 
multi-specialty  medical  center,  in  Los  Angeles  and 
Orange  counties.  An  exceptional  base  salary  and 
incentive  plan.  Benefits  include  malpractice  in- 
surance, group  health  and  life  insurance.  Please 
send  CV  to  Box  032,  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 
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See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose2 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone1 

• Dramatic  first-week  reduction 
in  somatic  complaints2 


% Reduction  in  Somatic  Symptoms2 


Vomiting 

n 

Nausea 

Headache 

Anorexia 

Constipation  | 

• Only  Vh  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar1 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  e 1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /TyT' 

12.5  mg  amitriptyline  (as  the  hydrocnloride  salt)  \[V, 

LimbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /jw 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JP,  elal  Psychopharmacology  61  217-225,  Mar  22.  1979  2.  Data  on  file 
Hoffmann-La  Roche  Inc  . Nutley.  NJ 


Limbitrol  * (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use.  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  ot  tricyclic  antidepressants,  especially  high  doses  Myocordial 
infarction  and  stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g . operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  os  suggested 
in  several  studies.  Consider  possibility  ot  pregnancy  when  instituting  therapy:  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nauseo.  headache  and  malaise  lor  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  borbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hyper  thyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  (unction  Because  ot  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  eosy  access  to  large  quantities  in  these  patients  Periodic 
liver  (unction  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
moy  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essential  treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  1 2 In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  ond  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  ot  both  Limbitrol  ond  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocordial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension  poor  concentration  delusions,  hallucinations,  hypomamo  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extra- 
pyramidal  symptoms,  syncope  changes  in  EEG  patterns 

Anticholinergic  Disturbance  ot  accommodation  paralytic  ileus,  urinary  retention  dilatation  of  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  ond  tongue,  pruritus 
Hematologic  Bone  morrow  depression  including  agranulocytosis,  eosinophilia  purpura,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea 
black  longue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstruol  irregularities  in  the  female  elevation  and  lowering  of  blood  sugar  levels,  and  syndrome 
ot  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache  weight  gam  or  loss,  increased  perspiration,  urinary  frequency  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  ond  supportive  I V administration  of  1 to  3 mg  physostigmme  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  and  treatment 

Dosage:  individualize  according  to  symptom  severity  and  potient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  larger  portion  of  daily  dose  may  be  taken  at  bedtime 
Single  h s dose  may  suffice  tor  some  patients  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ot  three  or  tour  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  os  required  Limbitrol  Tablets,  initial  dosage 
of  three  or  four  tablets  daily  in  divided  doses,  tor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets , blue,  (ilm-coated,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  of  100  and  500  Tel-E-Dose  ■ packages  ot  100.  Prescription  Paks  of  50 
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Manati  Puerto  Rico  00701 
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The  rewards  of  Limbitrol 


See  the  improvement 
in  the  first  week1 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner- 62%  of  total 
four-week  improvement  A 

achieved  in  the  first  week  with  m 
Limbitrol  versus  44%  with  ami-  | 
triptyline.1 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt) 


tablet  contains  10  mg  chlordiazepoxide  and 
ig  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  pagi 
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April  29  - May  2,  1988 

Omaha  Marriott  Hotel  Omaha,  Nebraska 

— Programs  Being  Developed  — 


NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE/NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  PHYSICIANS 

Friday  and  Saturday 

The  Nebraska  Chapter  of  the  American 
College  of  Physicians  and  the  Nebraska 
Society  of  Internal  Medicine  are  presenting 
a two  day  program  covering  critical  medical 
and  socioeconomic  problems.  The  first  day, 
April  29,  1988,  will  be  a very  comprehen- 
sive symposium  with  a nationally-recogniz- 
ed faculty  entitled  “AIDS  1988”,  a subject 
of  major  interest  and  concern  for  all  phy- 
sicians. 

Saturday  morning,  NSIM  will  present  a 
program  exploring  changes  in  physician 
reimbursement:  “Why  The  Growing  Clamor 
for  Changes?”;  “Who  Will  Make  These 
Policy  Decisions?”;  “How  Can  You  Plan  For 
the  Future?”.  In  the  afternoon  NSIM  will 
team  with  the  NMA  to  explore  how  to 
maintain  professionalism  and  cope  with 
peer  review. 

NEBRASKA  PERINATAL  ORGANIZATION 

Friday,  8:00  a.m.  - 6:00  p.m. 

The  Nebraska  Perinatal  Organization  will 
host  a wide  range  of  perinatal  topics  at  the 
April  29,  1988,  conference.  This  year’s 
topics  will  be  aimed  at  the  level  II  perinatal 
centers  in  Nebraska.  Genetics  and  case 
studies  are  among  presentations  sched- 
uled. 

AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE, 
DOUGLAS/SARPY  DIVISION 

Friday,  7:30  a.m.  - 12:00  Noon 
The  Nebraska  Heart  Association  sponsor- 
ed morning  session  will  address  primary 
prevention  of  coronary  artery  disease,  acute 
intervention  in  coronary  artery  disease  and 
secondary  intervention  after  the  event. 


NEBRASKA  ACADEMY  OF 
OPHTHALMOLOGY 

Saturday,  8:00  a.m.  - 5:00  p.m. 

The  Nebraska  Academy  of  Ophthalmology 
plans  to  present  a two-hour  program  in  the 
morning  consisting  of  a presentation  of  eye 
problems  which  are  frequently  encounter- 
ed by  the  family  doctor  in  his  office.  These 
presentations  will  deal  with  recognition  and 
diagnosis  as  well  as  treatment,  prognosis, 
and  when  it  is  the  appropriate  time  to  refer. 

NEBRASKA  SECTION,  AMERICAN 
COLLEGE  OF  OBSTETRICIANS 
& GYNECOLOGISTS 

Saturday,  10:00  a.m.  - 2:00  p.m. 

The  objective  of  this  course  will  be  the 
business  meeting  of  the  Nebraska  Section 
of  the  American  College  of  Obstetricians 
and  Gynecologists,  with  a slide  presenta- 
tion on  malpractice  problems. 

NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  SURGEONS 

Saturday,  10:00  a.m.  - 2:00  p.m. 
Symposium  on  trauma  care,  cancer,  and 
male  infertility  will  be  presented.  Topics 
covered  will  be  of  general  interest  to  all 
physicians. 

— Also  Participating  — 

NEBRASKA  ALLERGY  SOCIETY 

NEBRASKA  SOCIETY  OF 
ANESTHESIOLOGISTS 

NEBRASKA  CHAPTER,  AMERICAN 
COLLEGE  OF  EMERGENCY  PHYSICIANS 

NEBRASKA  ACADEMY  OF 
OTOLARYNGOLOGY 

NEBRASKA  SOCIETY  OF  PLASTIC  & 
RECONSTRUCTIVE  SURGEONS 

NEBRASKA  THORACIC  SOCIETY 
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Crisis  in  black  and  white. 

Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

XiA3 

VJi  CsjuS&W/ 


, NE  68154,  (402)  334-9689 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

1740  West  92nd  St.,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  LL  60009-0927 

■American  Academy  of  Physician  Assistants 

F.  Lynn  Malv,  Executive  Vice  President 
1117  N.  19th  St.,  3rd  Floor 
Arlington,  VA  22209 

American  Academy  of  Ophthalmology 

Thomas  P.  Kearns,  M.D.,  President 
655  Beach  Street.  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  S.W.,  Ste.  300  E 
Washington,  D.C.  20024 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  -J.  Curry,  Executive  Director 

1981  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
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American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy„  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle.  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 

1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 

1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

K C Ottati,  M.D..  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Rehabilitation  Association 
633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Richard  E.  Buenger,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 

South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Ms.  Lois  Voeller,  Executive  Secretary 
2547  E.  21st  St.,  Tulsa,  OK  74114 


L.  Roger  Garner 

Suite  114,  Corporate  Plaza,  11212  Davenport,  On 
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American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Ryswyk.  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
American  Heart  Association.  Nebraska  .Affiliate 
Dennis  N.  Nissen.  Executive  Director 
5624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St..  Lincoln  68501 
.Arthritis  Foundation.  Nebraska  Chapter,  inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court.  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

P.O.  Box  80103.  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O'Brien.  M.D.,  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States.  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  “L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter.  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R Luckasen,  M.D..  Secretary 
360  Doctors  Bldg..  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness.  Nebraska  Affiliate 
120  North  69th  St..  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder.  M.D..  President 
5445  South  Street.  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  IA  51501 
Nebraska  .Allergy  Society 

Linda  B.  Ford.  M.D..  President 
401  E.  Gold  Coast  Rd..  Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife.  M.D..  President 
Division  of  Nuclear  Medicine.  Dept,  of  Radiology 
UNMC  - 42nd  & Dewey.  Omaha  68105 
Nebraska  Association  of  Pathologists 
Joseph  Rapoport,  M.D..  President 
6901  No.  72nd  St..  Omaha  68122 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Paul  M.  Paulman.  M.D..  Secretary  Treasurer 
Phyllis  G.  Hansen.  Executive  Secretary 
River  City  Office  Park.  #202.  401  N.  117th.  Omaha  68154 
Nebraska  Chapter  - American  Acaderm  of  Ph\sician  Assistants 
Joe  E.  Jeter.  PA-C.  President 
P.O.  Box  397.  North  Bend  68649 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonnigcs.  M l)..  Chairman 
Charlotte  Hawthorne.  Administrator 
2115  N Kansas  Ave..  Hastings  6K90I 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L.  Keller.  M I)  . President 
9641  No.  29th.  Omaha  68112 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M.D..  Past  President 
2221  South  17th  St..  Lincoln  68502 
Nebraska  Chapter  - American  College  of  Physicians 
Frederick  F.  Paustian.  M.D..  F.A.C.P..  Governor 
UNMC  - 42nd  & Dewey  Ave..  Omaha  68105 


Nebraska  ( hapter  of  Myasthenia  Gravis  Foundation 

John  F Aita.  M.D.  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw.  Executive  Director 
P.O.  Box  31235,  Omaha  68131 
Nebraska  Dental  Association 
Barry  Ross.  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Linda  O.  Young.  M S..  R.D..  President 

University  of  NE  - 214  Ruth  Leverton  Hall.  Lincoln  68503-0806 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  “O  St..  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
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On  Dec.  17,  1987,  the  Health  Care 
Financing  Administration  (HCFA)  released 
1986  hospital  mortality  data  on  Medicare 
patients.  This  was  the  second  consecutive  year 
that  such  statistical  information  was  made 
public.  In  response  to  this  release,  which  had 
been  continuously  discouraged  by  the  AMA 
and  most  other  national  health  organizations, 
James  H.  Sammons,  M.D.,  AMA  executive 
vice  president,  issued  the  following  statement: 
“Mortality  statistics  released  by  the  U.S.  Dept, 
of  Health  and  Human  Resources  . . . are  by  no 
means  a measure  of  the  quality  of  medical  care 
rendered  in  hospitals.  The  AMA  believes  that 
patients  should  be  provided  with  relevant 
information  regarding  their  health  care,  but  we 
believe  the  current  Health  Care  Financing 
Administration  data  does  not  fulfill  that  goal. 
Distributing  this  data  provides  no  meaningful 
value  to  patients  and  will  very  likely  be 
misleading.  In  addition,  releasing  it  will  do 
irreparable  damage  to  physician-patient  rela- 
tions. 

(continued  on  page  10-A) 
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(continued  from  page  7- A) 

“Important  variables  such  as  how  severely  ill 
each  deceased  patient  was  when  admitted  to 
the  hospital  have  been  omitted  from  the 
report.  Other  important  information  affect- 
ing the  probability  of  death  has  not  been 
included,  so  the  difference  between  a hos- 
pital’s actual  and  predicted  mortality  rates 
cannot  be  construed  to  reflect  especially  high 
or  low  quality  of  care.” 

* * * 


*MDX  is  a trademark  of  Calyx.  Inc. 
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support  services 


The  AMA  has  renewed  its  request  for 
detailed  information  that  will  reveal  the 
precise  reasons  necessitating  the  sharp  38.5% 
increase  in  Medicare  Part  B premiums  that 
was  due  to  become  effective  Jan.  1.  The  follow- 
up request  was  made  Dec.  1,  1987,  in  a letter 
from  Dr.  Sammons  to  William  L.  Roper,  M.D., 
HCFA  administrator. 

* * * 
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Faced  with  a Recommended  Daily  Dietary 
llowance  of  18  mg,  the  question  is  a good  one 
lr  women  aged  19-50.  Iron  is  one  of  the  nutri- 
nts  most  often  lacking  in  the  American  diet, 
low  intakes  of  iron  over  prolonged  time  can  lead 
) iron  deficiency  anemia. 

hi  the  1986  USDA  Continuing  Survey  of 
ood  Intakes  by  Individuals1 , women  of  child- 
earing  years  reported  a mean  intake  of  1588 
alories  a day.  Since  the  American  diet  averages 
fbout  6-7  mg  of  iron  per  1000  calories,  it’s  not 
[jrprising  that  the  same  survey  found  that  most 
f these  women  are  getting  about  60  percent  of 
heir  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
ean  sirloin  contains  2.8  mg  of  iron,  about  forty  to 
ixty  percent  of  which  is  heme  iron,  the  most 
•ioavailable  form.  In  addition,  the  presence  of 
•eef  or  other  meats  in  a meal  increases  the 
ioavailability  of  nonheme  iron  from  foods  such 
s vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
nd  cholesterol  guidelines  of  most  leading  heart 
nd  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six”  shown 
below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat-laden  sauces. 

Carefully  chosen,  pre 
pared  and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essential  nutrients 
for  under  180  calories  per  three-ounce  serving. 

And  as  part  of  a specific  plan  to 
increase  dietary  iron , in  a balanced  BEEF, 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  you’ll  ever  make. 


ing. 

\EETJ0 


‘ ‘The  Skinniest  ^ Sir 


Sirloin 


Eye  of  Round 

I bo  mg  iron 
loo  calories 
o 5g  total  fat 
13  1 g sat  united  fat) 
oft  mg  cholesterol 


Round  Tip 

3 50  mg  iron 
IbJ  calories 
b 4 g total  fat 
(2  3g  saturated  fat) 
bf)  ing  cholesterol 


Top  Loin 
2 10  mg  iron 
172  calories 
7.  bgtotal  fat 
(3  Ogsatu  rated  fat) 
65  mg  cholesterol 


Tbp  Round 

2 45  mg  iron 
lb2caU>rtcs 
5 lg  total  fat 
(1  8gsaturated  fat) 
73  mg  cholesterol 


2 85  mg  iron 
177  calories 
7 4 . / ini  a I tat 
(3.0  g saturated fat) 
7b  mg  cholesterol 


Tenderloin 


3 05  mg  iron 
1 74  calories 
7.9  g total  fat 
(3  1 g saturated fat ) 
72  mg  cholesterol 


l ncooked  u hole  ruts  (ire  slum  u /or  pni'iioseoj  identification 


Composite  of  cooked  retail  cuts  of  beef’ 

Protein 

25  9 g 

Iron 

2 7 mg 

Zinc 

6 Omg 

Vitamin  B-12 

2 28  meg 

Thiamin 

08  mg 

Niacin 

3 6 mg 

Sodium 

55  mg 

Total  Fat 

8 7 g 

(Saturated  Fat) 

(3  4 g) 

Cholesterol 

76  mg 

Calones 

189 

United  States  Department  ot  Agriculture.  Nationwide  Food  Consumption  Survey.  Continuing  Survey  ot  Food  Intakes  by  Individuals  (NFCS,  CSFII) "Report  No  86-1  ’Nutrients  in  3 oz  tnmmed  and  cooked  USDA  Handbook  8-13.  Rev  1986 


For  More  Information  Contact:  Nebraska  Beef  Board,  P.0.  Box  248,  Kearney,  NE  68848-2408,  (308)  236-7551. 


A SPECIAL 
PRACTICE 

SPECIALISTS 

★ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

TSgt  Sisley 
402-556*0715 
Collect  or 

1 -800-423-USAF  Toll  Free 


Before  prescribing , see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet . 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals.  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

I in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
I proximately  9 to  56  times  the  recommended  human 
dose,  benign  Ley  dig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet  HCI  ( brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin.  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine , theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur9,  Key  Pharmaceuticals,  Inc.), 


peptic  ulcer: 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence. headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  / approximately  1 per 
100,000  patients),  including  agranulocytosis  / ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  / approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet ' has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  1 00  / intended  for  institutional  use 
only) ; 400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  /intended  for  institutional  use 
only),  and  800  mg.  Tiltab • tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  /intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./S  ml.,  in  8 ft.  oz.  /237  ml.)  amber 
glass  bottles  and  in  single-dose  units  /300  mg./S  ml.), 
in  packages  of  10  /intended  for  institutional  use 
only). 

injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  10  and  2S. 

Prefilled  Syringes:  300  mg./2  mi.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  In  SO  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage ®*  Vials:  300  mg./2  ml.  In  single-dose 
ADD-Vantage ® Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  /brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc..  Deerfield,  IL  60015. 

* ADD-Vantage9  is  a trademark  of  Abbott  Laboratories. 
BRS-TG-.L73B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co..  1988 


REASSURANCE 
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TStgamet 

brand  of  ** Qmetidine 

First  to  Heal 


You  7/  both  feel  good  about  it. 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

Charles  L.  Barton’s  article  in  the  Nebraska 
Medical  Journal,  The  Scope  of  Nursing  Prac- 
tice, discusses  an  issue  which  has  troubled  the 
health  care  profession  for  years.  The  problem 
is  compounded  by  the  increased  number  of 
providers  and  services  available  to  the  public. 
This  issue  deals  with  the  laws  that  define  the 
skills  and  competency  of  the  health  care 
professional. 

Dr.  Barton  is  concerned  with  the  over- 
lapping of  functions  performed  by  the  physi- 
cian and  registered  nurse.  He  would  like  to 
grant  a registered  nurse  the  authority  to 
perform  skilled  functions  which  are  currently 
the  perogative  of  the  physician.  His  review  of 
the  Nursing  Practice  Act  justifies  the  register- 
ed nurse  to  perform  these  procedures  under 
the  guise  of  maintaining  and  improving  health 
status.  But  his  arguments  neglect  two  impor- 
tant facets  of  health  care  delivery;  the  training 
of  the  professional,  and  the  site  where  the  care 
is  delivered. 

Dr.  Barton  correctly  points  out  that  the 
skills  to  perform  these  procedures  are  acquir- 
ed by  “education,  training  and  supervised 
practice.”  But  who  is  to  define  what  is 
sufficient  skill?  - the  board  of  trustees  of  a 
proprietary  hospital  under  financial  restraints, 
a single  physician  in  a rural  practice  or  the 
faculty  of  a medical  center.  It  should  be 
apparent  that  should  each  of  these  bodies  have 
the  authority  to  approve  the  duties  and 
functions  of  a registered  nurse,  their  skills 
would  vary,  and  health  care  would  suffer.  The 
authority  therefore  lies  where  it  should  - the 
Licensing  Board.  The  Boards  are  comprised  of 
professionals  with  diverse  practice  and  geo- 
graphical experience.  This  allows  them  to 
make  judgements  which  maintain  the  high 
standards  of  health  care  delivery  throughout 
the  state. 


The  Boards  also  take  into  consideration  the 
setting  in  which  the  health  care  is  delivered, 
a point  which  Dr.  Barton  alludes  to,  but  did  not 
address.  Emergency  medical  technicians  are 
authorized  to  perform  life  saving  procedures 
while  in  the  field.  They  are  allowed  to  do  so 
because  their  training  certifies  them  to  do  so 
when  more  experienced  professionals  are  not 
readily  available.  This  should  not  imply  that  a 
registered  nurse  should  do  a similar  procedure 
in  a tertiary  care  facility,  when  an  emergency 
room  physician  is  on  duty  24  hours  a day. 

In  Dr.  Barton’s  concluding  statement  to  the 
Nursing  Boards,  he  requested  that  the  Boards 
grant  all  registered  nurses  functions  which  are 
entirely  inappropriate.  There  is  no  question 
that  a registered  nurse  that  participates  in  an 
expanded  nurse  practitioner  course  can  devel- 
op the  skills  to  perform  these  functions.  But  a 
registered  nurse  should  not  be  granted  per- 
mission to  perform  them  until  he/she  com- 
pletes the  requirements  of  that  expanded  role, 
and  the  hospitals  have  protocols  in  place  to 
define  that  expanded  role. 

As  the  portion  of  funds  devoted  to  health 
delivery  spiral,  the  number  of  providers  rises 
proportionately.  The  majority  of  these  pro- 
viders are  skilled  technicians,  devoted  to  their 
profession.  However  there  are  also  those  who 
are  insufficiently  trained.  And  there  will  always 
be  the  quacks  and  imposters.  It  is  critical  that 
the  profession  deal  with  them  in  a uniform  and 
equitable  manner.  The  Licensing  Boards  have 
done  so  in  the  past.  If  we  are  to  maintain  our 
professional  status,  and  the  respect  of  the 
public,  we  must  allow  such  an  impartial, 
authoritative  body  to  do  so  in  the  future. 

Sincerely, 

John  C.  Sage,  M.D. 
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Re:  Dr.  Barton’s  recent  editorial  concerning 
Nursing  Practice  issues 

To  The  Editor: 

No  one  disputes  the  right  and  obligation  of  a 
Health  Care  Professional  or  lay  person  for  that 
matter  to  help  to  the  extent  their  skills  allow  in 
an  emergency  situation  when  they  are  the  most 
competent  person  available.  However  in  a 
metropolitan  area,  in  a secondary  or  tertiary 
care  hospital  and  in  a non-emergent  setting, 
common  sense  and  statute  provide  that 
procedures  be  done  by  persons  licensed  by  the 
state  and  within  whose  scope  of  practice  the 


procedure  falls.  It  is  a wise  legislature  which 
allows  the  professionals  involved  to  guide  the 
regulations  describing  their  scope  of  practice 
in  detail  as  long  as  it  remains  consistent  with 
statutes  already  in  place.  Non-routine  cir- 
cumstances in  thinly  staffed  rural  Nebraska 
Hospitals  should  be  dealt  with  with  flexibility. 

Sincerely, 

William  A.  Shiffermiller,  M.D. 

Member 

State  of  Nebraska 
Board  of  Examiners  in 
Medicine  and  Surgery 
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EDITORIAL 


Who  Pays? 


BENJAMIN  R.  GELBER,  M.D. 


Recently  the  CBS  Evening  News  ran  a story 
about  a young  boy  with  leukemia  who  needed  a 
bone  marrow  transplant.  A few  days  later  the 
liberal  columnist  Nicholas  Von  Hoffman  wrote 
about  the  same  incident.  CBS  News  said  that 
the  boy  died  because  the  state  legislature  (not 
Nebraska)  had  taken  a million  dollars  out  of 
Medicaid  funding  and  used  it  to  pay  for  a 
nutrition  program  for  preschoolers.  Mr.  Von 
Hoffman  said  that  the  boy  was  not  eligible  for 
Medicaid  since  his  parents  had  too  many 
assets.  They  could  not  afford  to  buy  health 
insurance.  The  news  report  concluded  that  the 
state  government  was  responsible  for  the  boy’s 
death  because  of  the  lack  of  funding  for 
transplants.  Mr.  Von  Hoffman  seemed  to 
blame  society  at  large. 

Both  stories  missed  the  opportunity  to  face 
the  real  issue.  How  do  we  decide  who  has 
access  to  costly,  often  heroic,  medical  treat- 
ment, when  our  resources  are  limited?  Often 
these  stories  imply  that  hospitals  and  physi- 
cians should  donate  their  skills.  This  skirts  the 
issue.  We  do  provide  care  without  charge 
regularly,  but  this  care  isn’t  free.  We  can’t 
provide  $100,000  worth  of  transplant  services 
for  free  even  if  the  physicians  donated  their 
time  and  energy.  We  could  only  if  the  nurses, 
operating  room  staff,  housekeeping  service 
and  others  forgo  their  paycheck  for  the  care  of 
that  patient,  only  if  the  utility  companies  don’t 
charge  for  heat  and  light,  only  if  the  medical 
supply  company  provides  the  I.V.  solutions 
and  the  trucking  companies  deliver  them,  all 
without  charge.  We  now  cover  these  costs  for 
those  without  adequate  insurance  through  the 
tax  system,  and  through  cost  shifting  to 
insured  patients.  Of  course,  the  insurance 
companies  object,  and  the  government  has 
chronic  difficulty  providing  adequate  funds, 
partly  because  none  of  us  wants  higher  tax 
rates. 

CBS  was  unfair  to  the  state  legislature.  They 
made  a difficult  decision  on  how  to  use  their 


limited  funds.  If  the  taxpayers  of  that  state 
want  to  pay  for  bone  marrow  transplants  for 
indigent  patients,  they  will  have  to  ask  their 
legislators  to  raise  taxes  and  appropriate  the 
money. 

This  problem  exists  in  Nebraska,  although 
we  haven’t  had  much  discussion  about  it.  Some 
hospitals  won’t  accept  a patient  for  heart 
transplant  unless  a $60,000  guarantee  is 
posted  in  advance,  according  to  local  news- 
paper stories.  Until  recently,  most  hospitals 
accepted  patients  who  required  care  without 
regard  to  ability  to  pay,  and  made  up  the 
shortfall  through  the  usual  cost  shifting.  The 
financial  discrimination  against  transplant  pa- 
tients is  a major  change.  We  don’t  ask  trauma 
patients  to  guarantee  payment  in  advance  and 
they  frequently  run  up  a bill  as  high  as  a 
transplant  patient. 

I asked  one  of  the  hospital  social  workers  if 
they  would  actually  deny  a transplant  if  a 
patient  truly  could  not  meet  the  guarantee.  He 
said  that  if  the  patient  “spends  down”  so  that 
he  qualifies  for  Medicaid,  then  the  state  would 
cover  the  cost.  The  University  of  Nebraska 
Medical  Center  has  a transplant  service  with  a 
national  reputation.  Approximately  $275,000 
of  Medicaid  funds  were  used  to  fund  trans- 
plants between  July,  1985  and  June,  1986. 
Most  of  this  was  spent  at  the  University 
Medical  Center.  We  are  funding  transplanta- 
tion through  the  tax  system,  and  we  appear  to 
be  discriminating  against  the  so-called  working 
poor,  who  can’t  afford  health  insurance,  but 
who  can’t  qualify  for  Medicaid  without  impov- 
erishing themselves. 

We  need  to  face  the  issue.  Who  will  decide 
who  has  access  to  care  which  is  not  available  to 
everyone?  Can  we  make  it  available  to 
everyone?  Should  we  make  it  available  to 
everyone?  Who  will  pay  for  it?  And  once  we 
have  made  some  difficult  decisions,  will  CBS 
News  second-guess  them? 
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SOCIOECONOMIC  AND  POLITICAL  FORUM 

Current  Proposals  for  Regulation  of 
Physicians'  Office  Laboratories  in  Nebraska 
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Nebraska  Medical  Association;  Nebraska  Academy  of  Family  Physicians’  Legislative 
Committee;  American  Academy  of  Family  Physicians’  Commission  on  Health  Care 
Services;  Representative  to  Commission  on  Office  Laboratory  Assessment. 


Introduction 

UNLESS  action  is  taken  quickly 
and  decisively,  physicians  in 
Nebraska  stand  to  lose  con- 
trol over  an  integral  part  of  their  practices:  the 
office  laboratory.  Nationally,  physicians’  office 
laboratories  have  come  under  increased  scru- 
tiny, and  in  several  reports1  the  results  of 
laboratory  tests  performed  by  physicians’ 
office  laboratories  have  in  certain  instances 
been  shown  to  be  less  accurate  and  reprodu- 
cible than  results  obtained  by  regulated 
laboratories  (i.e.,  hospital  and  reference  labs). 
This  state  of  affairs  has  prompted  several  spe- 
cial-interest groups2  to  become  rather  vocal  in 
their  lobbying  efforts  for  federal  and  state 
regulation  of  physicians’  office  laboratories. 

Background 

Several  events  have  occurred  in  recent  years 
which  have  caused  major  changes  in  the  way 
laboratory  services  are  provided  in  the  state 
and  nation. 

(1)  With  the  initiation  of  the  Medicare  Pros- 
pective Payment  System  for  hospital  inpatients 
(Diagnosis-Related  Groups,  or  DRG’s),  and  the 
attendant  loss  of  incentive  for  hospitals  to  do 
laboratory  testing  on  these  inpatients,  there  has 
been  a great  increase  in  the  demand  for  out- 
patient laboratory  procedures. 

(2)  The  availability  of  space-age  technology 
has  resulted  in  an  explosion  in  the  number  of 
instruments  which  are  available  to  the  primary 
care  physician,  and  which  are  within  the  finan- 
cial reach  of  most  of  these  physicians.  In  par- 
ticular, the  marriage  of  the  microcomputer  with 
“dry  chemistry”  technology  has  virtually  revo- 
lutionized the  industry.  The  laboratory  equip- 
ment industry  has  realized  a massive  growth  in 
the  sales  of  equipment  designed  specifically  for 
smaller  physicians’  office  laboratories,  and  has 


targeted  these  offices  as  a major  area  for  further 
marketing  efforts.  The  availability  of  less  ex- 
pensive desk-top  analysers  has  brought  the 
capability  of  cost-effective,  reproducible  re- 
sults well  within  the  range  of  most  physicians’ 
offices.  Unfortunately,  in  their  marketing  zeal, 
the  industry  has  not  sufficiently  stressed  tradi- 
tional quality  control  programs,  and,  although 
the  technical  ability  is  there,  the  data  generated 
by  office  labs  has  continued  to  fall  below  that 
produced  by  regulated  hospital  reference  labs. 

(3)  The  Tax  Equity  and  Fiscal  Responsibility 
Act  (TEFRA)  of  1984  has  changed  drastically 
the  way  laboratory  services  are  billed  under 
Medicare.  The  pathologists  are  expressing  their 
concern  for  the  quality  of  work  in  non  hospital 
settings  and  demonstrating  their  willingness  to 
cooperate  with  primary  care  physicians  in  the 
establishment  of  good,  cost-effective  labora- 
tories in  the  outpatient  setting. 

(4)  The  DRG  program  of  Medicare  has  fur- 
ther served  to  lessen  the  demand  for  certified 
laboratory  personnel  for  in-hospital  labs,  since 
much  more  of  the  testing  is  being  done  on  an 
out-patient  basis.  The  laboratory  technical  soci- 
eties and  some  other  special-interest  groups2 
feel  deeply  concerned  by  this,  inasmuch  as 
physicians’  office  laboratories  throughout  the 
country  are  generally  subjected  to  little,  if  any, 
regulation  of  their  activities,  and  hence  have  no 
need  to  employ  certified  or  licensed  individuals 
in  their  laboratories.  This  has  prompted  much 
lobbying  activity  by  these  organizations  on  both 
a state  and  national  basis.  This  activity  has 
generally  been  toward  more  regulation  of  phy- 
sicians’ office  laboratories,  and  (as  in  the  case  of 
Nebraska)  toward  the  proposal  of  legislation 
for  licensure  of  laboratory  technical  personnel. 

(5)  The  Consolidated  Omnibus  Budget  Re- 
conciliation Act  of  1987  (COBRA)  has,  as  part 
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of  its  provisions,  two  items  that  directly  affect- 
ed the  physicians’  office  laboratories:  (a)  The 
Health  Care  Finance  Administration  (HCFA) 
has  been  ordered  to  study  the  possibility  of 
establishing  some  sort  of  regulatory  program 
for  physicians’  office  laboratories;  and  (b)  phy- 
sicians’ office  laboratories  are  now  required  to 
“accept  assignment”  for  all  laboratory  pro- 
cedures done  in  their  offices  on  Medicare 
patients. 

Current  Legislative  Initiatives 

The  Nebraska  Society  for  Medical  Techno- 
logy (NSMT)  introduced  in  the  1987  Nebraska 
Legislature  a bill  (LB  760)  which  would  initiate 
licensure  for  lab  technologists.  Realizing  that 
this  would  be  an  impossibility  for  a significant 
percentage  of  the  laboratories  in  physicians’ 
offices  across  the  State,  the  Nebraska  Medical 
Association  (NMA)  and  the  Nebraska  Academy 
of  Family  Physicians  (NAFP)  testified  in  oppo- 
sition to  LB  760  in  legislative  hearings  before 
the  Health  and  Human  Services  Committee. 

Dr.  Gregg  Wright,  the  Director  of  the  Ne- 
braska State  Health  Department,  also  testified 
in  opposition  to  the  bill  at  the  hearings  of  the 
Health  and  Human  Services  Committee.  He 
agreed  with  the  proponents  of  the  bill  that  some 
data  generated  by  physicians’  office  labora- 
tories was  probably  suspect,  and  not  up  to  the 
standards  of  hospital  and  reference  labs,  but  he 
disagreed  with  the  NSMT  that  licensure  of 
laboratory  personnel  was  an  appropriate  meth- 
od to  correct  these  deficiencies.  In  his  recom- 
mendations to  Senator  Don  Wesely,  Health 
and  Human  Services  Committee  Chairman, ! he 
indicated  his  support  of  an  accreditation  pro- 
gram patterned  after  the  Idaho  experience,4 
with  verifiable  internal  quality  control  and  pro- 
ficiency testing  components. 

The  NMA  and  NAFP  contended  that  lab 
data  produced  by  their  members’  labs  were  not 
as  deficient  in  quality  as  the  NSMT  would  have 
the  legislators  believe,  but  did  agree  that  ob- 
jective studies  done  in  other  states  had  cast  at 
least  some  doubt  on  the  reproducibility  of  data 
from  office  labs.  The  NAFP  testified  that,  if  the 
purpose  of  the  proposed  legislation  was  to 
upgrade  and  assure  the  quality  of  office  labora- 
tory procedures,  it  would  be  far  better  to 
require  the  documentation  of  standard  internal 
and  external  quality  control  programs  by  the 
labs  than  to  simply  require  licensure  of  the  lab 
personnel.  This  licensure  could  in  no  way  guar- 


antee quality  data,  inasmuch  as  there  still 
would  be  no  requirement  for  quality  control 
measures. 

The  lobbying  efforts  of  the  NMA  and  NAFP 
were  directed  toward  having  the  LB  760  held  in 
committee.  Thus,  the  issue  will  be  up  for 
consideration  and  debate  again  in  the  upcoming 
legislative  session. 

Alternatives  for  Office 
Laboratory  Accreditation 

There  are  currently  several  states  that  have 
initiated  or  are  considering  regulatory  mech- 
anisms for  physicians’  office  laboratories.5  In 
fact,  one  state  (South  Carolina)  has  recently 
repealed  its  physicians’  office  laboratory  stat- 
utory regulations.  Most  of  the  innovative  ap- 
proaches which  have  been  taken  in  different 
states  do  not  include  licensure  of  laboratory 
personnel  as  part  of  their  programs.  Most 
noteable  among  these  is  the  program  in  Idaho, 
which  has  won  widespread  acclaim  as  being 
able  to  clearly  document  improvement  in  per- 
formance of  physicians’  office  laboratories 
within  that  state.4  By  the  application  of 
accreditation  criteria  appropriate  for  the  size 
and  sophistication  of  the  laboratory,  officials 
have  reported  clear  evidence  of  improvement 
in  the  quality  of  laboratory  data  generated  by 
these  physicians’  office  laboratories  without 
the  necessity  of  licensure  of  personnel  and  all 
its  implications. 

There  has  been  a genuine  paucity  of  national 
concerted  efforts  directed  to  assessment, 
improvement,  and  accreditation  of  physicians’ 
office  laboratories.  Organized  medicine,  how- 
ever, is  moving  nationally  in  an  effort  to  fill  this 
need,  which  has  been  perceived  by  both  state 
and  national  health  care  administrators.  This 
effort  (the  COLA  product)  will  be  described 
below. 

Committee  on  Office  Laboratory 
Assessment  (COLA) 

Since  1985,  the  College  of  American  Path- 
ologists (CAP),  the  American  Academy  of 
Family  Physicians  (AAFP),  and  the  American 
Society  of  Internal  Medicine  (ASIM)  have 
been  cooperating  in  the  development  of  a 
voluntary  program  for  the  evaluation,  educa- 
tion, and  accreditation  of  physicians’  office 
laboratories.  This  federation,  called  the  Com- 
mittee on  Office  Laboratory  Assessment 
(COLA)  has  been  recognized  as  the  only  viable 
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national  effort  toward  this  goal  of  improving 
and  verifying  the  quality  of  data  generated  by 
physicians’  office  laboratories.  Realizing  that 
some  sort  of  federal  regulation  of  physicians’ 
office  laboratories  is  imminent,  the  COLA 
initiative  is  to  develop  a method  of  education, 
assessment,  and  accreditation  of  physicians’ 
office  laboratories  which  will  not  be  punitive  to 
the  delivery  of  primary  care  in  the  office 
setting,  and  will  still  realize  the  goal  of 
improving  the  quality  of  lab  services  available 
in  primary  care  physicians’  offices. 

COLA  is  designed  to  be  a voluntary 
accreditation  process  which  will  have  as  one  of 
its  most  immediate  goals  the  education  of 
physicians  in  the  development  of  acceptable 
quality  control  programs  for  their  office 
laboratories.  Criteria  for  daily  internal  quality 
control  programs  and  for  external  proficiency 
testing  programs  are  now  being  developed  and 
are  expected  to  be  ready  for  subscription 
within  the  next  18  to  24  months.  The  parent 
organizations  (CAP,  ASIM,  and  AAFP)  have 
each  pledged  a line  of  credit  to  COLA  for  the 
groundwork  for  this  effort.  Dr.  Stanley  E din- 
ger, retained  by  HCFA  as  author  of  the 
COBRA-mandated  study  of  physicians'  of- 
fice laboratories  is  very  interested  in  the  final 
COLA  product,  with  an  eye  to  using  COLA  as 
a vehicle  for  the  accreditation  of  physicians' 
office  laboratories  on  a federal  level. 

These  efforts  have  caused  a great  deal  of 
introspection  by  the  members  of  CAP,  ASIM, 
and  AAFP  who  have  been  responsible  for  the 
evolution  of  the  COLA  project.  On  the  one 
hand,  they  are  concerned  that  they  may  be 
providing  a “club”  for  the  federal  government 
to  use  against  primary  care  physicians  that 
they  do  not  have  now.  On  the  other  hand,  to  do 
nothing,  and  to  let  such  restrictive  regulations 
evolve  as  have  been  proposed  by  some  special- 
interest  groups,  would  be  doing  a great 
disservice  to  the  membership  inasmuch  as 
many  (if  not  most)  physicians’  office  laborator- 
ies would  ultimately  not  be  able  to  survive 
under  these  severely  restrictive  regulations. 

Many  states  are  learning  that  the  regulation 
of  physicians’  office  laboratories  is  not  as 
simple  and  straightforward  as  initially  pre- 
dicted. Many  of  the  states  which  have  legislation 
regulating  physicians’  office  laboratories  have 
expressed  an  interest  in  the  COLA  product  as 
a means  to  assure  the  quality  of  data  generated 


by  physicians’  office  laboratories,  and  yet  not 
be  so  punitive  as  to  preclude  their  very 
existence.  It  is  anticipated  that  many  states 
will  accept  on  a “deemed  status”  basis 
accreditation  by  COLA  as  meeting  their  own 
accreditation  standards.  The  COLA  organi- 
zation is  actively  pursuing  such  liaison  with 
these  various  state  health  departments.  Many 
other  states’  legislatures,  under  pressure  from 
special  interest  groups  to  come  up  with  some 
sort  of  regulatory  mechanism  for  physicians’ 
office  laboratories  within  their  borders,  are 
expected  to  look  to  the  COLA  federation  as  a 
logical  alternative. 

The  Future 

The  time  is  past  that  organized  medicine  can 
sit  back  and  hope  that  the  unregulated 
practice  of  medicine  will  continue  as  it  has  in 
the  past.  Enough  has  occurred  in  the  last  few 
years  to  make  even  the  most  recalcitrant 
primary  care  physician  aware  that  government 
intrusion  into  the  day-to-day  practice  of 
medicine  is  a reality  that  must  be  dealt  with. 

In  regard  to  laboratory  services  provided  in 
physicians’  offices,  it  must  be  admitted  that 
some  studies  have  shown  that  the  data 
generated  by  these  physicians’  office  labor- 
atories are  less  accurate  than  those  generated 
by  the  regulated  hospital  and  reference  labor- 
atories. It  is  in  the  spirit  of  compromise  that 
the  physicians  of  Nebraska  must  be  willing  to 
come  to  some  accommodation  to  assure  the 
legislature  (and  the  Health  Department)  that 
they  are  concerned  about  the  quality  of  lab 
testing,  and  are  willing  to  take  whatever  action 
is  necessary  to  bring  this  portion  of  their 
practices  in  line  with  established  standards  of 
medical  care. 

The  bill  to  require  licensure  for  office  lab- 
ratory  technicians  has  remained  dormant 
thus  far  by  assuring  the  Health  and  Human 
Services  Committee  and  the  State  Health 
Department  that  there  is  in  the  offing  a mech- 
anism whereby  the  quality  of  laboratory  data 
generated  by  physicians’  office  laboratories 
in  the  state  can  be  assured,  short  of  the  dev- 
astation that  would  occur  should  all  physicians 
be  required  to  employ  licensed  technical 
personnel  for  the  limited  testing  they  accom- 
plish in  their  offices. 

The  NMA  and  the  AAFP  submit  that  the 
COLA  (or  similar)  product  will  accomplish 
these  goals.  The  membership  of  these  organi- 
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zations  must  be  ready  and  prepared  to  accept 
some  expense  and  inconvenience  in  order  to 
get  their  labs  into  compliance  with  whatever 
standards  might  be  set.  Most  assuredly,  the 
alternative  will  be  licensure  of  personnel  and 
the  loss  of  control  of  outpatient  testing  in  the 
state. 

It  is  imperative  that  organized  medicine  in 
Nebraska  (i.e.,  NMA  and  AAFP)  strive  to  have 
input  into  whatever  form  regulation  of  phy- 
sicians’ office  laboratories  ultimately  takes. 
These  organizations,  in  cooperation  with  other 
professional  societies  (e.g.,  ASIM  and  CAP) 
will  continue  to  monitor  the  evoluation  of  these 
proposed  regulatory  activities  closely.  The 
membership  of  these  organizations  will  con- 
tinue to  be  informed  of  the  progress  of  the 
various  legislative  efforts,  as  well  as  the 
progress  of  the  development  of  the  COLA 
education/accreditation  product.  As  soon  as 


COLA  is  available  for  general  subscription,  full 
details  will  be  sent  to  each  member  of  these 
organizations. 
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ABSTRACT: 

Poliovirus  antibody  titers  were  determined  in  100  rural 
Nebraska  teenagers  by  the  microneutralization  technique. 
All  had  received  at  least  3 doses  of  trivalent  oral  polio 
vaccine  (TOPV),  the  last  dose  at  least  10  years  previously. 
Nine  had  titers  of  <1:2  against  1 or  more  of  the  3 virus 
types.  Eight  of  these  individuals  were  reimmunized  with 
TOPV.  Post-vaccination  titers  were  obtained  at  weeks  1 
and  3 to  determine  whether  primary  or  secondary 
immunity  was  present.  Primary  responses  were  defined  as 
<4-fold  titer  increase  1 week  post-vaccination  with>  4- 
fold  response  at  3 weeks.  Primary  responses  were  found  in 
7 of  8 subjects:  3 had  primary  responses  to  all  3 polio 
antigens;  2 had  primary  responses  to  2 antigen  types;  and 
2 had  primary  responses  to  one  poliovirus  antigen.  These 
revaccination  data  indicate  that  3 of  the  100  youths  lacked 
humoral  memory  to  all  3 types  of  poliovirus  and  7%  to  at 
least  1 of  the  3 types. 


MASS  immunization  over  the  past 
30  years  has  nearly  eradicated 
paralytic  poliomyelitis  in  the 
United  States  (Table  1).  The  majority  of  cases 
in  this  country  are  now  vaccine  related. 
Since  1981,  in  the  USA  there  have  been  no 
documented  cases  of  paralytic  poliomyelitis 
induced  by  wild  type  virus.1  Approximately 
80 r/c  of  the  U.S.  population  has  been  vaccinat- 
ed against  polio,  which  may  be  sufficient  to 
prevent  an  outbreak  of  poliomyelitis.2  In 
contrast,  in  tropical  and  subtropical  countries, 
there  continues  to  be  approximately  400,000 
new  cases  per  year. ; 

There  have  been  three  epidemic  outbreaks, 
accounting  for  41  of  the  225  cases  of  paralytic 
poliomyelitis  in  the  past  15  years  in  the  United 
States.  These  three  outbreaks  were  related  to 
nonimmunized  populations,  two  of  which  were 
religious  sects,  and  one  was  in  a lower 
socioeconomic  group.  Forty-six  percent  of 
cases  in  the  past  15  years  in  the  U.S.  were 
vaccine-associated  (Figure  1).  The  estimated 
risk  of  vaccine-induced  paralytic  poliomyelitis 
is  1 case  per  8.7  million  doses  in  vaccine 
recipients,  1 case  per  5.1  million  doses  for 
vaccine  contacts.4 


Controversy  continues  on  the  immunization 
protocol  for  poliomyelitis.  Both  the  American 
Academy  of  Pediatrics  and  the  Center  for 
Disease  Control  support  the  continued  use  of 
the  trivalent  oral  polio  vaccine  (TOPV),  but 
recently  the  number  of  doses  suggested  by  the 
American  Academy  of  Pediatrics  was  changed 
from  five  to  four.  (The  recommended  schedule 
is  now  doses  at  two  months,  four  months,  18 
months,  and  4-6  years.) 

Very  little  information  is  available  as  to  how 
long  circulating  antibody  persists  in  optimally 
vaccinated  individuals.  Several  studies  have 
examined  a varity  of  populations  for  the 
presence  of  neutralizing  antibody  (IgG)  after 
they  had  received  TOPV.’' I!-  "• 8- 11, 10 

This  study  was  undertaken  to  determine  the 
level  of  humoral  antibody  to  poliovirus  in  a 
rural  teenage  population.  Revaccination  re- 
challenge with  TOPV  was  done  in  those  having 
nondetectable  antibody  tiers  to  determine 
whether  immunologic  memory  was  present. 

TABLE  1 

PARALYTIC  POLIOMYELITIS  CASES  PER  YEAR 
(USA) 


1951-1955  13.5  per  100,000  population 

*1955  Salk  Vaccine  introduced 

1956-1960  2.6  per  100,000  population 

*1961 Sabin  Vaccine  introduced 

1973-1978 4 per  100,000  population 

1980-1981  2.6  per  100,000  population 

1984 1.7  per  100,000  population 


Methods 

One  hundred  teens,  ages  14  through  18, 
were  recruited  randomly  for  this  study  from 
two  rural  Nebraska  communities,  McCook  and 
York.  Health  records  indicated  that  individ- 
uals had  been  immunized  with  TOPV  three  to 
five  times,  the  last  dose  at  least  ten  years  prior 
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FIGURE  1 


Distribution  of  the  225  Cases  of  Paralytic 
Poliomyelitis  in  the  Past  25  Years  in  the  U.S. 


(Statistics  taken  from  Lancet  1984  2:1315-17) 


to  this  study.  Consent  forms  were  obtained 
and  serums  were  drawn  from  each  person. 
Poliovirus  antibody  titers  were  determined  by 
the  microneutralization  test.  Dilutions  of  ser- 
um were  incubated  with  100  TCID50  of  virus 
and  inoculated  into  LLC-MK2  cell  cultures 
which  were  examined  daily  to  determine  the 
presence  or  absence  of  cytopathic  effects.  The 
Reed  and  Muench  method  of  determining  the 
50%  endpoint  was  used  to  determine  TCID50. 
Titers  of  <1:2  were  considered  negative  to  the 
respective  poliovirus  type. 

Individuals  lacking  antibody  were  identified 
and  revaccinated  with  a single  dose  of  TOPC. 
Follow-up  serums  were  obtained  at  one  and 
three  weeks  post-vaccination  from  eight  of 
these  individuals. 

All  three  serum  samples  from  each  subject 

were  run  simultaneously  to  determine  whether 
a primary  or  secondary  immune  response 
occurred.  Responses  were  considered  to  be 
primary  if  titers  showed  no  significant  change 
from  the  original  titer  at  one  week  post- 
vaccination but  were  four-fold  or  more  higher 
at  three  weeks.  If  the  titer  increased  four-fold 
or  greater  at  one  week,  the  response  was 
considered  secondary. 


Results 

In  the  initial  phase  of  this  study,  nine 
percent  of  this  rural  teenage  population  was 
found  to  lack  antibody  to  one  or  more  of  the 
three  poliovirus  types.  Fifty-three  percent  had 
titers  of  >1:2  of  one  or  more  of  the  three  virus 
types.  (Figure  2) 

To  determine  whether  immune  memory 
existed,  eight  of  the  original  100  subjects  who 
had  a polio  antibody  titers  of  > 1:2  were  revac- 
cinated with  TOPV.  Negative  initial  titers  were 
as  follows: 

Type  1 poliovirus  - 5 individuals 
Type  2 poliovirus  - 1 individual 
Type  3 poliovirus  - 4 individuals 

In  these  eight  individuals,  there  were  a total 
of  ten  titers  <1:2  for  the  three  virus  types. 
Eight  of  these  showed  primary  responses  after 
revaccination.  Incidental  findings  in  the  same 
subjects  suggested  six  additional  primary 
responses,  five  of  which  had  original  titers  of 
1:2,  and  one  of  1:4.  (Table  2) 

Discussion 

In  this  rural  study  population,  91%  of  teens 
ten  years  post-vaccination  were  found  to 
exhibit  antibody  to  poliovirus  at  a minimum 
titer  of  1:2  for  all  three  poliovirus  types.  One 
previous  study  found  96%  immunity  at  ten 
years  post-vaccination.10  Other  studies  have 
detected  33%  to  100  % of  sample  populations 
to  have  detectable  antibody  to  poliovir- 
us .'■• K' 7 9 10  Each  of  these  studies  established 

FIGURE  2 

Antibody  Titers  to  the  Three  Poliovirus  Groups 


Antibody  Titers 
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TABLE  2 

ANTIBODY  RESPONSE  OF  REVACCINATED  INDIVIDUALS 


SELECT 

POLIOVIRUS 

INCREASE  IN 

INCREASE 

IN  REPONSE 

COMMENTS: 

NUMBER 

TYPE  HAVING 

TITER  1 WEEK 

TITER  3 WEEKSASSESSMENT 

INITIAL  TITER 

POST-REVAC- 

POST-REVAC- 

0F<1:2 

CINATION 

CINATION 

1) 

PI 

2-FOLD 

>6-FOLD 

PRIMARY 

P2  and  P3  also  showed  pri- 
mary responses  in  this  indi- 
vidual with  initial  titers  of  1:2 
and  1:4;  respectively. 

2) 

P3 

NONE 

4-FOLD 

PRIMARY 

Pi  also  showed  a primary 
response  in  this  individual 
with  an  initial  titer  of  1:2 

3) 

PI 

1-FOLD 

>4-FOLD 

PRIMARY 

4) 

PI 

NONE 

>6-FOLD 

PRIMARY 

P2 

1-FOLD 

4-FOLD 

PRIMARY 

P3 

NONE 

>6-FOLD 

PRIMARY 

5) 

P3 

6-FOLD 

>6-FOLD 

SECONDARY 

6) 

PI 

NONE 

>4-FOLD 

PRIMARY 

P2  and  P3  also  demonstrated 
primary  responses,  with  ini- 
tial titers  each  of  1:2 

7) 

PI 

NONE 

>4-FOLD 

PRIMARY 

P2  also  demonstrated  a 
primary  response,  with  an 
initial  titer  of  1:2. 

8) 

P3 

NONE 

>5-FOLD 

PRIMARY 

immunity 

as  ability  to 

demonstrate  neutral- 

In  a later  study  Mayer  found  that  100%  of  63 

izing  antibody. 

children,  ages  12 

and  13,  demonstrated 

Rosseau,  et  al.,  studied  78  children  in  a 
Columbia,  Missouri  population  8 years  after 
TOPV  administration.  Immunity  was  estab- 
lished as  a titer  of  > 1:8  by  the  serum  micro- 
neutralization technique.  They  found  anti- 
bodies present  in  92%,  99%  and  83%  of  the 
children  for  poliovirus  types  1,  2 and  3, 
respectively."’ 

Much  lower  percentages  were  observed  by 
Rasmussen  and  colleagues,  who  sampled  one 
through  six  year  olds  in  six  low  income  areas  in 
Illinois.  They  also  defined  immunity  at  titers  of 
_>1:8  by  the  serum  microneutralization  tech- 
nique and  found  that  8%  were  negative  to  all 
three  serotypes.  Twenty-seven  percent  were 
immune  to  one  type  only,  32%  to  two  of  the 
three  types,  and  33%  to  all  three  types.(i 

Mayer  and  Balfour  studied  100  nulliparous 
women  ages  21-29  in  suburban  Minneapolis.  A 
titer  of  1:2  by  microneutralization  was  used  to 
determine  immunity;  negative  sera  were  con- 
firmed by  a plaque-reduction  technique.  They 
found  six  women  lacking  antibody  to  one 
poliovirus  serotype.7 


poliovirus  antibody  to  each  of  the  three  types, 
using  the  same  methods  to  determine  immun- 
ity. This  suburban  Minneapolis  population  was 
tested  at  six  to  nine  years  post-vaccination/ 

In  a five  year  post-vaccination  study  of  115 
Alabama  children,  Krugman,  et  al.,  determined 
immunity  in  subsets  receiving  three  versus 
four  doses  of  TOPV.  They  used  plaque 
reduction  to  confirm  negative  (<  1:2)  titers  by 
microneutralization,  as  had  Meyer.  Results  of 
the  three  dose  subset  were  as  follows:  92% 
immune  to  type  1;  98%  to  type  2;  and  84%  to 
type  3.  In  the  four  dose  subset,  98%  were 
immune  to  type  1;  98%  to  type  2;  and  87%  to 
type  3." 

Sanders  followed  45  subjects  before  and 
ten  years  following  TOPV  vaccination.  He 
described  immunity  as  a microneutralization 
titer  >1:4,  at  ten  years  post-vaccination. 
Seventy-five  percent  of  the  subjects  had 
antibody  to  all  three  serotypes.  Ten  individ- 
uals had  antibody  titers  of  <1:4  for  a single 
type,  although  antibody  was  detectable  at  1:2 
in  eight  of  thse  subjects."' 
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These  studies  have  suggested  that  a number 
of  children  lack  detectable  antibody  titers 
against  poliovirus,  but  it  is  uncertain  whether 
these  children  are  truly  non-immune. 

In  this  investigation  the  development  of 
immunity  was  interpreted  on  the  basis  of 
serologic  titer  increases  after  TOPV  revac- 
cination. Primary  versus  secondary  responses 
were  assessed  by  comparison  of  pre-  and  post- 
vaccination titers.  Thus,  it  was  possible  to 
conclude  that  three  percent  of  these  adoles- 
cents had  no  humoral  memory  to  any  of  the 
three  poliovirus  types.  The  most  recent  TOPV 
had  been  received  at  10,  12,  and  16  years  prior 
to  the  study  for  these  three  individuals.  One 
had  been  vaccinated  three  times;  the  other  two 
had  received  four  vaccinations  with  boosters  at 
age  five  years.  One  individual  with  an  initially 
nondetectable  titer  to  poliovirus  type  3 did 
produce  a secondary  immune  response  to  the 
virus. 

More  than  humoral  antibody  titers  are 
involved  in  the  immune  mechanisms  which 
afford  clinical  protection  against  poliovirus. 
Sabin  and  Ogra  have  demonstrated  that 
secretory  antibody  protection  exists  even  when 
IgG  antibody  is  nondetectable.11'  Salk  has 
suggested  that  cross-reactivity  between  types 
1 and  2,  and  2 and  3,  help  afford  protection 
when  individuals  lack  one  (or  two)  poliovirus 
antibody  types.1 1 

This  study  did  not  evaluate  secretory 
immunity,  which  Sabin  suggests  is  present 
even  when  serum  antibody  is  not.1-  Also,  we 
did  not  measure  IgM  antibody  independently, 
which  would  have  been  useful  in  further 
demonstrating  primary  versus  secondary  re- 
sponses. Further,  it  is  impossible  that  more 
individuals  may  have  exhibited  primary  re- 
sponses had  we  chosen  to  revaccinate  those 
with  titers  of  1:2  or  1:4,  since  these  may  also 
reflect  questionable  immune  memory. 

The  best  measure  of  effectiveness  of  any 
vaccine  is  its  ability  to  prevent  clinical 
manifestations  of  its  disease.  In  the  U.S.,  there 
has  been  only  one  vaccine  failure  documented. 
A normal  eleven  year  old  child,  who  had 

received  four  TOPV  doses,  died  of  bulbar 
poliomyelitis  in  1978  due  to  a wild  type  1 
poliovirus.14 

Clinical  efficacy  can  help  in  the  interpreta- 
tion of  serological  findings.  The  1982  polio 


outbreak  in  Taiwan  (type  1 poliovirus)  demon- 
strated vaccine  efficacy  as  follows:  82%,  one 
TOPV  dose,  96%,  two  TOPV  doses;  and  98%, 
three  TOPV  doses.  In  this  outbreak,  a child 
was  80%  more  likely  to  become  a case  if  he  had 
not  had  any  vaccine  than  if  he  had  had  three  or 
more  doses  of  vaccine.1’’ 

This  study  and  similar  studies  are  necessary 
in  surveillance  of  poliomyelitis  immunity.  The 
statistics  available  as  a result  of  the  Taiwan 
outbreak  are  a reminder  that  immunization  of 
this  country’s  total  population  should  be  the 
primary  goal  to  prevent  poliomyelitis.  If  a 
small  percentage  of  vaccinated  individuals  are 
nonimmune,  it  becomes  even  more  important 
that  all  individuals  are  optimally  vaccinated  to 
provide  immunity  in  a population. 
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As  a rule,  and  this  is  no  exception,  when  doc- 
tors, good  fellows,  get  together,  they  smoke  the 
pipe  of  peace,  which  is  all  right,  but  they  have 
rotten  ventilation.  I wish  we  might  have  a 
committee  on  ventilation  who  would  get  some 
ventilation  because  I can  give  you  enough  hot 
air  to  last  you  all  night. 

I want  to  talk  tonight  about  the  treatment  of 
three  phases  of  acute  cardiac  tragedies  : 

First,  Angina  Pectoris. 

Second,  Coronary  infarct  or  thrombosis 

Third,  Cardiac  dilatation. 

ANGINA  PECTORIS 

Angina  pectoris  and  coronary  thrombosis  oc- 
cur most  commonly  in  males,  though  it  affects, 
men  or  women  of  the  higher  walks  of  life.  From 
our  own  ranks  we  pay  a terrible  toll  to  the  Grim 
Reaper  because  of  the  tragedies  that  occur 
through,  these  two  affections  in  decimating  the 
ranks  of  the  medical  profession. 

Sudden  death  occurring  in  men  and  some- 
times in  women  under  the  age  of  45,  who  did 
not  give  a history  of  acute  rheumatism,  chorea 
or  follicular  tonsillitis,  whether  or  not  the  Was- 
sermann  was  positive,  suggests  the  cold  fact  that 
those  people  pay  that  penalty  because  they  had 
syphilis.  That  is  a statement  we  have  to  make 
and  have  to  confess  it  as  a fact. 

Why  is  heart  disease  so  frequent  and  on  so 
much  of  an  increase?  Perhaps  because  of 
affluence  that  comes  to  us ; perhaps  because  of 
laziness  accompanying  automobile  riding;  be- 
cause of  the  luxuries  of  life  which  are  making 
us  devotees  of  Bacchus  if  not  of  Venus.  Why 
is  heart  disease  increasing  among  professional 
men?  It  is  not  because  syphilis  is  on  the  in- 
crease ; but  is  it  not  because  vou  and  I as  medical 
men  are  doing  something  we  had  not  been  doing 
before? 

In  the  first  place  think  of  the  life  of  ease  we 
are  leading,  comparatively  speaking.  In  driving 
automobiles,  we  are  all  proud  to  have  the  cadu- 
ceus  on  our  wheel,  because  the  cop  looks  after 
us  as  we  speed,  with  a sort  of,  “Well,  you  know 
Doc.”  and  lets  us  go.  We  trespass  on  our 
rights,  but  we  pay  the  freight  just  the  same.  We 
are  given  to  over-eating,  in  these  days  of  feast- 


ing, and  I wouldn’t  detract  at  all  from  the  op- 
portunity and  the  occasion  for  feasting  and  fel- 
lowship, because  the  doctor  of  former  years  had 
to  live  too  much  alone  and  as  a recluse.  The 
doctor  who  drove  hour  after  hour  in  a carriage 
usually  lived  in  a little  world  of  his  own ; he 
was  not  able  to  come  in  contact  with  his  fellow 
practitioner,  yet  he  developed  a wonderful  char- 
acter and  was  and  is  the  great  man  in  medicine. 
I want  to  pay  my  tribute  to  the  man  in  the 
country,  and  I want  to  tell  you  not  to  call  him 
a “country  doctor”  any  more  or  I will  challenge 
you  to  something.  I want  you  to  think  of  him 
as  the  “doctor  in  the  country.”  The  ordinary 
idea  is  that  the  country  doctor  is  a back  number 
and  all  that,  but  he  was  taught  in  the  same  class 
you  were,  and  has  had  to  fight  a good  many  more 
fights  than  you.  The  doctor  in  the  country  is 
the  nobler  man  because  he  works  against  all  odds 
and  wins  his  victory.  In  the  city  we  say,  “send 
a sick  man  to  the  hospital” ; we  say,  “get  a con- 
sultant,” wc  say,  “we  will  go  off  on  a hunting 
trip.”  or  wc  go  on  the  golf  links — if  anything  is 
needed,  call  another  doctor — we  pass  the  buck, 
but  the  doctor  in  the  country  has  to  stick  and  he 
wins  in  the  fight  against  the  Grim  Reaper.  I 
pay  sincere  tribute  to  the  doctor  in  the  country; 
he  is  my  co-equal,  my  associate,  and  I respect 
him. 

A little  thought  here  as  to  over-eating,  because 
it  leads  to  coronary  thrombosis  in  particular.  Lack 
of  exercise,  because  of  automobiling  and  the  con- 
venience and  luxuries  of  life,  make  us  an  indolent 
profession  insofar  as  physical  activities  are  con- 
cerned. We  overeat,  we  undersleep,  we  are 
under  mental  strain,  we  are  doing  more  work 
than  former  generations  before  us,  and  we  are 
paying*  the  penalty  because  we  are  wearing  out 
through  our  nervous  mechanism  by  reason  of 
this  overwork.  I am  convinced  that  this  combin- 
ation has  to  do  with  the  frequency  of  cardiac 
affections  in  the  higher  walks  of  life.  We  em- 
phasize the  professions  for  they  include  the  doc- 
tor, the  lawyer,  the  banker,  the  teacher;  all  of 
the  men  in  the  higher  walks  of  life  seem  predis- 
posed to  cardiac  thrombosis,  independent  of 
syphilitic  taint. 
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The  pathology  of  angina  pectoris  is  not  defin- 
itely understood  nor  definitely  known  inasmuch 
as  we  can  take  a hundred  cases  and  cannot  say 
that  the  pathology  is  going  to  be  so  and  so.  There 
are  cases  which  come  to  autopsy  because  of  other 
terminal  causes  and  there  we  may  find  a good 
deal  of  pathology  in  the  aorta  or  coronary  artery, 
,so  we  do  not  know  definitely  the  exact  pathology; 
therefore,  we  may  only  surmise  and  suggest  that 
there  is  no  permanent  pathology  in  angina  pec- 
toris but  state  that  it  is  a functional  disturbance 
that  seems  to  run  true  to  rule  because  angina 
pectoris  is  angina  pectoris  whether  or  not  we 
find  definite  pathology  at  autopsy. 

Angina  pectoris  means  a breast  spasm ; it  is  a 
terrible  spasm,  it  comes  on  suddenly  and  gives 
the  fear  of  death.  It  is  brief,  it  is  transitory,  it 
recurs.  There  is  not  much  change  in  blood  pres- 
sure. The  first  attack  may  be  the  only  one;  on 
the  other  hand,  jt  may  return  many,  many  times, 
may  recur  at  very  frequent  intervals  or  may  be 
long  spread  out  over  years  but  its  making  is  still 
there. 

The  therapeutic  test  in  angina  pectoris  is  the 
administration  of  nitroglycerin.  Angina  pec- 
toris will  respond  to  the  therapeutic  treatment  of 
nitroglycerin.  We  mention  nitroglycerin  to  re- 
present the  group  of  nitrites.  If  you  prescribe 
an  ampule  of  amyl  nitrite  and  instruct  the  pa- 
tient or  the  nurse  to  crush  it  in  gauze  or  a hand- 
kerchief, the  patient  will  inhale  the  fumes  and 
derive  benefit,  but  if  in  a hospital  or  home  the 
vapor  or  the  odor,  the  physiological  action  of  the 
amyl  nitrite  will  affect  the  others  in  the  house 
and  sometimes  cause  a headache.  The  odor  is 
unpleasant.  Nitroglycerin  is  the  drug  of  choice, 
therefore.  Why?  Because  a tablet  of  nitro- 
glycerin is  accessible,  easily  carried,  and  is  al- 
ways fairly  constant  in  its  strength  and  can  be 
used  very  easily.  One  who  has  had  angina  pec- 
toris should  always  carry  nitroglycerin.  He 
should  be  supplied  with  a small  vial,  with  cotton 
in  the  base  and  cotton  on  top,  with  only  a few 
tablets  at  a time,  so  as  to  preserve  their  strength. 
When  the  patient  feels  the  imminence  of  an  at- 
tack or  gives  the  history  of  developing  an  attack 
after  certain  exertion,  he  should  take  the  nitro- 
glycerin before  the  attack  develops. 

Now  in  the  administration  of  nitroglycerin.  A 
tablet  placed  under  the  tongue  and  crushed  by 
moving  the  tongue  to  and  fro  in  tUe  mouth  will 
very  easily  dissolve  this  very  soluble  nitro- 
glycerin tablet.  The  nerve  stimulation  from 
the  anterior  portion  of  the  tongue  is  Carried 
quickly  to  the  medulla,  reflex  action  is  soon 
established  and  the  spasm  is  quickly  relieved. 
Try  this  on  a patient  or  if  you  want  to  dabble  in 
physiological  study,  try  it  on  yourself  by  taking 


a small  dose;  it  won’t  hurt  you  to  take  a tablet, 
1-200  grain,  put  it  under  the  tongue  and  with 
your  eye  on  your  watch  see  how  soon  you  get 
the  response. 

This  is  the  thing  we  ought  to  do  in  providing 
for  the  patient  who  has  had  one  attack  and  who 
lives  day  by  day  and  day  after  day  in  fear  of 
that  which  we  know  will  recur,  ready  to  strike 
him  sooner  or  later.  One  of  my  old  students 
lived  for  four  years  with  that  grim  future  before 
him,  knowing  that  inevitably  it  was  going  to 
occur.  For  four  years  he  kissed  his  wife  and 
four  children  goodby  every'  morning  and  finally 
the  end  came.  He  sat  in  his  office  downtown 
one  night;  he  leaned  his  head  over;  the  phone 
rang  and  wasn’t  answered ; the  lady  looked  in 
and  he  was  gone ; but  lie  played  that  game  with 
death  for  four  years.  To  my  mind  he  is  as 
one  of  our  great  noble  brethren  whom  we  delight 
to  call  “Knight  Unafraid.”  We  all  have  to  face 
death,  but  this  man’s  life  was  an  inspiration  to 
me  and  I bear  him  in  tender  reverence. 

Now  as  to  nitroglycerin : the  patient  just  as 
soon  as  he  feels  an  attack  is  imminent  should 
immediately  have  recourse  to  the  tablet,  grain 
1-100,  put  under  his  tongue  and  repeat  every 
ten  minutes.  Some  patients  will  tell  us  if  they 
walk  after  meals  or  when  the  wind  is  strong 
they  will  get  an  attack  of  angina.  Those  people 
can  anticipate  and  ward  off  or  ameliorate  an 
attack  by  putting  a tablet  under  the  tongue  be- 
fore they  go  out.  Of  course,  the  better  way  is 
to  wait  longer  after  meals  or  to  not  walk  in  the 
wind.  These  patients  soon  become  accustomed 
to  this  technique  and  it  is  second  nature  to  them. 
Every  time  a patient  of  this  type  comes  to  my 
office  he  is  put  through  a drill:  “Tablet?”  He 
puts  his  finger  in  his  pocket  and  produces  a vial ; 
if  he  does  not,  he  gets  the  same  salutation  as  a 
medical  student  without  his  stethoscope. 

Angina  spasms  are  brief,  transitory,  they  dis- 
appear and  reappear  irregularly.  That  is  the 
history  of  angina.  The  blood  pressure  is  not 
altered,  the  pulse  is  not  accelerated. 

Today  we  are  raising  our  medical  students  on 
predigested  stuff;  a boy  must  have  an  education — 
high  school,  college,  premedic  — but  we  all  try 
to  keep  him  away  from  contact  with  the  real  peo- 
ple he  is  going  to  meet  later  on ; we  prevent  his 
development  of  appreciation  of  human  nature  by 
giving  him  predigested  stuff  all  the  time.  We 
feel  that  medical  students  of  today  suffer  by  lack 
of  contact  with  the  old  preceptor.  I think  I am 
talking  to  some  gentlemen  in  this  meeting  tonight 
who  had  to  do  with  the  making  of  young  men  of 
today  who  are  proud  monuments  to  the  preceptor- 
ial system  of  twenty  years  ago.  Many  students 
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and  interns  lack  in  appreciation  of  advice  given 
by  their  elders,  but  let  them  get  out  and  practice 
a little  while  and  when  they  want  help  will  be 
glad  to  send  for  that  old  fellow.  An  pld  teacher, 
Morlcy,  used  to  teach  obstetrics,  at  Jefferson 
Medical  College  — Morley  would  say,  “All  right, 
gentlemen,  you  may  go  to  sleep  and  not  pay  any 
attention  ; it  is  all  right.  A few  years  hence  you 
will  be  out  on  the  plains  of  Iowa  and  you  will 
have  a woman  in  some  terrible  complication  of 
obstetrics  and  then  you  will  pray  to  God,  ‘Oh,  how 
I wish  Morley  was  here!’,  but  Morley  will  be  in 
heaven  and  you  ought  to  be  in  hell.”  I enjoyed 
Morley. 

CORONARY  THROMBOSIS 

Of  coronary  thrombosis  we  have  learned  much 
in  the  past  few  years.  Herrick,  of  Chicago,  has 
done  some  fine  work  along  this  line;  Libman, 
of  New  York,  MacKenzie,  White  and  your  own 
Crummer,  have  all  made  valuable  contributions. 

What  are  some  of  the  conditions?  Again  the 
picture,  a middle  aged  male,  overweight,  a good 
feeder,  not  much  on  exercise,  good  fellowship,  a 
party,  late  hours,  rotten  ventilation,  smoking  and 
the  like.  lie  is  not  put  on  bread  and  water  — I 
believe  that  is  a fashionable  diet  out  here — then 
he  goes  home  in  a taxi  or  rings  for  the  car — no 
exercise,  usually  smokes  in  the  sedan,  doesn’t 
even  have  the  open  car  anymore,  smokes  in  there 
and  breathes  that  vitiated  atmosphere.  He  goes 
to  bed  with  little  or  no  ventilation  in  his  room. 
In  an  hour  or  so  the  folks  are  awakened  be- 
cause the  man  is  taken  with  a serious  pain,  lie 
has  indulged  heavily  in  protein  foods,  topped  off 
with  carbohydrates.  That  is  the  trouble  and  one 
of  the  things  I want  to  put  over  to  you  tonight, 
is  to  do  not  make  a diagnosis  of  acute  indiges- 
tion until  or  unless  you  know  your  business. 
Acute  indigestion,  so-called,  occurring  in  a man 
of  middle  age  with  the  setting  given  you  is  not 
acute  indigestion,  it  is  something  more.  What 
are  some  of  those  symptoms?  They  are  about  as 
follows:  A terribly  full  feeling  in  the  epigastrium, 
eructation  of  gas,  frequently  of  unpleasant  odor, 
and  with  a desire  to  vomit.  Sometimes  vomiting 
relieves  the  patient.  Constipation  that  had  been 
present  is  more  pronounced,  the  patient  relieving 
himself  by  passing  flatus.  Likewise  he  evi- 
dences some  relief  from  pressure  after  an  enema 
empties  the  lower  bowel  or  some  relief  of  pressure 
by  washing  out  the  stomach  but  still  has  the  ap- 
pearance of  acute  indigestion.  This  man  is 
taken  with  what  you  will  recognize  as  being  a 
more  severe  symptom-complex  than  in  an  ordin- 
ary case  of  indigestion. 

A person  ill  from  faulty  diet,  from  tainted 
food  or  what  not,  will  be  miserable  ; he  will  have 
distress,  will  drink  water  frequently  but  is  al- 


ways able  to  help  himself.  Usually,  after  taking 
salts  or  an  enema  he  will  in  the  course  of  a few 
hours  be  able  to  walk  around,  though  he  should 
rest. 

But  what  is  the  background  here?  The  man 
has  a background  which  you  at  once  recognize 
as  shock  or  collapse.  What  is  the  picture?  This 
man,  with  symptoms  of  so-called  acute  indiges- 
tion is  pale  and  cold,  bathed  in  clammy  sweat, 
very  restless,  has  an  agonizing  pain  coming 
down  to  the  breast  bone,-  a terrible  facial  expres- 
sion of  pain,  there  is  fullness  of  the  epigastrium 
and  later  there  may  be  entire  distention  of  the 
upper  abdomen.  That  man  is  in  shock ; that 
man  is  in  collapse — you  can  use  the  terms  inter- 
changeably. 

The  picture,  therefore,  is  entirely  different 
from  that  of  an  attack  of  acute  indigestion,  and 
here  is  where  we  sometimes  make  mistakes,  I 
regret  to  state.  We  make  the  mistake  of  think- 
ing it  is  only  acute  indigestion,  or  the  family 
may  make  a mistake.  They  may  get  aromatic 
ammonia  or  soda  or  digestive  tablets  or  give  an 
enema  or  simple  treatments  for  the  relief  of 
acute  indigestion,  but  all  the  time  he  has  terrible 
pain.  This  pain  persists  regardless  of  what- 
ever else  is  done  so  far  as  ordinary  remedial 
measures  which  should  have  furnished  relief  if 
it  were  only  an  acute  indigestion.  The  pain  per- 
sists, the  family  sends  for  the  doctor,  and  the 
doctor  asks  for  counsel,  gets  a surgeon  and  the 
surgeon  thinks  it  is  gall-bladder  infection  or  he 
may  think  of  acute  pancreatitis.  In  any  event 
it  is  suspected  as  being  some  acute  abdominal 
affection  and  the  man  is  opened.  They  find 
nothing  at  all  or  they  may  find  gall-bladder  dis- 
ease with  stones,  and  attempt  may  be  made  to 
remove  the  gall-bladder.  The  operation  is  a 
success  but  the  patient  dies  of  acute  indigestion. 
I can  illustrate  by  a case: 

A patient  74  years  old,  in  apparent  good  health; 
subject  to  chronic  indigestion  that  accompanies  gall- 
bladder infection:  had  been  shopping  one  day  and 
went  home  in  a closed  car.  As  soon  as  she  got  in 
the  housa  she  was  taken  with  so-called  acute  indi- 
gestion. It  was  different  from  previous  indigestion 
attacks  she  had  had  accompanying  gall-bladder  colic 
and  was  so  recognized  by  her  physician.  That  woman 
persistently  for  four  days  resisted  all  efforts  at  re- 
lief that  had  previously  succeeded  in  quickly  reliev- 
ing her.  She  declined  operation.  At  the  end  of  the 
fourth  day  she  died  and  the  doctor  asked  for  an 
autopsy.  He  was  suspicions.  The  gall-bladder  was 
the  best  illustration  of  a calcareous  gall-bladder  I 
have  ever  seen.  The  shape  of  it  was  like  a gourd. 
Above,  in  the  cystic  duct,  was  one  stone.  The  doc- 
tor presented  this  specimen  and  I asked  “How  about 
the  heart?"  He  reached  back  and  pulled  out  a cor- 
onary thrombus  two  Inches  long.  The  woman  had 
gall-bladder  trouble,  true,  she  had  so-called  indi- 
gestion, true,  but  she  had  a different  symptom  com- 
plex — that  is  why  he  wanted  an  autopsy  to  get  the 
coronary  thrombus  that  he  knew  was  there. 
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I have  in  my  office  many  newspaper  clippings 
which  I have  pasted  on  sheets — Dr.  A.  died  of 
acute  indigestion — scores  of  doctors  and  busi- 
ness men — but  is  was  not  acute  indigestion,  the 
condition  was  coronary  thrombosis. 

What  is  the  clinical  picture?  Temperature  is 
quite  subnormal,  the  patient  very  cold  and 
clammy,  the  pulse  is  always  much  changed  from 
that  which  had  been  the  patient’s  previous  con- 
dition. It  may  be  very  rapid,  it  may  be  very 
slow,  it  is  always  irregular  with  regard  to  time 
and  to  force  and  usually  the  blood  pressure 
shows  a sharp  drop.  The  importance  of  the 
blood  pressure  reading  should  be  emphasized 
and  followed  closely  in  these  cases  of  coronary 
thrombosis,  taking  blood  pressure  readings  from 
day  to  day.  If  the  blood  pressure  rises  then 
the  patient  is  winning  his  battle  with  the  throm- 
bus that  leaves  an  infarct  but  if  the  blood  pres- 
sure remains  very  low  and  if  the  temperature  re- 
mains subnormal  we  have  the  same  picture  of 
collapse  as  the  surgeon  sees  in  post-operative 
cases  when  his  patient  is  in  collapse.  He  watches 
the  pulse!  If  the  plood  pressure  rises  he  feels 
the  man  is  battling  on  the  favorable  side,  but  if 
low  blood  pressure  persists  and  the  pulse  rate 
does  not  change  he  knows  the  prognosis  is  fatal. 
The  leucocyte  count  increases  within  an  hour  or 
so  after  collapse  comes  on  and  it  is  this  leucocy- 
tosis  that  causes  frequent  surgical  mistakes.  If 
the  patient  is  taken  with  that  train  of  symptoms 
the  surgeon  thinks  he  is  dealing  with  an  acute 
abdominal  condition,  orders  him  to  the  hospital 
and  finds  a leucocyte  count  of  twenty  to  twenty- 
five  thousand.  He  opens  the  abdomen  and  fails 
to  locate  pathology  below  the  diaphragm. 

Mistakes  occur  in  acute  cardiac  tragedies  in 
just  the  same  frequency  perhaps  as  formerly  oc- 
curred before  we  understood  the  reflexes  be- 
tween the  10th,  11th  and  12th  dorsal  nerves  and 
the  right  iliac  fossa.  Many  patients  suggest 
acute  appendicitis  but  in  reality  have  pneumonia. 

The  mistake  of  operating  for  acute  indiges- 
tion still  is  being  made  by  surgeons  and  they 
should  heed  the  warning  to  stop,  look  and  listen, 
and  get  their  physical  signs  complet?  before  re- 
sorting to  operation. 

An  infarct  so  far  as  physiology  is  concerned, 
no  matter  where  it  develops — after  the  block  has 
taken  place,  after  the  collateral  circulation  is 
established  if  it  can  be  established — requires  at 
least  two  weeks  after  the  onset  for  healing  to 
take  place.  At  autopsy  these  infarcts  are  quite 
readily  recognizable  and  pathologists  are  now 
paying  more  attention  to  this  phase  of  cardiac 
study  than  they  did.  This  gives  a clue  to  how 
long  we  must  keep  the  patient  under  absolute 


fixation  of  body  and  mind,  in  bed  at  absolute 
rest  until  nature  works  her  regeneration,  then 
returning  only  cautiously  and  slowly  to  permit- 
ting any  activity  at  all. 

The  treatment  of  acute  coronary  thrombosis 
is  morphine,  morphine,  morphine  and  morphine 
repeatedly  until  you  get  results.  The  ordinary 
dose  of  a quarter  grain  of  morphine  should  be 
tried  first  but  if  you  do  not  secure  remission  and 
the  patient  does  not  overcome  his  shock  then 
repetition  of  a quarter  grain  more,  with  atropin, 
so  as  to  control  the  leaking  circulation  that  is 
present.  Morphine  in  sufficient  doses  must  be 
used  to  control  the  pain.  The  terrific  pain  and 
the  mental  anguish  are  enough  to  kill  the  patient 
so  he  must  have  this  drug  in  sufficient  dosage 
and  immediately.  Do  not  waste  time  on  sodium 
bicarbonate,  aromatic  ammonia  and  the  like,  but 
treat  the  patient  at  once  with  warm  applications 
to  the  body  and  mustard  plasters  locally  for 
counter-irritation.  We  have  in  recent  years  no- 
ticed the  benefit  that  comes  from  leeching  and 
cupping  over  the  precordium  in  cardiac  throm- 
bosis. This  may  also  be  used  in  pericarditis 
that  accompanies  pneumonia.  We  have  found 
that  some  patients  responded  very  rapidly  to  the 
use  of  leeches,  two  on  each  side  of  the  sternum. 
The  patient  must  not  be  allowed  to  make  any 
mental  effort  but  is  put  at  absolute  rest.  Wait 
on  him  hand  and  foot,  even  to  fingers,  don’t  let 
him  move,  for  death  frequently  docs  occur  be- 
cause of  tremendous  lowering  of  the  blood  pres- 
sure with  cerebral  anemia  and  syncope.  If 
tympanites  persists  give  him  a hypodermic  in- 
jection of  1 cc.  pituitrin  of  obsterical  strength, 
then  pass  the  rectal  tube,  if  the  patient  can  re- 
s|>ond.  Therapeutic  response  by  a patient  to  any 
treatment  always  presupposes  the  ability  of  the 
patient  to  respond.  If  the  patient  does  not  have 
the  inherent  force  in  him  to  respond  to  any 
stimulus  then  he  is  not  going  to  respond  and  he 
is  going  to  die,  so  in  these  cases  if  the  patient 
can  respond  he  will  show  improvement. 

The  man  or  woman  who  has  suffered  cardiac 
infarct  or  thrombosis  has  suffered  a permanent 
injury.  He  may  recover  from  the  urgency  of 
the  attack  and  we  occasionally  do  find  instances 
where  the  patient  has  recovered  but  most  of 
them  die  and  even  when  they  do  recover  they 
ar^  handicapped  for  life. 

I If  the  patient  had  had  previous  cardiac  dis- 
ease and  persistent  toxemia  the  myocardium  \Vill 
have  suffered  destruction  of  at  least  some  mus- 
cle fibers.  If  he  has  nothing  to  build  on  for 
recovery  then  the  downward  course  will  be  pro- 
gressive and  steady,  covering  weeks  or  months. 
If,  however,  he  has  fair  integrity  of  muscle  pow- 
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er  then  life  may  be  prolonged  indefinitely. 

I saw  a patient  pn  Labor  Day,  a year  ago,  six- 
teen hours  after  an  attack.  He  was  still  having 
the  pain  and  was  still  in  collapse,  but  the  read- 
ings showed  a little  increase  in  blood  pressure. 
He  recovered  after  being  in  collapse  24  hours, 
but  he  died  11  months  after  from  gradual  car- 
diac weakening  and  dropsy. 

MYOCARDIAL  DILATATION 

Now,  we  desire  to  talk  about  dilatation  of  the 
heart.  We  still  grant  that  in  some  cases  of 
death  the  heart  stops  in  systole  but  the  heart 
stops  in  diastole  in  the  majority  of  cases  of 
myocardial  dilatation.  Here  we  are  dealing 
with  some  factor  entering  into  the  case  that 
causes  dilatation  of  the  myocardium  as  a muscle. 
The  normal  heart  does  not  undergo  complete  di- 
latation without  having  power  to  come  back;  the 
degenerated  heart  has  a greater  tendency  to  di- 
late without  greater  power  to  contract.  The 
best  instance  I can  cite  here  is  that  of  mitral  re- 
gurgitation wherein  the  heart  dilates  as  the  ven- 
tricle fails.  When  the  young  heart  has  power  to 
be  restored  to  compensation  under  rest  and  digi- 
talis it  will  react  to  treatment  and  compensation 
will  be  reestablished.  You  will  recall  instances 
where  the  patient  had  mitral  decompensation, 
then  restored ; a second  failure,  perhaps  respond- 
ing not  so  quickly  or  so  roundly  or  so  fully  and 
this  cycle  repeated  three  or  four  times.  There 
are  records  of  even  five  decompensations  and 
yet  compensation  can  always  be  restored  just  so 
long  as  the  heart  muscle  retains  its  power  to  take 
on  further  hypertrophy. 

Acute  myocardial  dilatation  is  the  thought  I 
have  in  mind  just  now.  There  are  certain  con- 
ditions that  favor  acute  myocardial  dilatation, 
one  of  them  being  the  strain  on  the  right  ven- 
tricle in  lobar  pneumonia ; another  hypertrophy 
of  the  heart  in  mitral  disease  and  in  chronic  in- 
terstitial nephritis. 

Again  the  picture  recurs,  men  or  women  of 
60  or  G5  years  of  age,  taken  with  a sudden  at- 
tack. There  is  fullness  of  the  chest,  there  is  a 
cough,  there  is  restlessness,  there  is  orthopnea 
and  soon  the  appearance  of  a frothy  salmon-pink 
expectoration.  This  is  a case  of  acute  myocar- 
dial dilatation.  It  occurs  frequently  in  those  who 
had  been  subjects  of  chronic  arterial  hyperten- 
sion, as  in  Bright’s  disease.  An  acute  attack  may 
be  induced  by  running  for  a car,  walking  against 
a heavy  wind,  changing  automobile  tires,  run- 
ning lawn  mowers,  and  the  like,  some  extra  mus- 
cular strain  when  they  undergo  this  physical 
exertion  and  through  vasomotor  paresis  diastole 
is  exaggerated.  Again  because  of  sympathetic 
nerve  depression  they  suffer  from  shock  but  this 


is  not  so  terrible  as  in  cardiac  thrombosis.  These 
people  will  again  respond  to  that  which  must  be 
given,  morphine,  tempered  with  atropine,  so  as 
to  dry  up  the  lungs  by  reason  of  venous  stasis. 
Digitalis  in  full  dosage  is  indicated,  starting  with 
one  large  dose  in  order  to  get  the  patient  under 
its  effects  as  soon  as  you  can.  Needless  to  say 
he  is  in  bed.  Here  again  patients  will  respond 
if  they  have  enough  muscle  power  left  to  regen- 
erale  and  work  upon.  If  they  do  not  possess 
power  I hey  will  slay  in  collapse  and  die  of 
pulmonary  edema. 

The  patient  with  coronary  thrombosis  docs  not 
have  pulmonary  edema.  It  appears  later  on,  after 
the  heart  weakens.  He  does  not  have  the  great 
pulmonary  edema  such  as  occurs  in  acute  myo- 
cardial dilatation.  He  is  dead  before  that  takes 
place. 

One  of  the  students  has  kindly  come  over  to- 
night so  I niay  outline  on  him  some  of  the 
points  I desire  to  stress. 

Angina  pectoris  is  usually  distributed  over  the 
arch  of  the  aorta  and  here  (indicating  on  the 
student’s  chest)  is  where  your  patient  will  tell 
you  his  pain  is  in  angina,  chiefly  in  this  area  here 
(indicating)  gripping  as  in  a vice,  sometimes  ex- 
tending to  the  left,  sometimes  to  the  right,  but 
they  are  always  free  down  here  (ensiform)  — 
that  is  angina  pectoris,  and  responds  to  nitro- 
glycerin. 

Then  here,  down  to  the  ensiform.  not  in  the 
gall-bladder,  not  in  the  pancreas,  but  the  pain  in 
here  (near  ensiform),  that  agonizing  pain  the 
patient  has  is  terrible  and  is  due  to  ischemia. 
Some  of  you  have  seen  cases  of  gangrene  of  the 
leg  resulting  from  the  breaking  off  of  an  athero- 
matous plaque  that  lodged  in  the  tibial  artery  and 
you  will  remember  the  terrible  cry  of  the  pa- 
tient from  the  awful  pain.  The  patient  has  this 
terrible*  pain  because  of  ischemia.  Nature  re- 
quires blood  for  perfect  maintenance  of  all  our 
functions  ; when  the  blood  supply  is  suddenly  shut 
off  the  nerves  cry  out;  the  cry  is  terrible  and  it 
is  imperative.  That  is  why  the  patient  has  pain 
in  infarct.  It  is  not  the  pain  of  a gall-bladder 
colic,  it  is  not  the  pain  of  a perforating  ulcer, 
nor  pain  of  acute  renal  twist,  but  it  is  the  pain 
here  (at  ensiform)  the  pain,  the  pain,  the  pain, 
and  when  you  go  back  in  your  memories  to  some 
of  those  cases  you  have  had  your  ears  will  ring 
with  the  memory  of  what  you  heard,  therefore, 
I want  you  to  recognize  the  fact  that  it  is  not 
acute  indigestion  but  is  acute  cardiac  thrombosis 
and  the  patient  needs  help  at  once. 

In  acute  cardiac  dilatation  the  heart  is  in  the 
left  nipple  line,  the  right  border  just  a little  to 
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the  right  of  the  sternum.  If  hypertrophied  to 
start  with,  the  left  border  may  be  out  to  the  left 
anterior  axillary  line.  Because  of  the  pressure 
on  the  serous  membrane  and  distention  of  the 
cardiac  capsule  the  pain  will  locate  itself  near 
the  outer  border  of  the  heart.  This  is  a sore 
pain  from  pressure,  a bruised  pain,  a stretching 
pain  and  he  will  complain  of  a heaviness  here 
(indicating).  If  of  the  right  ventricle  he  will 
have  pain  here  (indicating)  but  that  again  is  a 
diffused  pain,  on  either  side  of  the  sternum,  not 


the  sharp,  agonizing  pain  that  belongs  to  cardiac 
thrombosis. 

That  is  my  message.  It  is  easy  to  discrimin- 
ate, easy  to  treat  if  your  diagnosis  is  correct : 
This  (upper  sterum)  nitroglycerin:  this  (ensi- 
form)  morphine,  q.  s. ; q.  s.  This  (lateral  sides 
of  heart)  for  morphine  and  digitalis.  The  furth- 
er prognosis  is  dependent  upon  the  amount  of 
regeneration  that  the  patient  possesses.  Nitro- 
glycerin in  order  to  maintain  the  equality  of  the 
peripheral  tonus,  digitalis  in  order  to  control  the 
myocardial,  leakage. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Avascular  Necrosis  of  Bone 

JOE  STAVAS,  M.D. 


CASE  OF  THE  MONTH:  The  patient  at  high  risk  for 
skeletal  avascular  necrosis  with  new  joint  or  bone  pain. 


CLINICAL  HISTORY:  Two  patients;  24  year  old  black 
male  with  sickle  cell  anemia  and  knee  pain  and  40  year  old 
female  with  systemic  lupus  on  steroids  with  new  hip  pain. 


ILLUSTRATIONS: 


FIGURE  1:  A and  B.  First  patient  with  sickle  cell 
disease  and  knee  pain. 

A.  Left  knee  film  is  normal. 

B.  MRI  showing  loss  of  marrow  signal  in  left 
subchondral  femur  and  tibial  metaphysis.  Typical 
MRI  findings  in  AVN  and  infarction  respectively. 
Right  knee  is  normal  with  bright  (white)  marrow 
signal  characteristics. 


FIGURE  2:  A and  B.  Patient  with  SLE  on 
steroids  and  hip  pain. 

A.  Right  hip  with  sclerosis  and  femoral  head 
flattening. 

B.  MRI  showing  classic  subchondral  marrow  signal 
loss.  (Arrows)  Note  excellent  soft  tissue  contrast  in 
the  coronal  plane.  Left  hip  is  normal  for  comparison, 
with  usual  notched  appearance  of  the  Fovea  (open 
arrow). 
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FIGURE  1 B 


FIGURE  2 B 
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COMMENTS: 

AVASCULAR  necrosis  and  bone 
infarction  are  forms  of  osteo- 
■ necrosis  which  is  simply  is- 
chemic bone  death.  Avascular  necrosis  (AVN) 
refers  to  bone  death  in  the  epiphyseal  or 
subchondral  regions  whereas  bone  infarction  is 
applied  to  the  metaphysis  and  diaphysis. 

General  disease  categories  causing  AVN  are 
infiltrative  lesions,  thrombotic  events,  trauma, 
and  conditions  that  weaken  vessel  walls. 
Familiar  clinical  situations  that  the  practicing 
physician  encounters  are  associated  with  ster- 
oid use,  alcoholism,  collagen  vascular  diseases, 
radiation  treatment,  trauma,  and  sickle  cell 
disease.  Less  common  causes  are  Gaucher’s 
disease  (marrow  infiltration),  scuba  divers 
(bends)  and  pancreatitis. 

Four  imaging  modalities  for  AVN  diagnosis 
are  plain  films,  radionuclide  bone  scan,  com- 
puted tomography  (CT),  and  recently,  mag- 
netic resonance  imaging  (MRI).  Skeletal  x-rays 
are  the  least  expensive  and  should  be  the  first 
exam  ordered  in  a patient  with  suspected  AVN 
and  new  joint  or  bone  pain. 

Typical  x-ray  findings  include  demineraliza- 
tion, flattening  and/or  sclerosis  of  the  joint 
surfaces  with  subchondral  lucencies  and  bony 
sequestra  or  sclerosis  in  the  metaphysis- 
diaphysis.  Except  for  demineralization,  these 
findings  unforunately  denote  longstanding  is- 
chemic changes  in  patients  that  are  often 
exempt  from  marrow  core  decompression.  CT 
will  show  similar  findings  in  an  axial  plane  and 
may  detect  earlier  disease  (primarily  deminer- 
alization) than  plain  films.  Bone  scans  reveal 
nonuniform  uptake  or  photon  deficient  areas, 
findings  that  are  sometimes  difficult  to  inter- 
pret and  dependent  on  equipment. 

MRI,  the  latest  but  most  expensive  imaging 
modality,  is  well  suited  for  AVN  evaluation  due 
to  its  sensitive  ability  to  detect  marrow 
abnormalities.  Basically,  MRI  images  the 
hydrogen  nucleus  (i.e.  proton)  and  is  ideal  for 
heavy  water  containing  organs  such  as  brain  or 
fat  containing  structures  (remember  those  long 
C-H  fatty  chains  in  organic  chemistry?)  such  as 
bone  marrow. 

Pathologically,  osteonecrosis  initially  af- 
fects the  bone  marrow  causing  sinus  con- 
gestion and  ends  with  bone  death  and  granu- 


lation tissue.  MRI  can  stage  osteonecrosis  in 
the  humeral  and  femoral  heads  and  knees 
(Ficat  and  Arlet  stages)  earlier  than  the  other 
three  imaging  modalities  and  is  becoming  more 
popular  in  large  medical  centers  where  high 
risk  patients,  such  as  transplant  recipients,  are 
treated.  Early  detection  and  accurate  staging 
are  paramount  to  AVN  management  in  order 
to  prevent  longterm  complications  such  as 
arthropathy  or  fracture.  Although  treatment  is 
controversial,  many  orthopedists  contend  that 
core  decompression  or  derotation  osteotomy 
can  be  affective  if  the  diagnosis  is  established 
early.  Otherwise  total  joint  replacement  may 
be  necessary. 

A helpful  imaging  algorithm  is  to  begin  with 
plain  films  of  the  affected  bone  or  joint.  If  they 
are  grossly  abnormal,  there  is  no  need  to 
extend  the  workup.  On  the  other  hand,  if  the 
films  are  normal  or  equivical  with  a strong 
clinical  suspicion,  MRI  is  recommended  as 
the  next  exam.  MRI  may  show  considerable 
disease  in  the  presence  of  normal  plain  films  as 
in  the  first  case. 

The  CT  scan  adds  very  little  to  plain  films 
except  an  earlier  appreciation  of  deminerali- 
zation and  possibly  subchondral  fractures. 
Bone  scan  lacks  resolution  or  soft  tissue 
evaluation.  The  excellent  demonstration  of 
marrow,  cartilage,  and  soft  tissue  morphology 
and  spacial  resolution  makes  MRI  superior  to 
the  other  techniques.  I will  let  you  balance  the 
cost  factor. 
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PRESIDENT’S  PAGE 

Lest  We  Forget 

L.  DWIGHT  CHERRY.  M.D. 
President.  Nebraska  Medical  Association 


I have  selected  February  as  the  month  to 
discuss  the  Auxiliary  for  two  reasons.  First,  I 
always  think  of  February  as  a month  of 
patriotism  with  Washington’s  and  Lincoln’s 
birthdays  both  observed.  No  group  is  more 
patriotic  to  the  nation,  to  the  state,  and  to  the 
profession  in  which  their  spouses  are  members 
than  is  the  Auxiliary.  Secondly,  Valentine’s 
Day  occurs  in  February,  making  it  appropriate 
to  honor  our  spouses. 

The  Auxiliary,  nationally,  statewide  and 
locally,  adds  support  to  the  best  health  care 
system  in  the  world.  They  stand  beside  their 
professional  spouses  to  fight  the  impact  of 
government  regulation,  third-party  interfer- 
ence with  medical  decisions  and  the  malprac- 
tice crisis  on  all  levels. 

I will  discuss  some  of  the  projects  of  the 
Auxiliary,  no  way  including  all  of  the  activities 
at  all  levels.  Nationally,  the  Auxiliary  gave 
almost  $2  million  to  the  AMA  Education  and 
Research  Fund.  All  of  us  benefit  from  this 
activity.  Nationally,  statewide,  and  locally  the 
Auxiliary  has  developed  legislative  alert  sys- 
tems, key  contact  persons,  and  phone  banks  to 
support  the  medical  profession’s  positions  in 
all  areas.  Our  Nebraska  Auxiliary  has  been 
extremely  successful  in  their  “Legislative  Day” 
which  I have  attended  the  last  three  years. 
This  is  a force  to  educate  our  spouses  and  our 
legislators  which  I feel  has  been  very  success- 
ful. Another  area  of  activity  centers  on  helping 
family  members  to  cope  with  the  complex 
legislative  and  in  certain  instances  personal 
emotional  problems.  The  Auxiliary  has  aided  in 
the  development  of  malpractice  support  groups. 
They  have  had  numerous  programs  on  the 
stresses  such  as  “single  parenting”  because 
the  spouse  is  so  frequently  called  away  by 
his/her  professional  duties  at  a time  when  a 
family  dinner,  or  a dinner  party,  or  a confer- 
ence with  the  teacher  at  school  is  scheduled. 
So  often  the  spouse  is  a “single  parent.”  Thus, 
the  Auxiliary  is  a unique  support  group. 


L.  Dwight  Cherry,  M.D. 


The  Auxiliary  has  been  extremely  active  in 
the  Nebraska  Medical  Foundation  in  the 
Health  Gallery  at  the  University  Museum  and 
in  numerous  health  projects  such  as  AIDS, 
seat  belt  use,  motorcycle  helmet  use,  colon 
carcinoma  screening  and  the  most  recent  large 
project,  the  “Medi-File  card”. 

Auxilians  serve  on  numerous  commissions 
and  committees  of  the  NMA.  The  Auxiliary 
and  its  member  Auxilians  have  been  extreme- 
ly active  in  community  service  areas.  This 
varies  greatly  from  county  to  county.  In  some 
counties,  the  Auxilians  have  been  a leading 
force  in  the  United  Way  campaign.  In  others, 
programs  have  been  put  together  for  commun- 
ity service  seminars.  Some  of  the  titles  of  these 
efforts  are  parenting  the  “normal”  teenager, 
adolescent  health,  teen  pregnancy,  and  other 
lifestyle  service  seminars.  In  Lancaster  Coun- 
ty, these  have  been  held  in  conjunction  with 
the  Southeast  Community  College  and  have 
been  extremely  well  received. 

The  Auxiliary  is  a unique  support  group  of 
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“doers”.  They  have  addressed  the  problems 
which  come  about  because  of  the  stresses  of 
their  spouses’  professions. 

Remember,  they  are  most  of  all,  our 
Valentines.  I would  like  to  quote  from  a former 
President,  Doctor  Dwaine  Peetz,  in  his  presi- 
dential page  in  February  of  1984,  “My 


message  this  day  to  all  of  you  Valentines  out 
there,  we  love  you,  we  need  you,  we  appreciate 
you,  and  we  thank  you.”  Happy  St.  Valentine’s 
Day! 

Respectfully  submitted, 
L.  Dwight  Cherry,  M.D. 

President 


THE  AUXILIARY 


PRESIDENT’S  MESSAGE 

Preparation  has  been  underway  for  some 
time  now  regarding  the  1988  AMA  Auxiliary 
House  of  Delegates,  to  be  held  June  26-29, 
1988  at  the  Drake  Hotel  in  Chicago.  As 
members  of  this  vital  organization,  you  need  to 
be  aware  of  the  procedures  necessary  to 
making  a successful  meeting. 

Resolutions  for  consideration  by  the  1988 
House  of  Delegates  must  be  submitted  to 
National  Headquarters  by  April  20,  1988. 
Resolutions  may  be  initiated  by  a state  board 
of  directors  or  house  of  delegates,  the  national 
board  of  directors,  or  a national  committee. 
Resolutions  successfully  presented  and  favor- 
ably voted  upon  in  the  past  have  concerned 
mammography,  smokeless  tobacco,  wearing 
helmets  with  All  Terrain  Vehicles,  and  colo- 
rectal cancer  screening,  to  name  a few.  If  you 
have  an  idea  for  a national  resolution,  contact 
me,  or  a member  of  your  state  board. 

A proposal  to  increase  national  membership 
dues  will  be  presented  to  the  1988  House  of 
Delegates.  The  proposed  $10  increase  would 
occur  in  two  increments:  $5  to  be  effective  July 
1,  1989;  and  $5  effective  July  1,  1992.  The 
board  will  submit  a resolution  proposing  the 
incremental  increase  to  Reference  Committee 
A (Organizational  Affairs),  which  will  hear 
members’  testimony  and  present  a recommen- 
dation to  the  House  of  Delegates  for  consider- 


ation. Please  discuss  this  proposed  increase 
with  your  fellow  auxilians  and  let  your  state 
leaders  know  your  feelings  before  the  annual 
meeting  in  June.  They  are  there  to  represent 
YOU.  The  delegates  representing  our  state  will 
be  Desta  Osborne  (Lincoln),  Sally  Becker 
(Norfolk),  Jeanette  Schlichtemeier  (Omaha), 
and  myself. 

The  Mid-Winter  Auxiliary  Meeting  will  be 
held  on  February  17,  1988  in  Lincoln  at  the 
Villager  Motel.  In  addition  to  officer  and 
committee  reports,  two  outstanding  programs 
are  scheduled.  At  9:30  a.m.,  Dr.  Jane  Rocca- 
forte  (Omaha)  will  provide  an  update  on  AIDS, 
and  relate  its’  effect  on  our  adolescent 
population.  Then,  at  12:30  p.m.,  the  Immanuel 
Rehabilitation  Center  in  Omaha  will  present  a 
program  for  the  prevention  of  head  and  spinal 
cord  injuries.  This  promises  to  be  a very 
informative  day.  Please  plan  to  attend. 

Colleen  Adam  (Mrs.  George) 
President,  NMA 


LEGISLATIVE  UPDATE 

The  Nebraska  State  Medical  Auxiliary  has 
asked  its  members  to  send  a letter  to  their 
senators  in  favor  of  the  Motorcycle  Helmet  Bill 
(LB  428). 

The  Auxiliary  was  praised  at  the  last 
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Commission  Meeting  on  the  support  and  help 
concerning  the  Seatbelt  Law.  We  hope  to 
continue  to  do  so  in  the  future. 

The  County  Legislative  Representatives 
have  been  working  on  their  Phone  Bank 
Calling  Trees.  We  are  looking  forward  to  the 
upcoming  legislative  session  and  hope  to  be  of 
help  in  any  way  we  can. 

Mrs.  John  T.  Kos  II 
Co-Chair.,  Legislative  Comm.,  NMAA 


HEALTH  PROJECTS  UPDATE 
Colorectal  Cancer  Education 

The  American  Cancer  Society  is  pleased 
with  the  colorectal  cancer  education  program 
to  reach  all  of  the  Lions  Clubs  in  Nebraska  with 
the  program  on  Early  Detection  of  Colorectal 


Cancer.  Requests  for  programs  are  coming  in 
regularly  from  clubs  across  Nebraska.  The 
Lions  magazine  reaches  all  Lions  in  Nebraska, 
and  in  the  June  issue  the  NMA  colorectal 
program  to  reach  all  Lions  was  mentioned.  It 
reminded  them  that  they  would  each  be  getting 
a letter  inviting  them  to  use  the  program,  and 
urged  them  to  do  it. 

This  is  the  10  year  anniversary  of  wellness 
for  the  two  persons  in  Blair  found  to  have 
colorectal  cancer  through  the  testing  program 
there  in  1977.  The  Blair  Clinic  was  recognized 
by  the  American  Cancer  Society  for  testing  the 
slide  kits  free  of  charge  for  10  years,  and  Ardis 
Grace  got  an  award  for  her  part  in  organizing 
the  screening. 

Colorectal  cancer  is  still  #1  in  cancer  sites 
in  Nebraska. 

Ardis  Grace,  Chairman 
Jill  Johnson 
Mary  Larson 


COMING  MEETINGS 


NMA  ANNUAL  SESSION  — April  29-May 
2,  1988,  Omaha  Marriott. 

NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UPCOMING  CME  COURSES 

8TH  ANNUAL  MEDICAL  SKI  CONFER- 
ENCE — February  21-25,  1988,  Keystone 
Colorado 

8TH  ANNUAL  ENT  SKI  CONFERENCE  — 
March  5-11,  1988,  Keystone  Lodge,  Colorado 

DRUG  THERPY  CIRCUIT  COURSE  — 
March  16,  1988,  Holiday  Inn,  Hastings,  Ne- 
braska 

FAMILY  PRACTICE  REVIEW  — April  18- 
29,  1988,  Omaha,  Nebraska 


FAMILY  PRACTICE  REVIEW  — May  9-20, 
1988,  Omaha,  Nebraska 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  — 
July  27-31,  1988,  Snowmass,  Colorado 

CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  — 
July  31-August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information  contact: 
Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105.  Telephone  (402)  559-4152. 
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CREIGHTON  UNIVERSITY 

RECENT  DEVELOPMENTS  IN  INFECT- 
IOUS DISEASES  — Jan.  1-Mar.  26,  1988, 
Kona  Surf  Resort,  Hawaii.  Hours  24.  Fee: 
$75.00  with  travel  group;  $350.00  seminar 
only. 

ESOPHAGEAL  DISORDERS  — Feb.  17-24, 
1988,  Great  Bay  Beach  Hotel,  St.  Maarten. 
24  credit  hours.  Designed  to  give  a didactic 
course  to  a small  group  of  select  surgeons 
who  are  interested  in  studying  detail  surgical 
diseases  of  the  esophagus.  Fee:  $500.00. 

THE  FLORIDA  TUTORIAL  — Apr.  7-8, 
1988,  Orlando  Airport  Marriott,  Orlando, 
FL.  Fee:  $160.00.  Hours:  16.  This  annual 
program  is  a committment  to  resident 
education  and  brings  together  leading  spe- 
cialists in  OB/GYN  to  present  current 
advances  in  the  field. 

8TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — Apr.  15,  1988,  Boys  Town 
National  Institute  Auditorium,  Saint  Joseph 
Hospital,  Omaha,  NE.  Hours:  6.  Fee:  $60.00 
for  CME  credit. 

HYPERTENSION  — May  12,  1988,  AK- 
SAR-BEN  Field,  Omaha.  Hours:  3.  Fee: 
$25.00. 

FAMILY  MEDICINE  UPDATE  — May  27- 
29,  1988,  The  Lodge  at  Okoboji,  IA.  Fee: 
Early  Bird  $175.00.  (after  April  15:  $200.00) 

PERINATAL  INFECTIONS  — June  3-4, 
1988,  Marriott  Hotel,  Omaha,  NE.  Fee: 
Early  Bird  $175.00  (after  April  15  $200.00). 
Hours:  13.  This  regional  meeting  will  bring 
together  national  experts  to  discuss  various 
topics  in  perinatal  infection. 

SIXTH  ANNUAL  MAURICE  E.  GRIER 
SYMPOSIUM  (OB/GYN)  - June  11, 1988, 
Marriott  Hotel,  Omaha,  NE.  This  program 
centers  around  presentations  by  outgoing 
residents  in  the  field  of  OB/GYN.  Hours: 
4.  Fee:  $25.00. 

2ND  ANNUAL  LASER  LAPAROSCOPY 
& HYSTEROASCOPY  WORKSHOP  — 
June  17-18,  1988,  Criss  Bldg.,  Creighton 
University.  Hours:  14.  Fee:  Early  Bird 
$550.00  (after  April  15  $600.00) 


VISITING  PROFESSOR  SCHEDULE 
1988 

FEBRUARY  5-6,  1988  — Stanely  Goldberg, 
M.D.,  Director,  Div.  of  Colon  and  Rectal 
Surgery,  University  of  Minnesota.  Room 
6712,  Health  Professional  Center.  Subject: 
“Surgical  Management  of  Rectal  Prolapse.” 

FEBRUARY  26-27,  1988  — William  A. 
Albano  Lectureship  — A.R.  Moossa,  M.D., 
Professor  and  Chairman,  Department  of 
Surgery,  University  of  California  at  San 
Diego.  Room  6712,  Health  Professions  Cen- 
ter. Subject:  “Surgical  Treatment  of  Pan- 
creatic Cancer  - What  Have  We  Learned 
During  the  Past  Two  Decades? 

MARCH  18-19,  1988  — John  L.  Cameron, 
M.D.,  Surgeon-in-Chief,  Johns  Hopkins 
Hospital,  Baltimore,  Maryland 

APRIL  15-16,  1988  — Fletcher  Miller,  M.D., 
Past  Chairman,  Department  of  Surgery, 
Creighton  University. 

MAY  6-7,  1988  — Paul  Ebert,  M.D.,  Director 
American  College  of  Surgeons  (Joint  meet- 
ing to  be  held  at  UNMC). 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  681 78,  Toll  Free 
800-548-2633  or  402-280-2550.  The  Creighton 
University  School  of  Medicine  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medi- 
cal Education  to  sponsor  continuing  medical 
education  for  physicians. 

LINCOLN  GENERAL  HOSPITAL 

SEVENTH  ANNUAL  CORNHUSKER/ 
CANADIAN  CLINICAL  CONFERENCE 
— June  18-25,  1988  at  Lynn  Lake,  Mani- 
toba, Canada.  Feke:  $150.00.  For  more 
information  contact:  Sharlene  Knippel- 

meyer,  RN,  BS,  Education  and  Staff  Devel- 
opment, Lincoln  General  Hospital,  2300 
South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 
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NATIONAL  JEWISH  CENTER  FOR 
IMMUNOLOGY  AND 
RESPIRATORY  MEDICINE 

NATIONAL  JEWISH  CENTER  FOR  IM- 
MUNOLOGY AND  RESPIRATORY  MED- 
ICINE KEYSTONE  SUMMIT  — February 
3-7th,  1988  at  Keystone  Colorado.  A tribute 
to:  Richard  Farr,  M.D.  Topics:  Allergy, 
Asthma,  Pharmacology,  Advances  in  Im- 
munology, Diagnostic  Testing  and  more. 
Registration  fee:  $325.00  — $165.00  for 
Allied  Health  and  Physicians  in  Training. 
16.5  hours  of  AMA  Category  1 Credit.  For 
brochure  and  more  information  contact:  Jeri 
Wagner,  National  Jewish  Center  for  Im- 
munology and  Respiratory  Medicine,  1400 
Jackson  Street,  Denver,  CO  80206,  303- 
398-1000. 


NEBRASKA  SOCIETY  OF  MEDICAL 
ASSISTANTS,  INC. 

TWENTY  SECOND  ANNUAL  CONVEN- 
TION - NEBRASKA  SOCIETY  OF  MEDI- 
CAL ASSISTANTS,  INC.  — April  29-May 
1,  1988  at  the  Holiday  Inn  in  Grand  Island. 
Address  is  U.S.  281  & 1-80.  Registration 


each  day  at  the  hotel  lobby.  For  registration 
forms  or  further  information  contact:  Wyllie 
Lessig,  107  E.  19th  St.,  Grand  Island,  NE 
68801,  phone  (days)  308-382-1100,  ext.  22 
(home)  308-384-6223. 

ST.  LUKE’S  HOSPITAL 
OF  KANSAS  CITY,  MISSOURI 

MIDWEST  REGIONAL  ONCOLOGY  CON- 
FERENCE III  — March  24-26, 1988.  Spon- 
sored by  St.  Luke’s  Hospital  of  Kansas  City, 
MO.  To  be  held  at  Hyatt  Regency  Crown 
Center,  Kansas  City,  MO.  Provides  the 
dietitian,  professional  nurse,  social  worker 
and  physician  with  current  theories  and 
approaches  to  the  treatment  and  care  of  the 
oncology  patient.  13.5  credit  hours  of 
Category  I Physician’s  Recognition  Award 
of  the  AMA.  Additional  accreditation  has 
been  applied  for  from  the  Missouri  Nurse’s 
Association,  Commission  on  Dietetic  Regis- 
tration, and  the  Behavioral  Sciences  Regula- 
tory Board.  Fee:  $125.  For  additional  infor- 
mation contact:  Ms.  Beth  Paul,  Conference 
Planner,  Center  for  Continuing  Education, 
St.  Luke’s  Hospital  of  Kansas  City,  Wornall 
Road  at  Forty  Fourth,  Kansas  City,  MO 
64111,  (816)  932-2301. 
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Dx:  recurrent 


HeRpecin- 


In  Nebraska, 
Medicine  Chest, 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HERPECIN-L  is  available  at  all  Keystone, 
Osco,  Walgreens  and  other  select  pharmacies. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Richard  B. 

Svehla,  Omaha.  Counties:  Douglas, 
Sarpv. 

Seconcf  District:  C ouncilor:  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison. 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax.  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpo  - 
sheimer,  M.D.,  Seward.  Counties:  Dul- 
ler, Hamilton,  Polk.  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay.  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Floyd  H.  Shif- 
fermiller,  Ainsworth.  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keya  Paha  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nab- 

ity.  Grand  Island.  Counties:  Blaine 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman.  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  David  R. 

Little,  Hastings.  Counties:  Adams, 

Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  Edward  A. 
Holyoke,  Jr.,  Ogallala.  Counties: 
Arthur,  Deuel.  Garden.  Keith,  Lincoln, 
Logan.  McPherson.  Perkin* 

Twelfth  District:  Councilor:  Donald  E.  Wil- 
kinson. Alliance.  Counties:  Banner.  Box 
Butte,  Cheyenne,  Dawes,  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT  SECRETARYTREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball-Deuel 

C uming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nehr 

Southwest  Nehr 

Washington-Burt 

York 


Bruce  Sheffield,  Hastings Jerry  Seiler,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

John  Schulte,  Kearney Gerry  Jensen,  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann,  David  City 

R.  R.  Anderson,  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Rodney  Sitorius,  Cozad 

John  Allely,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

G.  D.  Penner,  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

D.  R.  Dyke,  Lincoln M.  A.  Breiner,  Lincoln 

Byron  Barksdale,  North  Platte Janet  Bemard-Stevens,  North  Platte 

Otto  Wullschleger,  Norfolk C.  Robert  Adams,  Norfolk 

Richard  B.  Svehla,  Omaha F.  F.  Paustian,  Omaha 

Robert  Benthack,  Wayne C.  Robert  Adams,  Norfolk 

Joel  Hutchins,  Gordon R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City. . Paul  R.  Madison,  Nebraska  City 

Berl  W\  Spencer,  Ogallala E.  A.  Holyoke,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

Barbara  Heywood,  Papillion Roy  Holeyfield,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

J.  C.  Williams,  Scottsbluff R.  Scott  Anderson,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle,  Seward 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A.  Allerheiligen,  McCook E.  C.  Beyer.  McCook 

H.  Neal  Sievers,  Blair K C.  Bagby,  Blair 

Darroll  Loschen,  York B.  N.  Greenburg,  York 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

L.  Dwight  Cherry,  M.D.,  Lincoln President 

C.  A.  McWhorter,  M.D.,  Omaha President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney; 
John  D.  Coe,  M.D.,  Omaha;  Louis  J.  Gogela,  M.D., 
Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha. 


BOARD  OF  DIRECTORS 


L.  Dwight  Cherry,  M.D.,  Kearney Chairman 

C.  A.  McWhorter,  M.D.,  Omaha Vice-Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

Hiram  R.  Walker,  M.D.,  Kearney Past  President 

Paul  E.  Collicott,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Donald  J.  Pavelka,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Harry  R.  McFadden.  M.D.,  ProTem Omaha 

C.  T.  Frerichs,  M.D Beatrice 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Harry  W.  McFadden,  M.D.,  Chairman Omaha 

R.  A.  Blatny,  M.D Fairbury 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  O’Donohue,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 


SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D.,  Convention  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

Robert  A.  Beer,  M.D Omaha 

Mark  A.  Christensen,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Donald  J.  Larson,  M.D Lincoln 

Richard  M.  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

Richard  S.  Yates,  M.D Lincoln 

Eugene  M.  Zweiback,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

William  L.  Rumbolz,  M.D.,  Chairman Omaha 

Carl  J.  Cornelius,  Jr.,  M.D Sidney 

Richard  A.  Hranac,  M.D Kearney 

F.  William  Karrer,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Merton  Quaife,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 


AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 


Kenton  L.  Shaffer,  M.D.,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

James  G.  Cummins,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Gary  D.  Milius,  M.D Lincoln 

William  F.  Rayburn,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Stacie  R.  Bleicher,  M.D Lincoln 

Robert  M.  Nelson,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  GERIATRICS 


Richard  A.  Hranac,  M.D.,  Chairman Kearney 

Ronald  L.  Asher,  M.D North  Platte 

James  Carraher,  M.D Lincoln 

J.  Whitney  Kelley,  M.D Omaha 

Jane  F.  Potter,  M.D Omaha 

Richard  Thompson,  M.D Lincoln 

John  A.  Ursick,  M.D Omaha 

Vernon  G.  Ward,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ALTERNATE  HEALTH  PLANS 


Dale  E.  Michels,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Vemon  F.  Garwood,  M.D Lincoln 

Robert  L Haag,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 


Roger  D.  Mason,  M.D Omaha 

Margaret  A.  Moravec,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Layton  F.  Rikkers,  M.D Omaha 

Sebastian  J.  Troia,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  D.  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  S.  Carson,  M.D McCook 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D., Beatrice 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Thomas  H.  Wallace,  M.D Gordon 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

James  R.  Commers,  M.D Omaha 

Sushil  S.  Lacy,  M.D Lincoln 

Donald  R.  Owen,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Ron  D.  Scott,  M.D Kearney 


AD-HOC  COMMITTEE  ON  LOW  LEVEL 


RADIATION  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

David  J.  Hoelting,  M.D Pender 

Ernest  0.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

William  H.  Northwall,  M.D Kearney 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D..  Chairman Columbus 

Robert  G.  Osborne.  M.D.,  Vice-Chairman Lincoln 

Rodney  S.  W.  Basler,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Dale  W.  Ebers,  M.D Lincoln 

Richard  D.  Fitch,  M.D O’Neill 

Vemon  F.  Garwood,  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Bruce  W.  Henricks,  M.D Fremont 

Barbara  M.  Heywood,  M.D Papillion 

Mark  R.  Hutchins,  M.D Lincoln 

Max  W.  Linder,  M.D Lincoln 

Ann  E.  Lott,  M.D Lincoln 

William  R.  Marsh,  M.D Grand  Island 

John  T.  McGreer,  III,  M.D Lincoln 

Dennis  G.  O’Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Richard  B.  Svehla,  M.D Omaha 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Daniel  S.  Durrie,  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

John  F.  Porterfield,  M.D Lincoln 

Gerald  Rounsborg,  M.D North  Platte 

Charles  S.  Wilson,  M.D Lincoln 
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AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


James  H.  Dunlap,  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

Ernest  W.  Chupp,  M.D Omaha 

F.  M.  Gawecki,  M.D Papillion 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry,  M.D Omaha 

A.  Dean  Gilg,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Richard  L.  O’Brien,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
& ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Patrick  E.  Clare,  M.D.,  Vice-Chairman Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Stephen  J.  Lanspa,  M.D Omaha 

Morris  B.  Mellion,  M.D Omaha 

Paul  H.  Phillips,  M.D Scotts bluff 

Richard  A.  Raymond,  M.D O’Neill 

Eileen  C.  Vautravers,  M.D Lincoln 

Hobart  E.  Wallace,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairman Lincoln 

Charles  Heider,  Jr.,  M.D North  Platte 

Harry  E.  Keig,  M.D Papillion 

Barney  B.  Rees,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Jerry  K.  Seiler,  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Chairman Lincoln 

David  Bacon,  M.D Kearney 

Steven  T.  Bailey,  M.D Omaha 

A.  H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Carl  J.  Cornelius,  Jr.,  M.D., Sidney 

Richard  A.  Cottingham,  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Daniel  S.  Durrie,  M.D Omaha 

John  F.  Fitzgibbons,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Gordon  J.  Hmicek,  M.D Grand  Island 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D 0 Neill 

Herbert  E.  Reese,  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  BLUE  SHIELD  OF  IOWA-MEDIC  ARE 


Paul  E.  Collicott,  M.D,  Chairman Lincoln 

R.  A.  Blatny,  M.D Fairbury 

Steve  Brase v Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Bob  Gallion. . .’ Lincoln 

Vernon  Garwood,  M.D Lincoln 

Roger  Massie,  M.D Plainview 

Mrs.  Janice  Olson Lincoln 

Donald  Pavelka,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  KJutman,  M.D Columbus 

Harold  M.  Nordlund,  M.D York 

Richard  B.  Svehla,  M.D Omaha 

M.  Allen  Tompkins,  M.D Grand  Island 

NMA  TASK  FORCE  ON  AIDS 

Monte  M.  Scott,  M.D.  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 
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Physicians’  Classified 


NEUROLOGIST:  Experienced  Neurologist  need- 
ed to  join  expanding  85-physician  multi-specialty 
medical  center,  in  Los  Angeles  and  Orange  coun- 
ties, with  existing  Neurological  practice.  An  ex- 
ceptional base  salary  and  incentive  plan.  Benefits 
include  malpractice  insurance,  group  health  and  life 
insurance.  Please  send  CV  to  Box  033,  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Bldg., 
Lincoln,  NE  68508. 

AVAILABLE:  Practice  opportunity  for  family 
practice.  Board  certified  desired.  Grand  Island  NE. 
Please  reply  to  Box  030,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg.,  Lincoln,  NE 
68508. 

ONCOLOGIST/HEMATOLOGIST:  To  join 

general  surgeons,  urologists,  and  gynecologists  with 
large  surcial  cancer  practices.  Located  in  excellent 
medium  size  midwestern  city  with  exceptional 
school  system.  Close  to  two  major  university 
medical  schools.  Modern  progressive  hospital  fac- 
ulties with  full  scanning  capabilities,  including  CT 
and  NMR.  Young  progressive  medical  staff.  Salary 
plus  bonus,  malpractice,  and  other  benefits.  Part- 
nership available  after  first  year.  Send  CU  to: 
President's  Office,  Memorial  Hospital,  450  E.  23rd, 
Fremont,  NE  68025. 

PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 
Omaha,  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disabUity  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 

DERMATOLOGIST,  PEDIATRICIAN,  ONCOL- 
OGIST, PATHOLOGIST,  OTORHINOLARYN- 
GOLOGIST,  PSYCHIATRIST,  ENDOCRINOL- 
OGIST, ORTHOPEDIST,  GENERAL/FAMILY 
PRACTITIONER:  Excellent  opportunity  for  phy- 
sicians in  Los  Angeles  suburb  to  join  90-member 
multi-specialty  medical  group.  Large  fee-for-service 
and  prepaid  practice,  no  Medi-Cal.  Excellent 
compensation  program  based  on  guarantee  plus 
incentive,  profit  sharing  and  pension  plan.  Group 
provides  health,  dental,  life  and  malpractice. 
Partnership  in  real  estate  and  medical  corporation 
available.  Send  CV  to  Ron  McDaniel,  Assistant 
Administrator,  Mullikin  Medical  Center,  17821  S. 
Pioneer  Blvd.,  Artesia,  CA  90701. 


AVAILABLE:  Excellent  opportunity  for  Family 
Practitioner  to  locate  in  thriving  3-man  practice  in 
rural  Nebraska.  Progressive  community  with  well- 
equipped  hospital.  Good  recreation.  Attractive 
financial  arrangements  available.  For  details  write 
Box  031,  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

EMERGENCY  MEDICINE:  For  Emergency 
Physician  who  possesses  excellent  clinical  and 
trauma  skills  within  a group  of  7 Emergency  Room 
Physicians  located  in  beautiful  northwest  Wiscon- 
sin area.  Please  send  C.V.  to  Dr.  M.  Jaghlit,  900  W. 
Clairemont  Ave.,  Eau  Claire,  WI  54701,  or  call 
(715)839-4404. 

GENERAL  SURGEON:  Board  Certified  Gen- 
eral Surgeon  needed  to  join  expanding  85-physician 
multi-specialty  medical  center,  in  Los  Angeles  and 
Orange  counties.  An  exceptional  base  salary  and 
incentive  plan.  Benefits  include  malpractice  in- 
surance, group  health  and  life  insurance.  Please 
send  CV  to  Box  032,  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FOR  SALE:  Have  a Dow  Quick  Chem  with  heat 
block;  Burdick  EK/5  Electrocardiogram  with  Dicta- 
phone and  Cart  and  a Bennett  PR  1 Respirator 
Unit  for  sale.  Contact  Med  Clinic,  P.C.,  Box  415,  St. 
Paul,  Nebraska  68873  or  (308)  754-5447. 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 

FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 

Strictly  Confidential  — Professional  — Effective 
For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


18-A  Nebraska  Medical  Journal  February  1988 


See  the  improvement  in  the  first  week' 


Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose2 

Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone1 

Dramatic  first-week  reduction 
in  somatic  complaints2 


% Reduction  in  Somatic  Symptoms2 


Vomiting 

n 

Nausea 

Headache 

Anorexia 

Constipation  | 

Only  Vh  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar1 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  Q 1987  by  Roche  Products  Inc.  All  rights  reserved 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /jw1 
12.5  mg  amitnptyline  (as  the  hydrocnloride  salt) 

LimbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /jw" 

25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JR  etal  Psychopharmacology  61  217-225  Mar  22,  1979  2.  Dotoonfile 
Hotfmann-La  Roche  Inc  . Nutley.  NJ 


Limbitrol  ■ (g 

tranquilizer— Anti  depressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  ot  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  ot  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  ot  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  ot  increased  risk  of  congenital  malformations  os  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy:  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage 
withdrawal  symptoms  following  discontinuation  ot  either  component  alone  hove  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
ot  barbiturate  withdrawal  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guonethidme  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidme  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  stole  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essentiol  treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  1 2 In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence  tremor  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  onorexio.  fatigue  weakness  restlessness  and  lethargy  have  been  reported  os 
side  effects  ot  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rorely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations  hypomama  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extra- 
pyramidal  symptoms,  syncope  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  ot  urinary 
tract 

Allergic  Skin  rash,  urticaria  photosensitization,  edema  of  tace  and  tongue,  pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia  purpura,  thrombocy 

topema 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male  breast  enlargement  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  ot  blood  sugar  levels  and  syndrome 
of  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  haying  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmme  salicylate  has  been 
reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  and  treatment 

Dosage:  individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be  taken  at  bedtime 
Single  h s dose  may  suffice  for  some  patients  Lower  dosages  ore  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ot  three  or  tour  tablets  doily  in  divided  doses 
increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  as  required  Limbitrol  Tablets,  initial  dosage 
ot  three  or  four  tablets  doily  in  divided  doses,  lor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets  white  lilm-coated,  each  containing  10  mg  chlordiaze- 
poxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  Tablets  blue,  film-coated,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  ot  100  and  500.  Tel-E-Dose'  packages  of  100,  Prescription  Poks  ot  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 
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The  rewards  of  Limbitrol 


tablet  contains  10  mg  chlordiazepoxide  and 
ig  amitriptyline  (as  the  hydrochloride  salt) 


ROCHE 


e both  smiling  again! 


See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner- 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline.1 


i 


In  moderate 
depression 
and  anxiety 


® 


Each  tablet  contains  5 mg  chlordiazepoxide  and  /jw' 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt)  yV, 


Please  see  summary  of  product  information  on  adjacent  page 
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April  29  - May  2,  1988 

Omaha  Marriott  Hotel  Omaha,  Nebraska 

— Programs  Being  Developed  — 


NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE/NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  PHYSICIANS 

Friday  and  Saturday 

The  Nebraska  Chapter  of  the  American 
College  of  Physicians  and  the  Nebraska 
Society  of  Internal  Medicine  are  presenting 
a two  day  program  covering  critical  medical 
and  socioeconomic  problems.  The  first  day, 
April  29,  1988,  will  be  a very  comprehen- 
sive symposium  with  a nationally-recogniz- 
ed faculty  entitled  “AIDS  1988”,  a subject 
of  major  interest  and  concern  for  all  phy- 
sicians. 

Saturday  morning,  NSIM  will  present  a 
program  exploring  changes  in  physician 
reimbursement:  “Why  The  Growing  Clamor 
for  Changes?”;  “Who  Will  Make  These 
Policy  Decisions?”;  “How  Can  You  Plan  For 
the  Future?”.  In  the  afternoon  NSIM  will 
team  with  the  NMA  to  explore  how  to 
maintain  professionalism  and  cope  with 
peer  review. 

NEBRASKA  PERINATAL  ORGANIZATION 

Friday,  8:00  a.m.  - 6:00  p.m. 

The  Nebraska  Perinatal  Organization  will 
host  a wide  range  of  perinatal  topics  at  the 
April  29,  1988,  conference.  This  year’s 
topics  will  be  aimed  at  the  level  II  perinatal 
centers  in  Nebraska.  Genetics  and  case 
studies  are  among  presentations  sched- 
uled. 

AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE, 
DOUGLAS/SARPY  DIVISION 

Friday,  7:30  a.m.  - 12:00  Noon 
The  Nebraska  Heart  Association  sponsor- 
ed morning  session  will  address  primary 
prevention  of  coronary  artery  disease,  acute 
intervention  in  coronary  artery  disease  and 
secondary  intervention  after  the  event. 


NEBRASKA  ACADEMY  OF 
OPHTHALMOLOGY 

Saturday,  8:00  a.m.  - 5:00  p.m. 

The  Nebraska  Academy  of  Ophthalmology 
plans  to  present  a two-hour  program  in  the 
morning  consisting  of  a presentation  of  eye 
problems  which  are  frequently  encounter- 
ed by  the  family  doctor  in  his  office.  These 
presentations  will  deal  with  recognition  and 
diagnosis  as  well  as  treatment,  prognosis, 
and  when  it  is  the  appropriate  time  to  refer. 

NEBRASKA  SECTION,  AMERICAN 
COLLEGE  OF  OBSTETRICIANS 
& GYNECOLOGISTS 

Saturday,  10:00  a.m.  - 2:00  p.m. 

The  objective  of  this  course  will  be  the 
business  meeting  of  the  Nebraska  Section 
of  the  American  College  of  Obstetricians 
and  Gynecologists,  with  a slide  presenta- 
tion on  malpractice  problems. 

NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  SURGEONS 

Saturday,  10:00  a.m.  - 2:00  p.m. 
Symposium  on  trauma  care,  cancer,  and 
male  infertility  will  be  presented.  Topics 
covered  will  be  of  general  interest  to  all 
physicians. 

— Also  Participating  — 

NEBRASKA  ALLERGY  SOCIETY 

NEBRASKA  SOCIETY  OF 
ANESTHESIOLOGISTS 

NEBRASKA  CHAPTER,  AMERICAN 
COLLEGE  OF  EMERGENCY  PHYSICIANS 

NEBRASKA  ACADEMY  OF 
OTOLARYNGOLOGY 

NEBRASKA  SOCIETY  OF  PLASTIC  & 
RECONSTRUCTIVE  SURGEONS 

NEBRASKA  THORACIC  SOCIETY 
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Crisis  in  black  and  white 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 
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L.  Roger  Garner 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

1740  West  92nd  St.,  Kansas  City,  MO  64114 
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James  E.  Strain.  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  LL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  Maly,  Executive  Vice  President 
1117  N.  19th  St.,  3rd  Floor 
Arlington,  VA  22209 

American  Academy  of  Ophthalmology 

Thomas  P.  Kearns,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie.  Jr..  Ph.D.,  Executive  Director 
Box  619911.  Dallas.  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal.  Executive  Secretary 
P.O.  Box  190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse.  M.D.,  Executive  Director 
600  Maryland  Avenue,  S.W.,  Ste.  300  E 
Washington,  D.C.  20024 

American  College  of  Physicians 

John  R.  Ball,  M.D..  J.D..  F.A.C.P..  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1981  Preston  White  Drive.  Reston.  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 

1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta.  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati.  M.D..  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Rehabilitation  Association 
633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Richard  E.  Buenger,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 

South  Central  Section  of  the  American 
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Ms.  Lois  Voeiler,  Executive  Secretary 
2547  E.  21st  St.,  Tulsa,  OK  74114 
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American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 
.American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Rvswyk,  EdD..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
American  Heart  Association.  Nebraska  Affiliate 
Dennis  N.  Nissen,  Executive  Director 
3624  Famam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South.  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart.  Client  Sen-ices  Rep. 

P.O.  Box  80103,  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D..  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States.  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Sendees 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Sendees  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter.  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  .Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder.  M.D.,  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  LA  51501 
Nebraska  Allergy  Society 

Linda  B.  Fori  M.D..  President 
401  E.  Gold  Coast  Rd..  Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife.  M.D.,  President 
Division  of  Nuclear  Medicine.  Dept,  of  Radiology 
L^NMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Joseph  Rapoport,  M.D.,  President 
6901  No.  72nd  St..  Omaha  68122 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Paul  M.  Paulman.  M.D  . Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Secretarv 
River  City  Office  Park.  #202,  401  N.  117th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter,  PA-C.  President 
P.O.  Box  397,  North  Bend  68649 
Nebraska  Chapter  - American  Academv  of  Pediatrics 
Thomas  Tonniges.  M.D..  Chairman 
Charlotte  Hawthorne.  Administrator 
2115  N.  Kansas  Ave.,  Hastings  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L Keller.  M.D..  President 
9641  No.  29th.  Omaha  68112 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M.D.,  Past  President 
2221  South  17th  St..  Lincoln  68502 
Nebraska  Chapter  - American  College  of  Physicians 
Frederick  F.  Paustian.  M.D.,  F.A.C.P..  Governor 
UNMC  - 42nd  & Dewey  Ave..  Omaha  68105 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita.  M.D.  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
P.O.  Box  31235.  Omaha  68131 
Nebraska  Dental  Association 
Barry  Ross,  Executive  Director 
3120  O St.,  Lincoln  68510 
Nebraska  Dietetic  Association 

Linda  O.  Young.  M.S..  R.D.,  President 

University  of  NE  - 214  Ruth  Leverton  Hall,  Lincoln  68503-0806 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  “O"  St.,  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald.  President 
Box  94833,  1335  L St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Priscilla  Allen.  R.N.,  President 
3800  N.  6th,  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Man-  Ann  Sak.  Executive  Director 
Suite  711,  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretary 
2300  South  13th  St..  Lincoln  68502 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D..  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Terrance  R.  Rusthoven.  M.D..  President 
2112  Faidley,  Grand  Island  68801 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
Larry  E.  Roffman.  M.D. 

800  Doctors  Bldg..  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
K.  Reed  Peters.  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Society  of  Internal  Medicine 
Vernon  Garwood.  M.D..  President 
120  Wedgewood  Ave.,  Suite  A,  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Patty  Hafer.  CMA,  President 
Box  184,  Sutherland  69165 
Nebraska  Society  for  Respiratory  Therapy 
Charlotte  Pascoe,  R.R.T.,  President 
Southeast  Community  College.  Lincoln  68505 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 
301  Centennial  Mall  South.  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D..  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D..  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society- 

Ms.  Lorraine  E.  Seibel.  Executive  Secretarv 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building.  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


Inderal  LA 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


(PROPRANOLOL  HCI) 

The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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INDERAL  LA 

mOHVNQUX  HCI) 


LONG  ACTING 
CAPSULES 

60.80.120. 160  mg 


The  one  you  know  best 
keeps  looking  better 


120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock:  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and  or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician  s advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefi 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyn 
ism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T, ; 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  report* 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a dem; 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impai 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyped 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  bet 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a returr 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  diset 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  res 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  adt 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathr 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attac 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcii 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocan 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  v 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  level: 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  * 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increas 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  anim 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  b 
rats  and  mice,  employing  doses  up  to  150  mg  kg  day,  there  was  no  evidence  of  significant  drug 
duced  toxicity.  There  were  no  drug-related  tumori genic  effects  at  any  of  the  dosage  levels.  Reprod 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  anii 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  us 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wf 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rar 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  A V block:  hypotensii 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  ty 

Central  Nervous  System:  Light-headed  ness;  mental  depression  manifested  by  insomnia,  lassitu 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  ha! 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  a 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perf 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreai 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constii 
tion.  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  a 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  a 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  sk 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associat 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  ii 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDER 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effec 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDER/  I 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessa 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  on 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  seve 
weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  da 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosa 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  r 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (s  I 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  da 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limitec 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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AMA  NEWS  NOTES 

Subjecting  Physicians  to  price  controls  or 
tampering  with  their  fees  is  counter-produc- 
tive, an  economist  advised  the  Physician  Pay- 
ment Review  Commission  (PPRC)  on  February 
11.  Those  conclusions,  based  on  findings  of  a 
study  he  conducted  on  the  causes  of  inflation 
in  the  costs  of  medical  service,  were  presented 
by  William  J.  Baumol,  Professor  of  Economics 
at  Princeton  U.  and  New  York  U.  As  one  of  its 
1988  priorities,  the  PPRC,  a Congressional 
and  HHS  advisory  body,  is  making  an  in-depth 
assessment  of  the  pro’s  and  con’s  of  manda- 
tory assignment.  Dr.  Baumol  was  invited  to 
appear  since  he  is  a recognized  expert  on 
productivity,  particularly  as  it  relates  to  the 
medical/health  sector.  One  implication  of  Prof. 
Baumol’s  findings  is  that  imposition  of  price 
controls  on  physicians’  Medicare  reimburse- 
ment rates  by  such  fiats  as  mandatory 
assignment,  for  example,  would  be  misguided 
and  would  result  in  ultimate  harm  to  benefi- 
ciaries. 

Prof.  Baumol  has  concluded  that  produc- 
tivity growth  in  medical  care  lags  behind  that 
in  capital-intensive  industries  such  as  manu- 
facturing because  of  its  labor-intensive  tech- 
nological base.  Consequently,  rates  of  price 
increase  can  be  expected  to  be  higher  in 
medicine  than  the  average  for  the  economy  as 
a whole,  he  asserts.  Medicine  shares  this 
characteristic  with  other  labor-intensive  ser- 
vice fields  such  as  education  and  the  arts. 


Most 
patients 
need 
only  one. 


* * 

AMA’s  Senior  management  structure  is 
being  reorganized  to  strengthen  its  marketing 
orientation  and  a new  holding  company  also  is 
being  formed  to  more  effectively  pursue 
growing  demands  for  non-dues  incomes,  James 
H.  Sammons,  M.D.,  AMA’s  Executive  Vice 
President,  announced  today. 

Under  the  reorganizational  plan  Kenneth  E. 
Monroe  was  appointed  AMA's  Deputy  Execu- 
tive Vice  President  for  Marketing. 

Whalen  M.  Strobhar  was  named  President 
of  AMA  Services,  INC.,  which  will  become  the 
holding  company  for  the  AMA’s  seven  existing 
subsidiaries.  He  had  been  Deputy  EVP. 

* * * 
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K-lURgl 

(potasaum  chlonde)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
8LEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 
All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  ip  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  ot  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  ot  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  ot  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended-  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  The  normal  potassium  Ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  m human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographs  changes  (peaking  of  T -waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  ot  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  prese  with  intravenous  sodium  bicarbonate 
4 Use  of  exchange  resins,  her .sis,  or  peritoneal  dialysis 
In  treating  hyperkalemia,  it  • -called  that  in  patients  who  have  been  stabilized  bn 

digitalis,  too  rapid  a lowering  of  the  se  otassium  concentration  can  produce  digitalis  toxicity 


1002004 


##™1#  Key  Pharmaceutic?:-  lie. 

/lafl.  Kenilworth.  NJ  0703C  'USA) 

World  leader  in  drug  delivery  systems. 
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The  American  Bar  Association’s  House  of 
Delegates  obtained  AMA’s  perspective  on 
pending  AIDS  legislation  that  would  protect 
the  legal  rights  of  those  infected  with  H.I.V. 
during  its  interim  meeting  in  Philadelphia  on 
February  15.  Alan  R.  Nelson,  M.D.,  Chairman 
of  AMA’s  Board  of  Trustees,  accepted  the 
ABA  invitation  extended  in  response  to 
introduction  of  a resolution  calling  upon  the 
organization  to  support  enactment  of  H.R. 
3071,  the  Kennedy- Waxman  bill.  That  pro- 
posal would  establish  federal  grants  for  volun- 
tary testing,  anti-discrimination  provisions, 
and  strengthen  current  measures  aimed  at 
assuring  the  confidentiality  of  medical  records. 
AMA  strongly  supports  testing,  confidentiality 
and  anti- discrimination  principles.  Dr.  Nelson’s 
appearance  marks  the  second  consecutive  year 
in  which  a top  AMA  official  has  appeared 
before  the  ABA  House  to  address  a specific 
issue.  Last  year  AMA  Trustee  Robert  E. 
McAfee,  M.D.,  presented  AMA’s  case  for 
imposing  a ban  on  tobacco  advertising  and 
promotion  as  an  essential  public  health  measure. 
It  is  unusual  for  ABA  to  invite  non-attorneys  to 
address  its  policy-making  body. 

* * * 

On  More  Than  130  occassions  during 
1987,  the  AMA  either  testified  before  congress 
or  prepared  written  statements  on  myriad 
medical/health  issues  as  part  of  its  mission  to 
represent  the  profession.  Its  summarized, 
single- paragraph  comments  on  every  legislative 
regulatory  or  administrative  topic  which  com- 
manded its  attention  are  contained  in  the 
COMPENDIUM  OF  AMA  STATEMENTS 
AND  TESTIMONY  FOR  1987  prepared  by 
AMA’s  Division  of  Legislative  Activities.  If  you 
would  like  to  obtain  a complimentary  copy  of 
this  35-page  document  so  that  you  can  become 
aware  of  AMA’s  positions  on  the  various 
issues,  just  write  that  division,  % The  AMA, 
535  N.  Dearborn,  Chicago  IL  60610  or  call 
312-645-4771. 

* * * 

AMA’S  Popular,  Pocket-Sized  Congres- 
sional Directory  has  just  been  updated  to 
reflect  ’‘key  player”  changes  that  have  trans- 
pired since  the  first  session  of  the  100th 
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Share  The  Experience: 

The  Inaugural  Banquet 


C.A.  McWhorter,  M.D. 


The  installation  of  C.A.  McWhorter,  M.D.  as 
President  of  the  Nebraska  Medical 
Association. 

All  physicians  and  spouses  are  cordially 
invited  to  attend.  Dinner  music  and  music 
for  dancing  following  the  dinner  will  be 
provided  by  the  Chuck  Penington  Band. 


Saturday,  April  30 
7:00  p.m. 

The  Marriott  Hotel 
Omaha,  NE 


AMA  NEWS  NOTES 

(continued  from  page  12-A) 

Congress  began.  The  handy  guide  lists  the 
Members  of  Congress  by  their  state  delegation 
and  by  committee  assignments  and  indicates 
how  to  contact  them.  It  also  provides  a helpful 
index  of  federal  agencies  and  federal  officials 
listing  their  titles,  telephone  numbers  and 
addresses.  It  also  lists  the  members  of  AMA’s 
Washington  Office  staff  having  responsibility 
for  Congressional,  governmental  and  political 
education  liaison.  To  obtain  a complimentary 
copy  send  a MedMail  message  to  J.  JACKSON. 
For  additional  copies,  $2  each,  send  a check  to 
AMA,  7c  Jim  Stacey,  AMA  Washingtion  Office, 
1101  Vermont,  N.W.,  Washington,  D.C.  20005. 
* * * 

The  restrictive  new  family  planning  reg- 
ulations announced  on  Febuary  2,  by  the  Dept, 
of  Health  and  Human  Service  will  hurt  those 
individuals  who  need  family  planning  services 
the  most  — the  poorest  and  the  neediest  — the 
AMA  and  four  other  national  medical  organ- 

(continued  on  page  14-A) 


Join  a 

medical  team  that 
Guards  Nebraska. 

As  a physician  in  the  Army  National  Guard, 
you  can  broaden  your  medical  experience  and  life 
experience.  You’ll  start  as  an  officer,  enjoying  all 
the  privileges  and  prestige  rank  can  bring.  And  you 
can  attend  professionally  approved  courses  at  no 
cost.  Best  of  all,  you’ll  be  helping  people  in  your 
state  and  local  community.  People  who  really 
need  your  special  skills.  For  more  information, 
contact: 

CPT Jan  Harrington  — 473-1535 
1 300  Military  Road,  Lincoln,  NE  68508 
or 

Visit  our  booth  at  the  Annual  Meeting  of  the 
Nebraska  Academy  of  Eamily  Physicians,  March 
25-26. 


Army  National  Guard 

Nebraskans  At  Their  Best. 
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Creighton  University  Medical  Center 
announces  a COURSE  in 


PERINATAL  INFECTIONS 
- AN  UPDATE 


At  The  Marriott  Hotel 
Omaha,  Nebraska 


June  3 - 4,  1988 

COURSE  Washington  C Hill.  M O 

DIRECTOR:  Director  Maternal-Fetal  Medicine 

and  The  Perinatal  Center 


FACULTY: 

Stephen  A Chartrand.  M O 
Robert  J Fagnant.  M D 
Sebastian  Faro.  M D , Ph  D 
Washington  C Hill.  M D. 
GtllesRG  Montf.  M D 
John  L Sever.  M D.  Ph  D 
Richard  L Sweet.  M D 
Lynn  Yonekura.  M D 


13  credit  hours  Category  1 AMA 
13  Prescribed  hours  AAFP 
ACOG  approval  in  process 

$l75/physicians  if  postmarked 
by  April  15  otherwise  $200 
$100/nursing  personnel 


For  further  information: 
Division  of  CME 
Creighton  University 
School  of  Medicine 
Omaha.  NE  68178 
Call:  1-800-548-2633 
or  402-280-2550 


AMA  NEWS  NOTES 

(continued  from  page  13-A) 

izations  told  about  20  members  of  the  national 
press  corps  at  a press  conference  in  Washing- 
ton, D.C. 

Joining  in  to  protest  the  shortsightedness  of 
the  new  regulations  were  the  AMA,  the 
American  Academy  of  Pediatrics,  the  Amer- 
ican College  of  Obstetricians  and  Gynecolo- 
gists and  its  nursing  practitioner  organization. 

“Our  concern”,  said  Harry  S.  Jonas,  M.D. 
AMA’s  Director  of  Undergraduate  Medical 
Education,  "is  for  the  negative  consequences 
that  these  regulations  could  have  on  the  Title 
X program  and  the  patients  it  serves.  The 
unintended  consequences  of  these  regulations 
may  be  to  adversely  effect  those  who  need  the 
help  of  the  family  planning  program  the  most  - 
the  young,  the  poor  and  the  disadvantaged.” 

Dr.  Jonas  said  the  program  served  4.3 
million  clients  last  year.  About  80%  have 
incomes  below  150%  of  the  federal  poverty 
level  and,  of  these,  nearly  one  third  are 
teenagers. 


MEDICARE: 

The  Players  and  their  Responsibilities 

Where  Medicare?  Hear  an  in-depth  discussion  of  the  program,  the 
issues,  the  trends,  and  the  potential  impact  on  your  practice. 

Sponsored  by  the  Nebraska  Medical  Association  and  the 
Nebraska  Society  of  Internal  Medicine. 

Featuring  representatives  of  the  Health  Care  Financing  Ad- 
ministration and  Blue  Cross/Blue  Shield  of  Iowa;  as  well  as  the 
chairman  of  the  Missouri  Society  of  Internal  Medicine’s  PRO 
Overview  Committee  and  a clinic  business  manager. 


1:30-4:30  p.m.  The  Marriott  Hotel 

May  1,  1988  Omaha,  Nebraska 
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He  commended  HHS  for  addressing  some  of 
the  patient  health  care  issues  the  AMA  had 
raised  in  making  its  final  revisions  of  the 
regulations. 

“‘We  remain  concerned  that  HHS  has 
exceeded  it  statutory  authority  in  this  matter 
and  that  the  final  regulations  will  have  the 
effect  of  interfering  with  the  physician-patient 
relationship,”  Dr.  Jonas  stressed.  “We  dis- 
agree with  the  premise  of  those  regulations 
which  is  that  physicians  in  Title  X programs 
have  been  advocating  abortion  as  a method  of 
family  planning. 

“We,  who  are  committed  to  quality  patient 
care  for  all,  agree  on  two  points:  first,  that  the 
family  planning  statute  does  not  provide  a 
basis  for  the  restrictive  regulations  which  have 
been  imposed  on  the  program,  and  second, 
that  the  ultimate  disadvantage  will  fall  on  the 
poorest  and  neediest  individuals  and  families 
in  our  society,  those  who  should  benefit  from 
this  program.” 

The  five  organizations  are  united  in  their 
belief  that  the  regulations  will  deprive  family 
planning  program  patients  of  the  full  range  of 
planning  services  and  information  concerning 
their  various  healthcare  options. 

* * * 

During  the  past  year,  a number  of  states 
were  successful  in  enacting  major  tort  reforms. 
The  AMA’s  Dept,  of  State  Legislation  reports 
that  22  states  passed  tort  reform  legislation  in 
1987  applicable  to  medical  malpractice  cases. 

Modification  of  the  joint  and  several  liability 
rule  was  the  most  common  reform,  with  nine 
states  having  enacted  this  type  of  legislation. 
The  next  most  frequently  seen  reform  was 
legislation  applicable  to  punitive  damages, 
Eight  states  passed  legislation  setting  out  the 
circumstances  under  which  punitive  damages 
may  be  awarded  and/or  setting  limits  on 
punitive  damage  awards.  Seven  states  reduced 
the  time  within  which  medical  inquiry  claims 
may  be  brought. 

Other  reforms  enacted  during  1987  includ- 
ed: caps  on  damages  (six  states),  awarding 
costs  and  fees  where  there  has  been  a frivolous 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  J3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon ? 1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000  s NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 
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EASTERN  EUROPEON 
MEDICAL  TRIP 
HAS  VACANCIES 

A superb  customized  Doctors, 
(all  specialties)  and  spouses 
tour  to  Eastern  Europe  has 
some  seats  available.  Depart- 
ing May  23,  1988  and  visting 
eight  medical  centers  in  YUGO- 
SLAVIA, HUNGARY,  CZECH- 
OSLOVAKIA, EAST  GERMANY, 
BULGARIA  AND  POLAND  in 
20  exciting  days.  All  sight 
seeing,  many  unique  extras  by 
our  host  doctors. 

Hosted  by  prominent  Yankton 
physician,  Dr  & Mrs.  Brooks 
Ranney  of  Yankton,  S.D.  Earn 
continuing  education  credits. 
Speakers  needed.  Call  605- 
655-3596  immediately  for  in- 
formation. 


AMA  NEWS  NOTES 

(continued  from  page  15-A) 

claim  (six  states),  modification  of  the  collateral 
source  rule  (six  states),  periodic  payment  of 
damages  (five  states),  elimination  of  the  ad 
damnum  clause  (five  states),  and  mandatory 
certificates  of  merit  (five  states). 

A unique  piece  of  enacted  legislation  was  the 
Virginia  Birth-Related  Neurological  Injury 
Compensation  Act.  This  legislation  created  a 
compensation  fund  for  certain  birth-related 
injuries.  The  fund  is  financed  through  annual 
contributions  from  physicians  and  hospitals. 

* * * 

Five  national  medical  societies  gained 
seats  in  the  AMA  House  of  Delegates  at  the 
interim  Meeting  in  December.  The  new  dele- 
gates representing  these  societies  are:  Fred  F. 
Castrow  II,  M.D.,  Houston,  Texas,  the  Amer- 
ican Society  for  Dermatologic  Surgery;  Roy 
Altman,  M.D.,  Miami,  Fla.,  the  American 
Rheumatism  Assn.;  Thomas  R.  Swift,  M.D., 
Augusta,  Ga.,  the  American  Assn,  of  Electro- 
myography and  Electrodiagnosis;  B.J.  Ken- 
nedy, M.D.,  Minneapolis,  Minn.,  the  American 


HERE'S  OHE  DOCTOR  WHO  WON'T  PAY 
HIS  MALPRACTICE  PREMIUMS  THIS  YEAR. 


The  Army  covers  his  premiums.  Since  he’s  an  Army 
Physician,  there  are  a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend  with.  Like  excessive 
paperwork,  and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly  rewarding 
experience.  The  Army  offers  varied  assignments,  chances 
to  specialize,  or  further  your  education,  and  to  work  with  a 
team  of  dedicated  health  care  professionals.  Plus  a gener- 
ous benefits  package. 

If  you’re  interested  in  practicing  high  quality  health  care 
with  a minimum  of  administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army  Medical  Department 
Counselor  for  more  information: 

MAJOR  MIKE  EDWARDS 

(816)  891-7720 

ARMY  MEDICINE. 

DE  ALL  YOU  CAN  DE. 
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Experiences  As  A Congressional  Candidate 


Jerald  R.  Schenken,  M.D.,  will  discuss 
how  it  is  to  be  a candidate  for  national 
office. 

Dr.  Schenken  is  running  for  the  Repub- 
lican nomination  for  Congress  in  Ne- 
braska’s Second  District. 


Sunday,  May  1 
12:00  noon-1 :30  p.m. 
General  Session  Program 

The  Marriott  Hotel 
Omaha  NE. 


Jerald  R.  Schenken,  M.D. 


AMA  NEWS  NOTES 


Society  of  Clinical  Oncology;  and  Ray  A. 
Elliott,  M.D.  Albany,  N.Y.,  the  American 
Society  of  Maxillofacial  Surgeons. 

Their  two-year  terms  began  Jan.  1.  Seventy- 
four  national  medical  societies  now  hold  seats 
in  the  house,  which  has  more  than  400 
delegates. 

* * * 

“Family  Stress  During  Malpractice  Litiga- 
tion,” a videocassette  featuring  Erwin  T. 

Janssen,  M.D.,  director  of  clinical  network 
programs  for  The  Menninger  Foundation;  is 
now  available.  The  35-minute  video,  which  can 
be  rented  for  $45  or  purchased  for  $55, 
explains  the  loss  and  grief  families  suffer 

during  a malpractice  suit  and  what  spouses  can 
do  to  help.  For  more  information,  contact  the 
AMA  Auxiliary,  535  N.  Dearborn,  Chicago,  111. 
60610,  (312)  645-4470. 

* * * 

“Alternative  Delivery  Systems  Contract- 
ing: Insights,  Risks  and  Opportunities,”  a 90 


minute  videotape  of  a recent  video  conference, 
explores  the  contract  negotiation  process  with 
alternative  delivery  systems  (ADS).  Lawyers, 
physicians,  and  ADS  administrators  share 
their  experiences  and  answer  physician  ques- 
tions about  contracting. 

The  videotape  can  help  physicians  recog- 
nize, understand,  analyze,  and  modify  clauses 
in  ADS  contracts  that  may  influence  the  way 
the  physician  chooses  to  practice  medicine. 
Special  emphasis  is  placed  on  patient  care  and 
the  physician’s  standard  of  care.  For  more 
information,  call  the  AMA  at  (800)  621-8335. 
* * * 

In  an  unusual  gesture  to  the  AMA  Sen. 
Edward  M Kennedy  (D.  Mass.)  has  expressed 
his  appreciation  to  an  AMA  spokesman, 
Robert  E.  McAfee,  M.D.  AMA  trustee,  for 
testifying  in  support  of  his  AIDS  Education 
and  Research  bill  now  pending  before  Con- 
gress. Dr.  McAfee  appeared  before  the  Senate 

(continued  on  page  1 8 - A ) 
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Labor  and  Human  Resources  Committee  last 
fall  to  present  the  AMA's  views  on  mandatory 
reporting  of  human  immunodeficiency  virus 
infections. 

* * * 

Camera-ready  copy  and  graphics  for  the 
patient  brochure,  “Will  there  be  a doctor 
available  when  you  need  one?”  are  available 
free  of  charge  from  the  AMA/Specialty  Society 
Medical  Liability  Project.  The  brochure  was 
developed  as  part  of  the  overall  communica- 
tions plan  approved  by  the  Steering  Commit- 
tee last  year.  It  describes  in  terms  patients  can 
understand  the  issues  surrounding  profes- 
sional liability.  Production  specifications  and  a 
sample  brochure  also  are  supplied.  Physicians 
may  use  the  material  as  is  or  use  the 
typography  to  build  their  own  brochure.  To 
request  the  material  call  (312)  645-4416. 

* * * 

Doris  L.  Konicki  has  been  named  director 
of  the  AMA’s  Office  of  Program  Evaluation 
and  Member  Relations.  She  previously  served 
the  Association  as  director  of  the  Dept,  of 
Health  Care  Delivery. 

* * * 

“Family  Stress  During  Malpractice  Litiga- 
tion,” a videocassette  featuring  Erwin  T. 

Janssen,  M.D.,  director  of  clinical  network 
programs  for  The  Menninger  Foundation;  is 
now  available.  The  35-minute  video,  which  can 
be  rented  for  $45  or  purchased  for  $55, 
explains  the  loss  and  grief  families  suffer 
during  a malpractice  suit  and  what  spouses  can 
do  to  help.  For  more  information,  contact  the 
AMA  Auxiliary,  535  N.  Dearborn,  Chicago,  111. 
60610,  (312)  645-4470. 

* * * 

The  1987  edition  of  Physician  Character- 

istics and  Distribution  in  the  U.S.  is  now 
available  from  the  AMA.  Containing  data 
collected  within  the  last  year,  this  new  edition 
describes  present-day  and  historical  informa- 
tion on  U.S.  physicians  such  as  geographic 
distribution,  national  trends,  and  population 
ratios.  Copies  are  $45,  with  a 20%  discount  for 
AMA  members.  To  order  call  toll-free,  (800) 
621-8335  or  (312)  645-4987. 
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ARAFATE 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  thatthe  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100  The  tablets  are  embossed  with 
MARION/1712  Issued  3/84 
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orders in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  70-81, 1984 

3 Krentz  K,  Jablonowski  H,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointes- 
tinal Tract  Disorders  in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  62-69, 
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Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown2-3 


Declining  gastric  secretion  and  age 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  H2  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


Parafate 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 
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DIET...  EXERCISE... 

Humulin®) 

human  insulin  XJU' 
( recombinant  DNA  origin ) 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 


Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  Insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have. The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


For  your  insulin-using  patients 


© 1987  ELI  LILLY  AND  COMPANY 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

As  a practicing  R.N.  in  a busy  and  innovative 
Dermatology  office,  I was  most  interested  in 
Dr.  Barton’s  recent  article,  “The  Scope  of 
Nursing  Practice”.  I strongly  agree  with  Dr. 
Barton’s  assertion  that  nurses  be  allowed  to 
render  care  they  have  specifically  been  trained 
to  provide.  It  is  critical  that  this  training  not 
simply  be  assumed  to  be  that  which  is 
obtained  in  the  collegiate  setting. 

The  4 year  degree  program  at  which  I 
trained  included  approximately  1 to  2 days  of 
specific  instruction  covering  patients’  integ- 
ument. From  discussions  with  other  office- 
based  R.N.’s,  I have  found  that  this  represents 
an  average  amount  of  time  spent  on  this  organ 
system.  I have  had  to  rely  on  my  physician  to 
train  me  in  95  percent  of  the  procedures  I must 
perform  in  a dermatology  office. 

I personally  feel  the  level  of  care  our 
patients  receive  is  higher  because  of  my  R.N. 
training.  In  the  office  setting,  I am  forced  at 
times  to  solve  problems  and  function  independ- 
ently. I must  be  allowed  to  perform  various 
uncomplicated  and  routine  procedures  that 
free  my  doctor  to  care  for  patients  who  require 
more  time  and  medical  expertise.  The  nurse 
must  be  viewed  as  an  extension  of  the 
physician,  not  initiating  treatment  plans  but 
carefully  rendering  the  care  the  physician 
prescribes. 

In  all  practicality,  a registered  nurse  func- 
tioning in  the  office  setting,  must  generate 
sufficient  additional  revenue  to  justify  her 
salary.  If  a nurse  is  not  allowed  to  function 
independently,  or  at  least  interdependently, 
she  partially  loses  her  purpose  and  cannot 
justify  the  increase  in  office  overhead  neces- 
sary to  obtain  professional  services  at  this 
level. 

If  I were  not  allowed  to  perform  minor 


procedures  for  which  I have  been  trained,  my 
job  would  become  less  meaningful  and  I would 
feel  frustrated  and  unchallenged.  The  best 
physicians  specifically  educate  their  nurses 
and  use  them  to  their  fullest  potential.  A 
feeling  of  pride  and  professionalism  results 
with  patient  care  being  elevated  to  the  highest 
level. 

A Nursing  Board  may  propose  a gen- 
eral “scope  of  nursing  practice”  but  it  truly 
must  remain  the  decision  of  our  doctors  which 
procedures  they  feel  comfortable  delegating  to 
the  nurse.  The  doctor,  in  turn,  accepts  the  legal 
liability  for  the  nurse’s  actions  in  the  office. 
This  type  of  interaction  and  interdependence 
leads  to  a team  approach  to  care  in  which  the 
patient  is  the  prime  beneficiary. 

Thank  you, 

Deborah  Lynn  Eberspacher,  BA.,  R.N. 
National  President 
Dermatology  Nurses  Association 
Lincoln,  NE 

* * * 


To  The  Editor: 

This  letter  is  in  response  to  an  article  which 
appeared  in  the  December,  1987  edition  of  the 
Nebraska  Medical  Journal. 

As  Director  of  the  Bureau  of  Examining 
Boards  which  is  administratively  responsible 
for  licensure  as  Nurses  and  other  health 
professionals  within  the  State  of  Nebraska,  I 
feel  it  appropriate  for  me  to  point  out  some 
inaccuracies  that  appeared  in  the  article 
entitled,  “The  Scope  of  Nursing  Practice”. 
These  inaccuracies  are  with  respect  to  “ac- 
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tion”  by  the  State  Board  of  Nursing  concerning 
the  scope  of  nursing  practice;  and,  they  are  as 
follows: 

1.  The  Board  of  Nursing  has  not  issued  an 
opinion  that  “instilling  antibiotic  medication 
through  a chest  tube”  is  beyond  the  scope  of 
practice  of  a registered  nurse.  The  minutes  of 
the  September  12,  1986  Board  of  Nursing 
meeting  state  that,  “infusion  of  chemother- 
apeutic medication  through  a chest  tube  is 
within  the  scope  of  practice  of  a registered 
nurse  as  long  as  the  integrity  of  the  system  is 
maintained  and  established  procedures  and 
appropriate  inservice/education  of  registered 
nurses  are  in  place”. 

2.  The  Board  of  Nursing  has  not  issued  an 
opinion  that,  “application  of  internal  fetal 
scalp  electrodes”  is  beyond  the  scope  of 
practice  of  a registered  nurse.  The  minutes  of 
the  April  10,  1986  Board  of  Nursing  meeting 
state  that,  “the  Board  reaffirms  its  position 
that  it  is  not  appropriate  practice  for  a 
registered  nurse  to  apply  internal  fetal  scalp 
electrodes  when  membranes  are  intact.  Rup- 
turing of  membranes  is  not  within  the  scope  of 
practice  of  the  registered  nurse”. 

3.  The  issue  of  whether  or  not  a registered 
nurse  may  direct  paramedical  personnel  to 
initiate  an  IV  or  perform  emergency  intub- 
ation, was  not  initiated  by  the  Board  of 
Nursing  but  was  addressed  in  October,  1987 
through  a joint  discussion  of  representatives 
from  the  Board  of  Advanced  Emergency 
Medical  Care  and  the  Board  of  Nursing.  The 
minutes  of  the  October,  1987  Board  of  Nursing 
meeting  state  that  it  is  "a  prime  concern  of  all 
present  as  to  the  role  of  the  registered  nurse 
acting  as  a physician  surrogate  for  an  emer- 
gency medical  service.  After  much  discussion, 
the  group  by  consensus  agreed  that  the 
protocols  by  which  a registered  nurse  would 
act  as  a physician  surrogate  should  be  grouped 
according  to  symptomology  and  not  medical 
diagnosis.  In  addition,  there  should  be  a policy 
that  clearly  outlines  the  lines  of  authority  and 
communication  that  a registered  nurse  would 
follow  when  acting  as  a physician  surrogate”. 
The  Bureau  of  Examining  Boards  and  the 
Board  of  Advanced  Emergency  Medical  Care 
are  in  the  process  of  establishing  regulations 
that  will  govern  the  development  of  such 
protocols  to  further  clarify  the  physician 
surrogate  issue. 


I trust  that  this  information  will  be  pub- 
lished to  clarify  the  action  of  the  Board  of 
Nursing. 

Sincerely, 

Helen  L.  Meeks,  Director 
Bureau  of  Examining  Boards 
Lincoln,  Nebraska 

* * * 


To  The  Editor: 

We  as  pulmonologists  see  a fair  number  of 
patients  who  present  with  persistent,  non- 
productive cough  without  any  demonstrable 
etiology.  Recently,  we  have  noticed  an  interest- 
ing association  of  cough  with  the  use  of 
enalapril  (Vasotec),  an  angiotensin  converting 
enzyme  inhibitor  agent  used  for  the  treatment 
of  hypertension  and  heart  failure.  Although  the 
other  available  angiotensin  converting  enzyme, 
captopril  (Capoten),  has  been  reported  also  to 
show  an  increased  sensitivity  cough  reflex,  we 
have  not  appreciated  that  association  com- 
monly. One  recent  communication  noted  per- 
sistent dry  cough  to  be  present  in  about  5-10% 
of  the  patients  treated  with  these  medications. 
The  mechanism  of  this  cough  is  considered  to 
be  a heightened  sensitivity  of  the  cough  reflex.' 
Interestingly,  cough  disappears  once  the  med- 
ication is  discontinued. 

We  recommend  that  when  patients  complain 
of  dry,  persistent  cough  as  the  sole  symptom, 
the  physician  should  review  the  medications 
the  patient  is  on.  It  may  be  appropriate  to 
discontinue  the  ACE  inhibitors  and  note  the 
response  instead  of  going  for  expensive  invest- 
igations to  rule  out  malignancy.  This  becomes 
particularly  true  in  patients  who  are  otherwise 
in  a low  risk  category  for  lung  cancer. 

Thank  you, 

Anup  K.  Chakraborty,  M.D. 

Jack  Mathews,  M.D. 

Lincoln,  Nebraska 

1.  Fuller  R,  Choudry  N:  Increased  cough  reflex  associated 
with  angiotensin  converting  enzyme  inhibitor  cough  (letter). 
British  Medical  Journal  295:1025-1026  (October  24),  1987. 
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EDITORIAL 


Residents'  Hours 

BENJAMIN  R.  GELBER,  M.D. 


There  has  been  considerable  interest  lately 
in  limiting  working  hours  for  residents.  There 
has  been  some  fear  that  insufficiently  rested, 
inadequately  supervised  trainees  are  likely  to 
make  errors.  Trainees  themselves  complain 
that  they  don’t  have  time  for  their  families  or 
for  study.  New  York  is  considering  a law  to 
limit  resident’s  hours.  There  has  been  con- 
siderable debate  there  concerning  the  need  for 
state  intervention. 

There  are  two  sides  to  the  problem.  Some 
residents  believe  they  are  being  exploited  as  a 
source  of  cheap  labor  by  the  hospitals.  This 
may  happen  more  often  than  we  care  to  admit. 
The  program  directors  say  that  trainees  must 
follow  through  with  their  patients  so  that  they 
learn  the  sequence  of  disease  management,  or 
the  natural  history,  and  to  provide  continuity 
of  care,  but  sometimes  what  the  supervising 
physician  really  wants  is  to  be  sure  the 
residents  get  the  work  done.  All  of  us  who  have 
completed  residency  training  feel  to  some 
extent  that  since  we  have  paid  our  dues, 
today’s  residents  should  too.  The  long  hours 
are  a rite  of  passage,  a coming  of  age,  and  a test 
of  whether  the  young  residents  can  meet  the 
demands  of  medical  practice. 

I wish  each  group  would  be  honest.  There 
are  problems  on  all  sides.  Teaching  hospitals 
do  use  residents  to  provide  service.  There  is  no 
direct  educational  value  in  starting  your  250th 
I.V.  at  3 a.m.,  but  this  can  save  a hospital  from 
having  to  hire  someone  else  to  do  it.  Program 
directors  may  try  to  have  enough  residents 
in  their  program  so  that  the  work  gets  done.  It 
would  be  better  if  they  tried  instead  to  train 
only  as  many  young  physicians  as  are  needed. 
A decrease  in  trainees  might  leave  some 
programs  shorthanded.  This  could  require  the 


more  senior  staff  to  spend  more  hours  at  the 
hospital,  and  I doubt  that  will  be  very  popular. 

Young  physicians  need  to  follow  though  with 
their  patients.  They  need  to  spend  long  hours 
in  the  hospital,  and  they  need  to  learn  how  to 
use  time  efficiently.  I remember  many  times 
my  fellow  residents  were  doing  things  at  3 a.m. 
that  should  have  been  done  at  10  p.m.  I even 
did  it  myself  a few  times,  but  I like  to  sleep, 
and  I learned  quickly  how  to  organize  work  and 
maximize  sleep.  Those  skills  pay  off  in  medical 
practice. 

I would  like  to  see  the  training  programs 
solve  this  problem  without  government  inter- 
vention. Residents  should  expect  to  work  hard, 
perhaps  harder  than  they  will  ever  work  again. 
Academic  physicians,  program  directors  and 
even  clinical  faculty  should  make  it  their 
responsibility  to  see  that  they  do  not  exploit 
their  residents,  but  help  out  if  things  get  out  of 
hand.  I know  many  do  this  now,  and  I hope  the 
training  programs  in  Nebraska  will  serve  as  an 
example,  but  it  isn’t  the  rule  nationwide. 
Hospitals  should  hire  paramedical  personnel 
to  do  as  much  routine  work  as  possible. 
Finally,  efficient  handling  of  medical  data 
would  help.  There  isn’t  much  sense  in  the 
resident  repeating  the  complete  history  and 
physical  if  it  was  already  done  at  the  attend- 
ing’s  office,  but  isn’t  sent  to  the  hospital  chart. 

Resident’s  time  shouldn’t  be  wasted  gather- 
ing up  lab  data,  finding  x-rays,  transporting 
patients,  or  doing  lab  tests  which  the  lab  does 
more  accurately  anyway. 

I hope  it  isn’t  to  late.  The  legislative  wheels 
are  turning  in  New  York.  I doubt  the  solution 
will  be  a good  one  for  graduate  medical 
education. 
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ORIGINAL  ARTICLES 

Evolution  of  the  Sex  Offender  Statutes 
in  the  State  of  Nebraska 

RAVINDER  P.  MEDIRATTA,  M.D.*  LEONARD  E.  WOYTASSEK,  M.D. 

Senior  Resident  Creighton  University  of  Medicine  Senior  Resident  Creighton  University  of  Medicine 

Department  of  Psychiatry,  2205  South  10th  Street,  Department  of  Psychiatry.  2205  South  10th  Street. 

Omaha,  Nebraska  68108  Omaha.  Nebraska  68108 


SEXUALLY  deviant  behavior  has 
been  in  existence  for  centuries, 
although  the  law  has  dealt  with 
this  condition  differently  over  the  years. 
Anybody  who  imposed  their  deviant  sexual 
desires  on  others  in  a coercive  manner  had 
been  convicted  and  sentenced  before  the 
special  sex  legislation  were  enacted.  The  first 
legislation  dealing  with  sex  offenders  was 
passed  in  Illinois  in  1939;1  and  since  then 
many  states  have  passed  sex  offender  statutes, 
including  the  State  of  Nebraska. 

According  to  Halleck,  “society  views  persons 
who  commit  sexually  related  crimes  as  mentally 
disordered  and  treats  such  persons  as  ‘sick'  or 
‘sick  and  bad’  rather  than  ‘bad’.”  Over  the 
years  the  passage  of  sex  offender  statutes  has 
shown  manifestation  of  a political  legislative 
approach  to  the  community  problem  in  which 
the  primary  goal  has  been  public  protection 
from  threatening  sexual  behavior  of  the  deviant 
population.  More  recently  the  goal  has  included 
the  treatment  aspect  of  that  population  under 
the  parens  patriae  duty  of  the  State  to 
rehabilitate  its  wayward  citizens. 

In  the  State  of  Nebraska,  sex  psychopath 
statutes  had  their  origin  in  late  1940’s  as  an 
alternative  to  straight  imprisonment  for  hand- 
ling people  who  had  behaved  sexually  in  a 
deviant  manner,  and  that  had  led  them  into 
difficulties  with  the  criminal  justice  system. 
The  sexual  acts  included  rape,  aggravated 
rape,  indecent  liberties,  sodomy,  sexual  acts 
with  minors,  incest,  etc.  Homosexuality  be- 
tween consenting  adults  and  bestiality  were 
not  included. 

The  objective  of  this  report  is  primarily  to 
inform  the  mental  health  professionals  who 
work  as  clinicians  or  administrators  with  these 
individuals,  as  well  as  attorneys,  members  of 
the  judiciary,  legislature  and  interested  lay 
people.  The  goals  are  to  1)  describe  historically 
how  the  sex  offender  statutes  have  evolved  in 


the  State  of  Nebraska  since  1949;  2)  examine 
the  strengths  and  weaknesses  of  the  current 
statutes  dealing  with  mentally  disordered 
sexual  offenders  who  are  treatable;  and  3) 
make  certain  recommendations  for  the  changes 
in  the  current  statutes. 

Over  the  last  40  years,  because  of  the 
sophisticated  mass  media  and  the  publicity  of 
the  sex  offenses  on  the  mass  media  and  the 
knowledge  of  the  general  public  about  these 
brutal  sexual  offenses,  there  has  been  gener- 
ated strong  emotions  in  the  general  population. 
Public  awareness  in  psychoanalysis  and  psy- 
chiatric intervention  has  led  to  the  belief  that 
all  types  of  sexually  deviant  behavior  could  be 
dealt  with  by  treatment,  which  appears  to  be 
rather  comforting,  but  is  a misleading  percep- 
tion. 

Statutes  in  1949  - Mr.  Thomas  M. 
Davies-3  of  Lancaster,  Nebraska,  introduced 
Legislative  Bill  344  in  1947,  an  act  relating  to 
sexual  psychopaths  to  amend  Sections  83-309 
and  83-322,  which  was  passed  in  May,  1949. 
According  to  amended  section  83-322,  the 
term  “sexual  psychopath”  was  created  and  it 
meant  “any  person  who,  by  an  ‘habitual’  course 
of  misconduct  in  sexual  matters,  had  evidenced 
an  utter  lack  of  power  to  control  his  sexual 
impulses  and  who,  as  a result,  is  likely  to  attack 
or  otherwise  inflict  injury,  loss,  pain,  or  other 
evil  on  the  objects  of  his  uncontrolled  and 
controllable  desires.”  Whenever  the  facts  were 
presented  to  the  County  Attorney,  he  was  to 
prepare  a petition  to  file  in  the  District  Court 
for  the  county  in  which  such  alleged  sexual 
allegation  had  occurred,  and  if  the  perpetrator 
was  under  the  age  of  18  years,  the  petition  was 
filed  with  the  Juvenile  Court  of  such  county. 
Then  the  courts  set  up  times  for  the  examina- 
tion and  for  the  hearing,  upon  the  petition  of 
the  alleged  sexual  psychopathic,  person.  The 
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alleged  sexual  psychopathic  person  had  the 
opportunity  to  be  represented  by  his  counsel. 
The  burden  of  proof  rested  on  the  State  to 
establish  allegations  in  the  complaint  beyond  a 
reasonable  doubt.  The  court  appointed  two 
licensed  physicians  who  had  at  least  two  years 
of  special  training  in  mental  diseases  to  assist 
in  the  examination  of  the  alleged  sexual 
psychopathic  person.  The  physicians  filed  with 
the  court  their  written  findings  as  to  whether 
or  not  the  person  under  examination  was  a 
sexual  psychopath.  If  such  physicians  had 
found  that  such  person  is  not  a sexual  psycho- 
pathic person,  proceedings  were  dismissed. 
Such  physicians  had  to  personally  appear  and 
testify  at  such  hearings,  at  which  time  counsel 
for  the  alleged  sexual  psychopathic  person 
could  cross  examine.  After  the  jury  had 
brought  in  a verdict,  or  the  court  had  made 
known  its  findings  in  case  the  jury  had  been 
waived,  the  court  made  an  order  defermining 
whether  or  not  the  person  under  examination 
was  a sexual  psychopath.  Any  person  de- 
termined by  the  court  to  be  a sexual  psychopath 
was  committed  “indefinitely”  to  one  of  the  four 
State  Hospitals  in  the  State  of  Nebraska  for 
the  mentally  ill  for  detention,  housing,  care  and 
treatment,  and  those  under  18  years  were  to  be 
kept  separately  for  the  same  purposes.  The 
Superintendent  of  the  institution  to  which  the 
sexual  psychopath  was  committed  made  written 
recommendations  for  discharge  to  the  court  for 
such  a person.  After  receiving  such  recom- 
mendation, the  courts  at  their  own  discretion 
either  freed  that  individual  completely  or  was 
released  on  probation.  The  county  from  which 
the  person  was  found  to  be  a sexual  psychopath 
bore  all  the  costs  of  maintenance,  care,  and 
treatment  of  such  person  during  the  commit- 
ment period,  if  such  person  was  not  able  to 
afford  the  cost  on  his  own. 

Statutes  in  1955  - Joseph  D.  Martin, 
Chairman  of  the  Judiciary  Committee,  intro- 
duced Legislative  Bill  542  in  1953  amending 
Section  29-2901  and  revised  statute  supple- 
ment 1953  to  redefine  the  term  “sexual 
psychopath.”45  The  only  change  made  from 
the  year  1949  was  the  word  “habitual”  which 
was  eliminated  from  the  definition.  All  other 
parts  of  the  statute  remained  the  same.  If  such 
physicians  found  that  the  alleged  person  was 
not  a sexual  psychopath  person,  the  proceed- 
ings under  29-2901  to  29-2907  were  dismissed. 


Statutes  in  1971  - Legislative  Bill  278, 
introduced  by  Terry  Carpenter,  approved  by 
the  Governor  in  1971,  became  a law  in  which 
the  definition  of  sexual  psychopath  was 
changed  to  sexual  sociopath.  By  definition, 
“sexual  sociopath”6  meant  any  person  who  had 
been  convicted  of  a sexual  offense  and  who 
was  determined  to  be  disposed  to  repeated 
commission  of  sexual  offenses  which  were 
likely  to  cause  substantial  injury  to  the  health 
of  others;  sexual  offense  meant  debauching  a 
minor,  rape,  sodomy,  or  the  commission  of  any 
crime  as  defined  by  law  in  which  sexual 
excitement  of  the  person  committing  the  crime 
was  a substantial  motivating  factor. 

Whenever  a person  was  convicted  of  a 
sexual  offense  and  there  was  probable  cause  to 
believe  that  the  defendant  was  a sexual 
sociopath,  the  proceedings  for  determination 
of  whether  the  defendant  was  a sexual 
sociopath  could  be  initiated  by:  1)  motion  of 
the  prosecuting  attorney;  2)  on  behalf  of  the 
defendant;  or  3)  by  the  court  on  its  own 
motion.  The  courts  at  that  time  suspended  the 
criminal  proceedings  for  the  crime  for  which 
the  defendant  had  been  convicted  until  it 
could  be  proved  that  the  defendant  was  a 
sexual  sociopath.  The  court  set  up  time  for 
individual  psychiatric  examination  of  that 
individual  by  two  licensed  physicians  in  the 
State  who  had  at  least  two  years  of  special 
training  in  mental  diseases,  and  such  physicians 
filed  a written  report  giving  their  diagnosis 
whether  such  individual  was  a sexual  sociopath 
and  if  he  or  she  were  treatable.  The  burden  of 
proof  rested  on  the  State  to  establish  the 
allegation  beyond  a reasonable  doubt.  If  both 
the  physicians  reported  that  such  person  was 
not  a sexual  sociopath,  the  court  then  dismissed 
the  proceedings  and  proceeded  to  sentence 
the  defendant  for  the  crime  of  which  he  had 
been  convicted.  If  one  or  the  other  such 
physicians  reported  that  in  his  or  her  opinion 
such  person  was  a sexual  sociopath,  then  the 
court  proceeded  with  hearing  upon  the  issue  of 
whether  the  defendant  was  a sexual  sociopath, 
and  after  such  hearing  the  court  entered  an 
order  determining  that  the  defendant  was  a 
sexual  sociopath. 

If  the  court  determined  that  the  defendant 
was  a sexual  sociopath,  such  defendant  was 
temporarily  committed  to  one  of  the  State 
Regional  Centers  for  treatment  of  the  mentally 
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ill  for  observation  and  diagnosis,  not  to  exceed 
90  days.  Such  person  was  given  another 
psychiatric  evaluation  to  determine  whether 
the  defendant  was  a sexual  sociopath  and 
whether  the  defendant  would  benefit  by  care 
and  treatment  in  a State  Regional  Center.  The 
person  in  charge  of  the  State  Regional  Center 
made  a written  report  with  these  facts  to  the 
Court  within  90  days  along  with  the  diagnosis 
and  recommendation  concerning  the  defend- 
ants future  care,  supervision,  and  treatment. 
If  the  Court  was  in  agreement  with  the  person 
in  charge  of  the  Regional  Center  who  made  the 
report  that  such  individual  was  not  a sexual 
sociopath,  then  the  court  either  dismissed  the 
petition  and  went  ahead  with  sentencing  on  the 
original  sexual  offense,  or  went  ahead  and  had 
that  person  further  proceed  for  jury  trial 
determination  to  see  if  that  person  was  a 
sexual  sociopath.  If  the  person  in  charge  of 
such  Center  reported  to  the  court  that  in  his 
opinion  the  defendant  was  a sexual  sociopath  or 
if  the  court  determined  that  the  defendant  was 
a sexual  sociopath,  the  court  held  a jury  trial 
unless  it  was  waived  by  the  defendant.  In  this 
trial,  if  the  person  was  found  to  be  a sexual 
sociopath  and  treatable,  he  was  committed 
indefinitely  to  one  of  the  Regional  Centers  for 
treatment  and  care.  If  the  person  was  found  to 
be  a sexual  sociopath  who  was  not  treatable,  he 
was  committed  indefinitely  to  the  Nebraska 
Penal  and  Correctional  Complex.  On  the 
other  hand,  if  the  jury  or  the  court  upon  trial 
found  that  the  person  was  not  a sexual 
sociopath,  he  was  sentenced  on  the  original 
sex  offense  and  proceedings  under  the  sexual 
sociopath  statutes  were  dropped.  During  the 
course  of  treatment  at  the  Regional  Center,  if 
the  person  in  charge  of  the  Regional  Center 
made  an  application  to  the  District  Court  that 
such  individual  was  no  longer  treatable  — in 
other  words,  the  individual  had  achieved 
maximum  benefit  of  treatment,  he  or  she  could 
then  be  transferred  by  the  court  to  the 
Nebraska  Penal  and  Correctional  Complex. 

For  the  release  of  such  committed  people 
from  the  Nebraska  Penal  and  Correctional 
Complex  or  State  Regional  Center,  a motion 
for  a hearing  to  determine  whether  the 
defendant  was  a sexual  sociopath  could  be 
initiated  by  the  defendant  at  one  year  intervals 
after  initial  commitment  or  at  any  time  by  the 
District  Court  that  ordered  the  commitment. 


No  person  who  had  been  committed  as  a 
sexual  sociopath  could  be  released  in  any 
event  until  he  had  been  given  a complete 
psychiatric  evaluation  by  the  staff  of  the  State 
Regional  Center  and  one  licensed  psychiatrist 
in  general  practice  in  that  state.  Such  evaluation 
showed  that  such  person  was  fit  for  discharge. 
Such  court,  after  considering  such  evaluation 
at  their  own  discretion,  sentenced  the  defendant 
on  the  original  sex  offense,  or  released  the  de- 
fendant on  probation,  or  scheduled  a hearing  to 
determine  if  the  individual  was  a sexual 
sociopath.  The  county  from  which  the  person 
was  found  to  be  a sexual  sociopath  bore  all  the 
costs  of  maintenance,  care,  and  treatment  of 
such  person  during  the  commitment  period  if 
such  person  was  not  able  to  afford  the  cost  on 
his  own. 

Statutes  in  1979  - Legislative  Bill  378  was 
adopted  by  the  1979  Legislature  repealing 
Sections  29-2901  to  29-2910  with  the  amend- 
ments which  appeared  in  Chapter  29,  Article 
29,  as  Sections  29-2911  to  29-2921  which 
stated  that  “Mentally  Disordered  Sex  Offender 
(MDSO)”7  shall  mean  any  person  who  has 
a mental  disorder  and  who,  because  of  the 
mental  disorder,  has  been  determined  to  be 
disposed  to  repeated  commission  of  sexual 
offenses  which  are  likely  to  cause  substantial 
injury  to  the  health  of  others  and  sexual 
offense  shall  mean  any  of  the  crimes  set  forth 
in  Section  28-319,  28-320,  or  28-805,  or  the 
commission  of  any  felony  as  defined  by  the  law 
in  which  the  sexual  excitement  of  the  person 
committing  the  crime  is  a substantial  motiva- 
tional factor. 

After  a person  is  convicted  of  a felony  sexual 
offense,  the  court,  prior  to  sentencing,  shall 
order  presentence  investigation  which  shall 
include  individual  psychiatric  evaluation  of  the 
defendant  by  two  Nebraska  licensed  physicians 
or  one  physician  and  one  psychologist  who 
have  at  least  three  years  of  special  training  in 
mental  disorder  to  determine  if  the  defendant 
is  a mentally  disordered  sex  offender.  Such 
evaluators  file  a report  with  the  facts  on  which 
they  made  their  determination  at  least  10  days 
prior  to  sentencing  date  to  the  court. 

If  the  court  determines  that  the  defendant  is 
not  a mentally  disordered  sex  offender,  or  is  a 
mentally  disordered  sex  offender  whose  dis- 
order is  not  treatable,  or  that  the  treatment  is 
not  available  in  the  State  of  Nebraska  based  on 
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the  information  in  the  conclusions  in  the 
presentence  investigation,  the  court  shall  sen- 
tence the  defendant  as  provided  by  law  on  the 
offense  for  which  he  or  she  has  been  convicted. 

If  the  court  determines  that  the  defendant  is 
a mentally  disordered  sex  offender  and  the 
disorder  is  treatable  and  such  treatment  is 
available  in  the  State  of  Nebraska,  the  court 
shall  sentence  the  defendant  provided  by  the 
law  for  the  offense  for  which  he  or  she  has  been 
convicted,  and  then  commit  the  defendant  for 
treatment  to  one  of  the  Regional  Centers  until 
such  time  as  the  court  determines  based  on  the 
report  filed  by  the  Sentencing  Review  Com- 
mittee that  the  defendant  is  no  longer  a 
mentally  disordered  sex  offender  or  until  the 
defendant  has  received  the  maximum  benefit 
of  treatment  except  that  no  sentence  to 
treatment  shall  exceed  the  maximum  length  of 
such  offenders  sentence. 

The  Sentencing  Review  Committee  is  ap- 
pointed by  the  Governor  and  consists  of  one 
attorney,  a psychologist,  two  physicians  and  a 
lay  person  and  meets  quarterly.  The  Sentencing 
Review  Committee  annually  reviews  the  record 
of  the  mentally  disordered  sex  offender  or 
upon  the  motion  of  the  defendant.  If,  upon  the 
review,  the  Sentencing  Review  Committee 
finds  that  such  defendant  is  no  longer  a 
mentally  disordered  sex  offender  or  the 
defendant  has  received  the  maximum  benefit 
of  the  treatment,  the  defendant  shall  be 
returned  to  the  sentencing  court  for  further 
disposition,  which  could  include  sending  the 
defendant  to  the  correctional  facility  for  the 
remainder  of  the  his  or  her  sentence.  Ninety  days 
prior  to  the  release  of  any  mentally  disordered 
sex  offender,  the  treating  Regional  Center 
sends  a report  to  the  County  Attorney  who 
committed  such  defendant  and  to  the  Board  of 
Mental  Health.  The  report  contains  recom- 
mendations regarding  the  individual’s  maximum 
benefit  of  treatment  and  whether  he  or  she 
should  be  released  at  the  Board  of  Mental 
Health  proceedings  or  if  he  is  treatable  and 
needs  further  treatment.  If  the  Board  of 
Mental  Health  decides  upon  hearing  that  such 
individual  is  still  mentally  ill  and  dangerous  to 
the  community,  he  or  she  is  recommitted  by 
Board  of  Mental  Health  for  further  treatment. 

Discussion 

Over  the  years  the  statutes  about  sex 
offenders  have  changed  considerably.  The 


most  identifiable  change  which  happened  in 
the  1979  amendment  of  legislation  was  that 
the  Mentally  Disordered  Sex  Offenders  were 
sentenced  prior  to  their  treatment  for  their 
sexual  offenses  for  a determinate  amount  of 
time  beyond  which  they  had  to  be  released  or 
committed  under  the  Board  of  Mental  Health 
Statutes  if  they  were  found  to  be  mentally  ill 
and  dangerous  to  themselves  or  others.  But 
until  1979  under  the  sexual  sociopath  and 
psychopath  statutes,  such  individuals  were 
committed  to  the  treatment  facility  for  an 
indeterminate  period  of  time.  The  authors 
think  this  was  not  justified,  and  that  it 
interfered  with  the  therapeutic  alliance  and 
their  management.  When  these  individuals  are 
convicted  of  their  sexual  offense  and  are  sent 
to  treatment,  we  feel  that  it  helps  these 
Mentally  Disordered  Sex  Offenders  accept 
some  responsibility  for  their  sexually  deviant 
and  aggressive  behavior.  Although  they  initially 
hold  the  belief  that  they  may  not  need 
treatment,  the  fact  that  they  have  to  be  in 
treatment  for  a determinate  amount  of  time 
helps  to  build  the  therapeutic  alliance.  Also, 
the  staff  feels  protected  and  increases  their 
willingness  to  work  with  this  sexually  deviant 
population.  Some  sex  offenders  are  irrespon- 
sible and  when  they  are  sentenced  to  come  for 
treatment  as  being  treatable,  they  don’t  make 
any  effort  to  be  involved  in  treatment,  and  this 
interferes  with  developing  a therapeutic  alliance. 
The  authors  feel  that  such  individuals  should 
be  carefully  given  a label  of  Mentally  Dis- 
ordered Sex  Offenders  treatable  versus  not 
treatable  during  the  initial  evaluation  phase. 
With  the  sophisticated  mass  media  over  the 
past  40  years,  and  the  publicity  of  the  sex 
offenses  by  the  mass  media,  and  the  knowledge 
of  the  general  public  about  these  brutal  sexual 
offenses,  strong  emotions  have  been  generated 
in  the  general  society,  who  have  come  to  believe 
that  any  sexual  offense  is  “bad  and  sick”  and 
should  be  reformed  and  treated,  which  appears 
to  be  comforting,  but  is  a misperception.  The 
authors  believe  that  mental  health  profes- 
sionals doing  Mentally  Disordered  Sex  Of- 
fender evaluations  should  carefully  diagnose 
these  individuals  and  give  their  opinions 
about  whether  these  individuals  are  treatable 
or  not  treatable.  Some  sex  offenders  are  hard- 
core criminals  and  have  no  sympathy  for  their 
victims.  These  sex  offenders  are  indeed 
irresponsible  people  and  their  behavior  must 
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not  be  excused  by  giving  a label  of  Mentally 
Disordered  Sex  Offender  treatable. 

The  main  facility  for  treatment  of  mentally 
disordered  sex  offenders  in  the  State  of 
Nebraska  is  located  in  the  maximum  security 
unit  of  Lincoln  Regional  Center.  Another  is- 
sue which  is  raised  is  the  current  statutes 
which  is  debatable  is,  should  the  Mentally 
Disordered  Sex  Offenders  be  sent  to  treatment 
when  they  start  their  sentence  or  should  they 
be  sent  to  treatment  when  they  have  about 
three  years  left  in  their  sentence.  The  average 
amount  of  time  needed  for  treatment  of 
Mentally  Disordered  Sex  Offenders  at  Lincoln 
Regional  Center  is  about  three  years.  The  sex 
offenders  who  come  to  the  treatment  at  the 
beginning  of  their  sentence  and  who  have  a 
sentence  longer  than  three  years  and  found  to 
have  attained  maximum  benefit,  would  return 
to  the  Penal  Complex  to  finish  their  sentence. 
Some  argue  that  such  sex  offenders  wash  out 
the  effect  of  the  treatment  when  they  finish 
their  sentence  at  the  Penal  Complex  before 
their  release  to  the  community.  On  the  other 
hand,  if  one  believes  that  convicted  sexual 
offenders  who  are  found  to  be  treatable  should 
be  sent  to  the  treatment  facility  when  they 


have  about  three  years  on  their  sentence,  then 
upon  completion  of  their  sentence  and  release 
to  the  community,  their  adjustment  is  facilitated 
by  the  benefits  they  have  achieved  during  the 
fresh  treatment.  At  the  present  time  there  are 
no  solid  studies  to  substantiate  this. 

According  to  the  current  statutes,  before  the 
release  of  mentally  disordered  sex  offenders 
either  from  Lincoln  Regional  Center  or  from 
Nebraska  Penal  and  Correctional  Complex, 
such  individual  have  to  have  a Board  of  Mental 
Health  hearing  to  determine  if  such  individuals 
are  still  mentally  ill  and  dangerous.  The 
authors  feel  that  having  a Board  of  Mental 
Health  hearing  at  the  end  of  their  sentence 
puts  these  individuals  in  double  jeopardy. 
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False  Positive  Bone  Scan  Secondary 
to  Sympathectomy  Following 
Resection  of  a Ganglioneuroblastoma 

or 

AFFECT  OF  UNILATERAL  SYMPATHECTOMY  OF  BONE 
SCAN  IN  THE  PEDIATRIC  PATIENT 

JOHN  A.  HAGGSTROM,  M.D.  JAMES  C.  BROWN,  M.D. 

Department  of  Radiology,  Childrens  Memorial  Hospital,  8301  Dodge  Street,  Omaha,  Nebraska  68114 


THE  bone  scan  is  a commonly 
utilized  diagnostic  tool  in  the 
initial  evaluation  and  follow  up 
of  both  children  and  adults  with  various 
malignancies.  The  scintigraphic  findings  are 
often  heavily  relied  upon  in  defining  prognosis 
and  planning  treatment  protocols.  Errors  in 
the  interpretation  of  these  exams  or  false 
positive  findings  might  obviously  lead  to 
inappropriate  or  unnecessary  intervention. 
Entities  that  result  in  unilateral  increased  or 
asymmetrical  blood  flow  to  an  extremity  may 
result  in  increased  radiopharmaceutical  activity 
in  the  bony  structures  of  the  extremity 
mimicking  metastatic  disease  (Table  1).  The 
following  case  presentation  illustrates  one 
such  potential  pitfall  in  interpreting  bone 
scans  in  children  who  have  undergone  retro- 
peritoneal resections  of  malignancies. 


Table  1 

Entities  Leading  to  “False  Positive”  Interpretation 
For  Metastatic  Disease  in  Children 

1.  Trauma 

2.  Inflammation 

3.  Neuropathy 

4.  Vascular  (AVM,  hemangioma,  unilateral  vascular 
compromise  extrinsic  compression,  emboli,  etc.) 

5.  Sympathectomy 

6.  Hemihvpertrophy 

7.  Hemiatrophy 

Case  Report 

A four  year  old  child  was  diagnosed  as 
having  stage  II  ganglioneuroblastoma  involving 
the  left  lumbar  sympathetic  chain  with  local 
nodal  involvement.  Following  resection  of  the 
primary  tumor  and  local  nodes,  (6-26-85),  a 
metastatic  work  up  was  performed  which 
included  routine  bone  marrow  examination, 
(6-27-85),  and  a bone  scan,  (6-28-85),  as  shown. 
6.1  millicuries  of  Technetium  99m  HDP  was 
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(Figure  1)  Anterior  perfusion  image  obtained  during  injection  of 
radiopharmaceutical  revealing  increased  flow  to  the  left  lower  extremity. 
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utilized  and  a flow  study  (Figure  1),  immediate 
blood  pool  scans  (Figure  2),  and  routine  static 
images  at  2 hours  (Figures  3,  4,  5)  were 
obtained.  There  was  definite  increased  radio- 
pharmaceutical activity  involving  the  left  lower 
extremity  on  all  phases  of  the  examination 
most  pronounced  in  the  left  foot  and  ankle. 
Chemotherapy  and  local  radiation  therapy 
were  not  initiated  until  after  the  initial  bone 
scan.  This  patient  otherwise  exhibited  no  signs 
of  distant  metastatic  disease.  Repeat  bone 
scans  were  essentially  unchanged  through  18 
months  of  follow  up.  The  patient  died  2 years 
post  diagnosis  from  overwhelming  opportun- 
istic infection  with  biopsy  proven  Pneumocys- 
tis Carinii  pneumonia.  At  the  time  of  her  death 
the  patient  was  markedly  immunosuppressed 
but  there  was  no  evidence  of  local  or  meta- 
static tumor. 


R 


immed 

(Figure  2)  Immediate  anterior  blood  pool  image  at  5 
minutes  revealing  increased  activity  on  the  left. 


(Figure  3A,  B & C)  Static  2 hr.  bone  scan  images  of 
the  knees,  feet,  and  ankles  revealing  diffuse  in- 
xreased  activity  of  the  distal  tibial  metaphysis  and 
the  bones  of  the  feet. 


& 


Figure  5 
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Figure  4 
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SUMMARY 

The  bone  scan  is  an  important  tool  in 
planning  treatment  for  children  with  malig- 
nancies. A case  has  been  presented  where 
unilateral  sympathectomy  during  resection  of 
retroperitoneal  ganglioneuroblastoma  resulted 
in  asymmetrical  radiopharmaceutical  uptake 
of  the  ipsilateral  extremity  on  bone  scan.  The 
phenomena  of  increased  extremity  blood  flow 
following  sympathectomy  has  been  well  docu- 
mented.1 -• :i' 4 Sympathectomy  has  also  been 
shown  to  affect  bone  metabolism  and  speci- 
fically osteoblastic  activity.’  This  clinical  find- 
ing is  not  rare  and  is  seen  both  in  adults6  and 
children.  This  pediatric  case  serves  as  a 
reminder  that  increased  radiopharmaceutical 
activity  in  a patient  with  a primary  neoplasm 
may  be  due  to  causes  other  than  metastatic 
disease. 
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CLINICAL  HISTORY 

THIS  46  year  old  male  suffered  a 
left  shoulder  contusion  in  a 
motor  vehicle  accident  in  May, 
1987.  Subsequently  he  developed  neck,  left 
shoulder  and  arm  pain  associated  with  hand 
paresthesias  when  lifting  heavy  objects  or 
raising  his  left  arm  above  the  head.  He 
frequently  awakened  with  numbness  involving 
the  entire  left  upper  extremity.  He  also  noted 
that  the  left  hand  was  cooler  than  the  right. 

In  September  1987  he  was  admitted  to  the 
LIniversity  of  Nebraska  Medical  Center.  Gen- 
eral and  neurological  examinations  were  within 
normal  limits.  When  the  left  upper  extremity 
was  examined  in  hvperabduction  (Adson’s 
Maneuver),  however,  obliteration  of  the  radial 
pulse  and  obvious  hand  coolness  were  noted 
and  the  patient  experienced  severe  paresthe- 
sias. 

A diagnostic  workup  was  performed,  includ- 
ing angiography  of  the  left  subclavian  artery 
and  Magnetic  Resonance  Imaging  (MRI)  of  the 
left  upper  shoulder.  Angiography  and  MRI 
were  performed  with  the  patient’s  left  upper 
extremity  in  the  anatomical  and  hyperab- 
ducted  positions.  Angiography  revealed  com- 
plete obstruction  of  blood  flow  in  the  left 
subclavian  artery  when  the  patient’s  arm  was 
hyperabducted  (figure  1 and  2).  MRI  con- 
firmed the  arteriographic  findings  (figures  3 
and  4). 

The  patient  underwent  left  first  rib  resection 
(figure  5)  and  postoperatively  the  symptoms  of 
TOS  have  completely  resolved. 

DISCUSSION:  Thoracic  outlet  syndrome 
(TOS)  is  a term  first  used  by  Peet  in  1956  to 
encompass  a constellation  of  symptoms  result- 
ing from  compression  of  the  neurovascular 
bundle  (i.e.,  brachial  plexus,  subclavian  artery, 


Figure  1 

Left  subclavian  arteriogram  with  the  arm  in  the 
anatomical  position.  Normal  findings. 

and  subclavian  vein)  at  the  thoracic  outlet  (1). 
This  terminology  has  been  widely  accepted 
and  has  replaced  a variety  of  previously  used 
terms,  such  as  cervical  rib  syndrome,  first  rib 
syndrome,  scalenus  anticus  syndrome,  and 
Rucksack  paralysis  (2). 

The  symptomatology  of  TOS  is  dependent 
upon  which  component  of  the  neurovascular 
bundle  is  compressed.  Compression  of  the 
brachial  plexus  is  associated  with  paresthesias, 
numbness,  and  cervical  pain  that  radiates  into 
the  involved  upper  extremity.  Paresthesias 
and  numbness  are  usually  in  the  lower  brachial 
plexus  along  the  distribution  of  the  ulnar  nerve 
(3,4).  Muscle  weakness  and  atrophy  are  rare. 
Compression  of  the  vascular  bundle  produces 

•Reprint  request:  -lames  M.  Sullivan.  M.D.,  Ph  D.  University  of  Nebraska 
Medical  Center.  Department  of  Internal  Medicine.  Section  of  Neurology. 
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pain  and  other  transient  weakness  and  cool- 
ness of  the  affected  extremity.  Both  neuro- 
logical and  vascular  symptoms  are  usually 
exacerbated  by  maneuvers  associated  with 
elevation  of  the  affected  arm  above  the  head. 
Such  movements  increase  compression  of 
already  compromised  structures.  Massive  hand 
edema,  ulcerations  of  the  fingers  and  severe 


Raynaud’s  phenomonen  complicate  the  clin- 
ical course  in  severe  cases  of  TOS  (3). 

Vascular  studies  are  useful  diagnostic  tests 
for  TOS  (5).  Angiography  documents  narrow- 
ing or  occlusion  of  the  subclavian  artery  with 
hyperabduction  and  assesses  the  need  for 
surgery.  Likewise,  venography  demonstrates 
narrowing  of  occlusion  of  the  subclavian  vein. 
Electrophysiologic  studies  are  important  in 
examining  the  degree  of  neurogenic  involve- 
ment and  localizing  the  site  of  the  lesion,  but 
controversy  exists  as  to  the  diagnostic  value  of 
these  tests  (6).  In  patients  with  hand  wasting 
and  sensory  symptoms,  the  diagnosis  can  be 
established  in  most  cases  by  use  of  quanti- 
tative electromyography  (EMG)  and  sensory 
and  motor  conduction  studies  of  the  ulnar 
nerve. 

A review  of  the  medical  literature  did  not 
show  any  previous  report  of  MRI  utilization  in 
the  diagnosis  of  TOS.  With  future  expansion  of 
magnetic  imaging  technology  it  may  be  pos- 
sible to  diagnose  TOS  with  this  imaging 
modality,  replacing  invasive  angiography  with 
its  complications. 

Conservative  management  emphasizing  re- 
assurance and  physical  therapy  for  good 
posture  and  shoulder-girdle  strengthening  ex- 
ercises is  undertaken  as  the  initial  theraphy  for 
T)S.  Surgical  management  requiring  first  rib 


Figure  3 

MRI  (1.5  tesla  stationary  GE-Signa,  T,  — weighted  pulse  image.  TR  = 500 
msec,  TE  = 25  msec)  of  the  left  shoulder  with  the  arm  in  the  anatomical 
position.  Image  obtained  using  5”  surface  coil  in  the  coronal  plane.  Vessels 
demonstrate  signal  void  due  to  flow.  Normal  findings.  (A)  left  subclavian 
artery.  (V)  left  subclavian  vein.  (C)  clavicle. 
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Figure  4 

MRI  (1.5)  tesla  stationary  GE-Signa  Unit,  T,  — weighted  pulse  image,  TR  = 
500  msec,  TE  = 25  msec)  of  the  left  shoulder  with  the  arm  in  the 
hyperabducted  position.  Narrowing  of  the  subclavian  artery  crossing  under 
the  clavicle.  (A)  left  subclavian  artery.  (V)  left  subclavian  vein.  (C)  clavicle. 
(Va)  vertebral  artery. 


Figure  5 

Antero-posterior  chest  radiograph  demonstrating 
resection  of  the  left  first  rib  (arrow). 


resection  should  be  reserved  for  well  docu- 
mented cases  which  are  unresponsive  to 
palliative  therapy  (7). 
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PRESIDENT’S  PAGE 

Professional  Liability  — A Societal  Problem 


L.  DWIGHT  CHERRY.  M.D. 
President.  Nebraska  Medical  Association 


The  stimulus  for  this  President’s  page  was 
the  release  on  January  13,  of  the  AMA/Spe- 
cialty  Society  Medical  Liability  Project.  I 
quote  the  first  paragraph  of  the  AMA’s  news 
release:  “A  radical  proposal  to  resolve  medical 
malpractice  claims  fairer  and  more  efficiently 
was  unveiled  today  by  the  American  Medical 
Association  and  thirty-two  national  medical 
specialty  organizations  (the  AMA/Specialty 
Society  Medical  Liability  Project).” 

We  in  Nebraska  are  indeed  fortunate,  when 
compared  to  our  neighboring  states,  because 
of  our  malpractice  law  and  hence  our  com- 
paratively low  premiums.  Even  so,  our  medical 
malpractice  premiums  are  a large  portion  of 
our  overhead.  We  can  thank  the  efforts  of  the 
Nebraska  Medical  Association  and  especially 
the  committee  of  "the  malpractice  five”  which 
worked  extremely  hard  with  our  legislature  to 
get  our  favorable  statutes  passed.  In  spite  of 
this  favorable  situation  in  Nebraska,  we  need 
to  continue  to  study  and  hope  to  improve  the 
professional  liability  situation. 

While  attorney  bashing  and  insurance  in- 
dustry bashing  are  popular  sports  in  the 
physicians’  lounges,  they  do  little  except  to 
vent  our  spleen.'  This  is  a societal  problem  and 
not  a problem  limited  to  the  professions  or  the 
insurance  industry. 

Tort  reforms,  which  have  been  studied 
extensively  throughout  the  country,  are  really 
palliative  procedures.  While  all  of  us  in  the 
practice  of  medicine  frequently  practice  pallia- 
tion, we  much  prefer  a cure.  At  best,  tort 
reforms  will  improve  the  situation,  not  elim- 
inate the  problems. 

Many  alternative  types  of  insurance  have 
been  proposed.  A common  one  proposed  is  a 
no-fault  type  of  policy,  where  the  injured 
person  is  reimbursed  without  proving  any 
negligence,  fault,  or  malpractice.  It  is  an  action 
purely  to  determine  the  amount  of  the 
settlement.  Another  type  of  proposed  in- 


L.  Dwight  Cherry,  M.D. 


surance  I call  "incident  insurance”  for  the  want 
of  a better  name.  The  patient  would  purchase 
this  insurance  on  admission  to  the  hospital  or 
to  some  other  health  care  facility  to  cover  any 
medical  misadventure  which  occurs  during  the 
specific  procedure  or  therapy  for  which  he/she 
is  being  admitted.  I think  the  problems  of 
determining  when  benefits  would  be  paid  are 
overwhelming.  A good  result  in  a healthy  40 
year  old  would  certainly  be  different  that  a 
good  result  in  an  octogenarian, for  example. 
This  type  of  insurance  could  be  compared  to 
insurance  that  is  available  for  covering  a flight 
or  trip  frequently  dispensed  through  a vending 
machine  at  an  airport  or  depot.  I really  cannot 
think  of  this  as  a viable  alternative. 

I will  elaborate  now  a little  bit  on  the 
AMA/Specialty  Society  Medical  Liability  Pro- 
ject. Obviously,  I cannot  cover  it  entirely,  but 
think  that  all  of  us  should  study  this.  It  has 
been  published  in  the  AMA/NEWS  and  is 
available  on  request  from  the  AMA  office  in 
Chicago.  Again  I quote  from  the  news  release: 
“The  proposal  calls  for  a fault  based  adminis- 
trative system,  under  the  jurisdiction  of 
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strengthened  state  medical  boards  or  a new 
state  agency,  which  would  totally  replace  the 
existent  court/jury  system.  It  is  proposed  at 
this  time  only  as  one  promising  alternative  to 
the  tort  system  — an  alternative  that  needs  to 
be  tested  in  one  or  more  states  before  it  can  be 
proposed  broadly  as  a solution  to  the  con- 
tinuing problem  of  medical  professional  lia- 
bility. Organized  medicine  is  not  abandoning 
the  court  system  or  traditional  tort  reform,  but 
we  have  an  obligation  to  patients  and  physicians 
to  experiment  with  different  approaches  to 
medical  professional  liability.” 


I don't  think  that  Nebraska  is  the  state  that 
should  lead  in  this  proposal.  However,  I 
certainly  think  that  we  should  all  be  familiar 
with  the  proposal  and  watch  it  closely.  Again,  I 
would  like  to  quote  from  the  press  release,  "In 
presenting  this  fault  based  administrative 
system,  the  medical  profession  is  not  abandon- 
ing other  avenues  of  reform.  Instead,  it  offers 
this  proposal  as  an  experimental  approach  that 
warrants  serious  scrutiny  and  debate  about  its 
feasibility  by  all  concerned  with  medical  care.” 

Respectfully  submitted, 

L.  Dwight  Cherry,  M.D. 

President 


Schenken  Files  For  House  Seat 


Reprinted  with  permission  of  the  College  <>l  American  Pathologists 


•Jerald  R.  Schenken,  M.D.  Omaha  path- 
ologist and  former  chairman  of  the  CAP's 
Commission  on  Government  Relations  and 
Liaison,  is  seeking  the  Republican  nomination 
to  Nebraska’s  2nd  Congressional  District  seat. 

A member  of  the  American  Medical  Asso- 
ciation Board  of  Trustees,  Dr.  Schenken  filed 
Oct.  7 for  the  nomination  to  the  post  being 
vacated  by  Rep.  Hal  Daub.  Rep.  Daub  is 
challenging  Sen.  David  Karnes  for  Nebraska's 
Republican  Senate  nomination. 

After  years  of  involvement  in  local  business 
and  civic  issues,  Dr.  Schenken  said,  he  wants 
"to  participate  at  the  national  level  on  these 
serious  needs.” 

Dealing  with  the  federal  budget  deficit  is  the 
major  issue,  he  said,  and  he  is  convinced  there 
is  a "compassionate  way  to  balance  the 
budget.” 


Through  medical  issues  are  not  the  primary 
reason  for  his  candidacy,  he  said,  they  are 
among  the  most  significant  concerns  of  the  the 
elderly. 

"There  are  problems  the  elderly  face  under 
Medicare  that  have  to  be  corrected,”  he  said. 
Among  those  problems  are  the  increases  in 
out-of-pocket  expenses  and  concerns  about 
the  effect  of  early  discharge  procedures  on 
quality  of  care. 

Dr.  Schenken  has  been  involved  with  all  of 
Republican  Daub's  previous  campaigns.  From 
1982  until  Rep.  Daub  said  he  would  run  for  the 
Senate,  Dr.  Schenken  served  as  the  Daub 
campaign  finance  chairman. 

Dr.  Schenken  is  president  of  The  Pathology 
Center  and  director  of  the  departments  of 
pathology  for  Nebraska  Methodist  and  Child- 
ren’s Memorial  hospitals,  and  is  a member  of 
the  NMA  and  the  AMA. 
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THE  AUXILIARY 


PRESIDENT  S MESSAGE 

Thank  you  to  all  who  braved  the  snowy 
roads  and  frigid  temperatures  to  attend 
Legislative  Day  in  Lincoln,  January  22nd. 
Sherry  Strebel,  National  Legislative  Chairman 
for  the  AMAA  shared  her  thoughts  on  the 
potential  effects  of  an  auxilian's  involvement  in 
legislative  activity.  Our  dues  to  National  help 
pay  for  these  representatives'  participation  at 
state  and  county  meetings.  Those  of  us  in 
attendance  on  this  day  recognized  the  value  of 
our  dollars. 

Public  Service  Announcements 

Mary  Seiler.  State  Health  Projects  Chair- 
man, has  sent  letters  to  all  county  presidents 
reminding  them  of  the  availability  of  Public 
Sen-ice  Announcements  about  Teen  Suicide 
and  AIDS.  These  PSA’s,  produced  by  the 
AMA,  have  been  released  to  major  TV  and 
radio  stations  across  the  country.  Your  State 
Auxiliary  has  purchased  the  Public  Service 
Announcements  and  is  making  them  available 
for  rent  to  all  county  medical  societies  and 
auxiliaries  in  Nebraska.  Please  remind  the 
physicians  and  auxilians  in  your  area  about 
these  important  media  announcements.  “The 
goal  is  to  bring  these  messages  to  as  many 
people  as  possible.” 

Medi-File  Update 

Penny  Keim,  Chairman  of  the  state  Medi- 
File  project,  reports  that  she  has  distributed 
nearly  16,000  Medi-File  cards,  plus  approx- 
imately 1000  that  were  included  in  the 
introductory  mailing.  Physicians  practicing  in 
out-state  Nebraska  have  been  particularly 
interested  in  the  cards.  This  has  been  a BIG 
project  and  we  thank  Penny  for  her  diligent 
efforts  which  have  made  the  overwhelming 
success  possible. 

AMA  Auxiliary  president,  Bety  Szewczyk 
(Edward),  told  the  AMA  House  of  delegates 


during  its  interim  meeting  in  Atlanta,  Ga.,  Dec. 
6-9,  “The  united  efforts  of  the  medical 
community  will  help  ensure  that  the  best  of  all 
health  care  systems  remains  the  best.” 

The  teamwork  demonstrated  in  Nebraska 
this  year  is  proof  that  auxilians  working 
together  and  with  their  physician  spouses  can 
make  a difference.  We’ve  increased  our  aware- 
ness of  health  projects  and  legislative  issues 
and  have  been  a vital  force  in  our  communities. 
Our  “united  efforts”  are  paying  off. 

Colleen  Adam 
President,  NMAA 


REPORT  ON  THE  LEGISLATIVE 
DAY  IN  LINCOLN,  NEBRASKA 

On  January  22,  1988,  the  members  of 
Nebraska  Medical  Auxilary  met  for  a day  at 
the  capital.  We  were  proud  to  have  46 
members  attending,  considering  the  terrible 
road  conditions.  We  thank  all  who  braved  the 
ice  and  snow. 

The  day  began  with  a tour  for  22  members  at 
the  Capital.  We  then  were  presented  to  the 
Legislature  and  sat  to  view  the  process  of 
government. 

Sherry  Stebel,  the  National  Representive  of 
Legislature  for  Medical  Auxilary,  gave  a 
lecture  on  the  progress  of  Medical  Auxilary 
nationally.  She  shared  her  ideas  and  views  on 
improving  our  organization  in  Nebraska. 

The  luncheon  was  held  at  the  Governor’s 
Mansion.  We  were  honored  to  have  Senators 
Lynch,  Schellpepper,  Beyer,  Morehead,  and 
Weselev.  Dave  Buntain  gave  an  update  on 
Nebraska  Medical  Association’s  view  on  the 
1988  Legislative  Session.  Warm  food  and  good 
conversations  were  enjoyed  by  all. 

Mary  E.  Kos 

Co-Chairman,  Legislative  Committee 
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NEW  MEMBERS 


Anthony  P.  Kusek,  M.D. 

632  W.  Fairview 
Albion.  NE  68620 

Willis  H.  Kephart,  M.D. 

2350  N.  Clarkson 
Fremont,  NE  68025 

Joel  M.  Carter,  M.D. 

P.O.  Box  99 

North  Platte,  NE  69103 

Michael  L.  Westcott,  M.D.  (reinstated) 
3342  S.  1 14th  Ave. 

Omaha,  NE  68144 

James  D.  Massey,  M.D. 

4009  Avenue  B 
Scottsbluff,  NE  69361 

Allan  Wilsey,  M.D. 

204  N.  Randolph 
Weeping  Water,  NE  68967 

Briam  K.  Elliott.  M.D. 

964  N.  Laurel 
Wahoo,  NE  68066 

Lawrence  W.  O'Holleran,  M.D. 

218  W.  27th 
Scottsbluff,  NE  69361 

James  A.  Barker,  M.D. 

8300  Dodge  St.,  #203 
Omaha,  NE  68114 

Thomas  M.  Besse,  M.D. 

808  S.  52nd 
Omaha,  NE  68106 

Carl  L.  Boschult,  M.D.  (reinstated) 
1420  S.  126th 
Omaha,  NE  68144 

Peter  C.  Chilian,  M.D.  (reinstated) 
Methodist  Hospital 
Omaha,  NE  68114 

Steven  L.  Clinch,  M.D. 

8300  Dodge  St. ,#124 
Omaha,  NE  68124 


Terence  M.  Cooney,  M.D.  (reinstated) 
6550  So.  84th,  #400 
Omaha,  NE  68127 

Donald  J.  Darst,  M.D.  (reinstated) 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  68131 

Robert  J.  Fagnant,  M.D. 

601  N.  30th,  #4810 
Omaha,  NE  68131 

John  L.  Fox,  M.D. 

8111  Dodge,  #339 
Omaha,  NE  68114. 

Frank  O.  Heyworth,  M.D. 

Lutheran  Medical  Center 
Omaha,  NE  68105 

David  D.  Marti,  M.D. 

401  Doctors  Bldg. 

Omaha,  NE  68131 

Thomas  E.  Martin,  M.D.  (reinstated) 
10060  Regency  Cir. 

Omaha,  NE  68114 

Stephen  P.  Moessner,  M.D. 

401  Doctors  Bldg. 

Omaha,  NE  68131 

Keven  L.  Schewe,  M.D. 

Clarkson  Hospital 
Omaha,  NE  68105 

Karen  J.  Stacey,  M.D. 

720  Ft.  Crook  Rd.,  North 
Bellevue,  NE  68005 

Dan  B.  Roden,  M.D. 

401  Doctors  Bldg. 

Omaha,  NE  68131 

Karen  J.  Stacey,  M.D. 

720  Ft.  Crook  Rd.,  North 
Bellevue,  NE  68005 

Robert  R.  Sundell,  M.D. 

370  Doctors  Bldg.,  N.  Tower 
Omaha,  Ne  68131 
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In  Memoriam 

by  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too.  —Shakespeare 


William  McGrath,  M.D.  (Born  August  20,  1906 

— died  December  8,  1987)  Medical  Special- 
ty — Internal  Medicine.  Doctor  McGrath 
was  a graduate  of  Rush  Medical  College  in 
Chicago,  Illinois  in  1931,  and  practiced  in 
Grand  Island.  He  was  a member  of  the 
Nebraska  Association  and  the  American 
Medical  Association. 

Edward  J.  Hinrichs,  M.D.  (Born  February  5, 
1910  — died  October  6,  1987)  Medical 
Specialty  — General  Practice.  Doctor  Hin- 
richs was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1946  and 
practiced  in  Wahoo.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association. 

Sanford  0.  Staley,  M.D.  (Born  May  25,  1915 

— died  October  5,  1987)  Medical  Specialty 

— General  Practice.  Doctor  Staley  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1941  and  practiced  in 
Kearney.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association. 

L.  Dwight  Moell,  M.D.  (Born  September  17, 
1921  — died  November  14,  1987)  Medical 
Specialty  — General  Practice.  Doctor  Moell 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 953  and  practiced  in 
Beatrice.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association. 


Ben  Slutzky,  M.D.  — (Born  June  3,  1905  — 
died  July  17,  1987)  Medical  Specialty  — 
Internal  Medicine.  Doctor  Slutzky  was  a 
1929  graduate  of  Creighton  University 
School  of  Medicine  and  practiced  in  Omaha. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association. 

Raymond  G.  Lewis,  M.D.  — (Bom  1904  — 
died  December  8,  1987)  Medical  Specialty 
— Internal  Medicine.  Doctor  Lewis  was  a 
1933  graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  practiced  in  Oma- 
ha. He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Survivors  include  his 
son,  Dr.  Jack  Lewis  of  Omaha;  daughter, 
Mrs  Robert  (Judy)  Bachman  of  Minn- 
eapolis; and  three  grandchildren. 

Robert  C.  Reeder,  M.D.  — (Born  August  9, 
1912  — died  October  13,  1987)  Medical 
Specialty  — Surgery.  Doctor  Reeder  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  practiced  in  Fre- 
mont. He  was  a member  of  the  Nebraska 
Medical  Association  and  American  Medical 
Assoociation.  Survivors  include  his  wife, 
Barbara;  son,  Robert,  Jr.  of  Minneapolis; 
daughter,  Mrs.  Vern  (Jane)  Gibson  of 
Fremont;  tour  grandchildren;  and  two  sis- 
ters, Mrs.  Jane  Kreymborg  of  Fremont  and 
Mrs.  Virginia  Christensen  of  England. 
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COMING  MEETINGS 


NMA  ANNUAL  SESSION  — April  29-May 
2,  1988.  Omaha  Marriott. 

NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

8TH  ANNUAL  ENT  SKI  CONFERENCE  — 
March  5-11,  1988.  Keystone  Lodge,  Colorado 

DRUG  THERPY  CIRCUIT  COURSE  — 
March  16,  1988,  Holiday  Inn.  Hastings,  Ne- 
braska 

FAMILY  PRACTICE  REVIEW  — April  18- 
29,  1988,  Omaha,  Nebraska 

FAMILY  PRACTICE  REVIEW  — May  9-20, 
1988,  Omaha,  Nebraska 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  — 
July  27-31,  1988,  Snowmass,  Colorado 

CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  — 
July  31 -August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 


To  register  and  for  further  information  contact: 
Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105.  Telephone  (402)  559-4152. 


CREIGHTON  UNIVERSITY 

37TH,  ANNUAL  PROGRAM  ON  OBSTET- 
RICS AND  GYNECOLOGY  — March  10- 
11,  1988  Holiday  Inn  Central,  Omaha. 
Program  Directors:  Joseph  C.  Scott,  M.D. 
and  Washington  C.  Hill,  M.D.  Hours:  10 
Fee:  $100.00 

THE  FLORIDA  TUTORIAL  (OB-GYN)  — 
April  7-8,  1988,  Airport  Marriott,  Orlando, 
FL.  Program  Director:  Gilles  R.G.  Monif, 
M.D.  Hours:  16  Cat.  1,  16  cognates.  Fee 
$175.00. 

8TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — April  15,  1988,  Boys 
Town  National  Institute  Auditorium,  Saint 
Joseph  Hospital,  Omaha.  Program  Director: 
Laurel  Preheim,  M.D.  Hours:  6 Cat.  1,  6 
Prescribed  AAFP.  Fee:  $60.00  for  CME 
credit. 

HEALTH  CARE  IN  AN  AGING  SOCIETY, 
— May  2,  1988,  Red  Lion  Inn,  Omaha. 

HYPERTENSION  — May  12,  1988,  AK- 
SAR-BEN  Field,  Omaha.  Program  Director: 
Syed  M.  Mohiuddin,  M.D.  Hours:  3 Cat.  1,  3 
Prescribed  AAFP.  Fee:  $25.00. 

FAMILY  MEDICINE  UPDATE  — May  27- 
29,  1988,  Village  East  (formerly  The  Lodge 
at  Okoboji,)  Okoboji,  IA.  Program  Director: 
Fred  J.  Pettid,  M.D.  Hours:  14  Cat.  1,  14 
Prescribed  AAFP.  Fee:  Early  Bird  $175.00 
(after  April  15  $200.00). 

PERINATAL  INFECTIONS  — AN  UPDATE 
— June  3-4,  1988  Marriot  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  13  Cat.  1,  13  Prescribed  AAFP.  Fee: 
Early  Bird  $175.00  (after  April  15  $200.00). 

6TH  ANNUAL  MAURICE  E.  GRIER  SYM- 
POSIUM (OB-GNY)  — June  11,  1988, 
Marriott  Hotel,  Omaha.  Program  Director: 
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Warren  T.  Kable,  M.D.  Hours  4 Cat.  1,  4 
Prescribed  AAFP.  Fee  $25.00. 

2ND  ANNUAL  LASER  LAPAROSCOPY  & 
HYSTEROSCOPY  WORKSHOP  — June 
17-18,  1988,  Criss  Bldg.,  Creighton  Univer- 
sity. Program  Director:  Thomas  S.  Pruse, 
M.D.  Hours:  14  Cat.  1 Fee:  Early  Bird 
$550.00  (after  April  15  $600.00). 

VISITING  PROFESSOR  SCHEDULE 
1988 

MARCH  18-19,  1988  — John  L.  Cameron, 
M.D.,  Surgeon-in- Chief,  Johns  Hopkins 
Hospital,  Baltimore,  Maryland 

APRIL  15-16,  1988  — Fletcher  Miller,  M.D., 
Past  Chairman,  Department  of  Surgery, 
Creighton  University. 

MAY  6-7,  1988  — Paul  Ebert,  M.D.,  Director 
American  College  of  Surgeons  (Joint  meet- 
ing to  be  held  at  UNMC). 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  681 78,  Toll  Free 
800-548-2633  or  402-280-2550.  The  Creighton 
University  School  of  Medicine  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medi- 
cal Education  to  sponsor  continuing  medical 
education  for  physicians. 


NEBRASKA  SOCIETY  OF  MEDICAL 
ASSISTANTS,  INC. 

TWENTY  SECOND  ANNUAL  CONVEN- 
TION - NEBRASKA  SOCIETY  OF  MEDI- 
CAL ASSISTANTS,  INC.  — April  29-May 
1,  1988  at  the  Holiday  Inn  in  Grand  Island. 
Address  is  U.S.  281  & 1-80.  Registration 
each  day  at  the  hotel  lobby.  For  registration 
forms  or  further  information  contact:  Wyllie 
Lessig,  107  E.  19th  St.,  Grand  Island,  NE 
68801,  phone  (days)  308-382-1100,  ext.  22 
(home)  308-384-6223. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

The  “International  Symposium  on  In- 
flammatory Heart  Disease:  A Multi- 

disciplinary Approach  to  Myocarditis  and 
Heart  Allograft  Rejection”  will  convene  in 
Snowmass,  Colorado  on  July  27,  1988 
through  July  31,  1988.  Hosted  by  the 
University  of  Nebraska  Medical  Center,  the 
international  program  faculty  of  cardiovascular 
physicians  and  scientists  and  abstract  pre- 
senters will  address  pivotal  issues  in  the 
etiology,  clinical  presentation,  immuno- 
pathogenesis,  therapy  and  biological  impact  of 
major  categories  of  inflammatory  heart  dis- 
ease. Discussions  will  focus  on  both  human 
and  animal  model  experience  with  heart 
allograft  rejection  and  idiopathic  inflammatory 
heart  disease,  as  well  as  infectious,  toxic  and 
allergic  forms  of  inflammatory  myocardial 
injury. 

The  Registration  Fee  of  $300  includes  the 
scientific  sessions,  course  syllabus,  continental 
breakfasts,  breaks,  lunches,  western  cookout 
and  rodeo  and  semi-formai  reception  and 
banquet.  The  program  is  approved  for  3D/2 
hours  of  AMA  Category  I credit.  AB- 
STRACTS FOR  POSTERS  AND  EXHIBITS 
ARE  BEING  ACCEPTED  NOW! 

For  further  information,  contact  Ms.  Marge 
Adey,  Center  for  Continuing  Education,  Uni- 
versity of  Nebraska  Medical  Center,  42nd  and 
Dewey  Avenue,  Omaha,  Nebraska  68105,  or 
call  (402)  559-4152. 


ST.  LUKE’S  HOSPITAL 
OF  KANSAS  CITY,  MISSOURI 

MIDWEST  REGIONAL  ONCOLOGY  CON- 
FERENCE III  — March  24-26,  1988.  Spon- 
sored by  St.  Luke’s  Hospital  of  Kansas  City, 
MO.  To  be  held  at  Hyatt  Regency  Crown 
Center,  Kansas  City,  MO.  Provides  the 
dietitian,  professional  nurse,  social  worker 
and  physician  with  current  theories  and 
approaches  to  the  treatment  and  care  of  the 
oncology  patient.  13.5  credit  hours  of 
Category  I Physician’s  Recognition  Award 
of  the  AMA.  Additional  accreditation  has 
been  applied  for  from  the  Missouri  Nurse’s 
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Association,  Commission  on  Dietetic  Regis- 
tration, and  the  Behavioral  Sciences  Regula- 
tory Board.  Fee:  $125.  For  additional  infor- 
mation contact:  Ms.  Beth  Paul,  Conference 
Planner,  Center  for  Continuing  Education, 
St.  Luke’s  Hospital  of  Kansas  City,  Wornall 
Road  at  Forty  Fourth,  Kansas  City,  MO 
64111,  (816)  932-2301. 

LINCOLN  GENERAL  HOSPITAL 

SEVENTH  ANNUAL  CORNHUSKER/ 
CANADIAN  CLINICAL  CONFERENCE 
— June  18-25,  1988  at  Lynn  Lake,  Mani- 
toba, Canada.  Feke:  $150.00.  For  more 
information  contact:  Sharlene  Knippel- 

meyer,  RN,  BS,  Education  and  Staff  Devel- 
opment, Lincoln  General  Hospital,  2300 
South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 

UPCOMING  MEETINGS 

UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION  — 
Annual  Business  Meeting  and  Reception  for 
new  Honary  Alumni  — Saturday,  April  30, 


1988,  at  the  Marriott  Hotel  in  Omaha;  in 
conjuntion  with  the  Nebraska  Medical  Asso- 
ciation Meeting.  Alumni  meeting  is  at  4:30 
p.m.  in  the  Lincoln  Suite  at  the  Omaha 
Marriott;  followed  at  5:30  p.m.  with  the 
Reception  in  the  Beatrice  Room.  All  alumni 
and  spouses  are  encouraged  to  attend. 
Guests  are  welcome. 


NEBRASKA  CHAPTER  AMERICAN  ACAD- 
EMY OF  PEDIATRICS  — With  University  of 
Nebraska  Medical  Center,  Creighton  Uni- 
versity & Children's  Hospital  May  27-28, 
1988,  Omaha  Red  Lion  Inn.  “Celebrate 
Nebraska  88’"  Pediatric  Conference. 


40TH  ANNUAL  SCIENTIFIC  ASSEMBLY 
NEBRASKA  ACADEMY  OF  FAMILY 
PHYSICIANS  — March  25-26,  1988,  Red 
Lion  Inn,  Omaha,  NE.  Contact:  Phyllis 
Hanson,  401  No.ll7th  #202  Omaha,  NE 
68154  (402)  333-5856. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet . 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals.  Tagamet  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Ley  dig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet . 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet  HCI  (brand  of  cimetidine  hy- 
drochloride! Injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants . pheny- 
toin.  propranolol,  chlordiazepoxide.  diazepam,  lido- 
caine.  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  is  administered  concomitantly. 
Interaction  with  phenytoin.  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  ( Theo-Dur ®.  Key  Pharmaceuticals.  Inc.), 


In  peptic  ulcer: 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men. particularly  in  subjects  aged  54 years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy/ 

Lack  of  experience  to  date  precludes  recommending 
Tagamet  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks ; generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea . dizziness,  somno- 
lence. headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g..  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet  , particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  (approximately  1 per 
100.000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported. including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients f and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis. have  been  reported.  Reversible  adverse  hepatic 
effects.  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100:  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab * tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  (Intended  for  Insti- 
tutional use  only  f. 

Liquid:  300  mg./S  ml.,  in  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  ( 300  mg./5  mi.), 
in  packages  of  10  (intended  for  Institutional  use 
only ). 

injection: 

Vials:  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  10  and  30.  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  1 0 and  25. 

P re  filled  Syringes:  300  mg./ 2 mi.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD- Vantage*  ' Vials:  300  mg./2  ml.  in  single-dose 
ADD- Vantage9  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet  HCI  ( brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories. Inc.,  Deerfield.  IL  600 1 5. 

* ADD-Vantage'9  is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra.  PR.  00639 
©SK&F Lab  Co..  1988 
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Tagamet 

Dmd  01  cimetidine 

First  to  Heal 


You  'II  both  feel  good  about  it. 


Tax  laws  have  changed  this  year.  And  tax  forms  are  different. 

So  it’s  smarter  than  ever  to  file  now  and  file  accurately.  If  you  need  help, 
call  or  visit  your  local  IRS  office.  And  make  your  taxes  less  taxing. 

Make  your  taxes  less  taxing. 

Do  them  today 


A Public  Service  of  This  Publication  & 


Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


POSITION  - MEDICAL  DOCTOR 
LANDMARK  MEDICAL  CENTER 
Kansas  City,  MO. 

Offers  you  an  exciting  position 
in  health  care  for  the 
Family  Practitioner  or  internist 
willing  to  do  general  medicine. 

We  are  excited  about  our 
future — We  would  like  for  you  to  be 
a part  of  that  future. 

Call  collect  or  send  curriculum  vitae  to: 
James  W.  Hall,  M.D. 

Medical  Director 
8800  N.W.  112th  ST. 

Kansas  City,  MO.  64153 
(816)  464-2333 

See  Classified  Ad 


LANDMARK  MEDICAL  CENTER 


Nl  AH  KG  AIRPORT 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Richard  B. 

Svehla,  Omaha.  Counties:  Douglas, 
Sarpv. 

Second  District:  Councilor:  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 
Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  Dul- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

Eighth  District:  Councilor:  Floyd  H.  Shif- 
fermiller,  Ainsworth.  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nab- 

ity.  Grand  Island.  Counties:  Blaine 

9 Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker.  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  David  R. 

Little,  Hastings.  Counties:  Adams, 

Chase,  Dundy,  Franklin,  Frontier, 
Furnas.  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  Edward  A. 
Holyoke,  Jr.,  Ogallala.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson.  Perkins. 

Twelfth  District:  Councilor:  Donald  E.  Wil- 
kinson, Alliance.  Counties:  Banner,  Box 
Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT  SECRETARY-TREASURER 
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Bruce  Sheffield,  Hastings Jerry  Seiler,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

John  Schulte,  Kearney Gerry  Jensen,  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann,  David  City 

R.  R.  Anderson,  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Rodney  Sitorius,  Cozad 

John  Allely,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

G.  D.  Penner,  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 
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D.  R.  Dyke,  Lincoln M.  A.  Breiner,  Lincoln 
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Richard  B.  Svehla,  Omaha F.  F.  Paustian,  Omaha 
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Joel  Hutchins,  Gordon R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City. . . Paul  R.  Madison,  Nebraska  City 
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Barbara  Heywood,  Papillion Roy  Holeyfield,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

J.  C.  Williams,  Scottsbluff R.  Scott  Anderson,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle,  Seward 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A.  Allerheiligen,  McCook E.  C.  Beyer,  McCook 

H.  Neal  Sievers,  Blair K.  C.  Bagby,  Blair 

Darroll  Loschen,  York B.  N.  Greenburg,  York 
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Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Chairman Lincoln 

David  Bacon,  M.D Kearney 

Steven  T.  Bailey,  M.D Omaha 

A H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Carl  J.  Cornelius,  Jr..  M.D. Sidney 

Richard  A.  Cottingham,  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Daniel  S.  Durrie,  M.D Omaha 

John  F.  Fitzgibbons,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Gordon  J.  Hmicek,  M.D Grand  Island 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D 0 Neill 

Herbert  E.  Reese,  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  BLUE  SHIELD  OF  IOWA-MEDIC  ARE 


Paul  E.  Collicott,  M.D,  Chairman Lincoln 

R.  A.  Blatny,  M.D Fairbury 

Steve  Brase ._ Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Bob  Gallion Lincoln 

Vernon  Garwood,  M.D Lincoln 

Roger  Massie.  M.D Plainview 

Mrs.  Janice ’Olson Lincoln 

Donald  Pavelka,  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Harold  M.  Nordlund,  M.D York 

Richard  B.  Svehla,  M.D Omaha 

M.  Allen  Tompkins,  M.D Grand  Island 

NMA  TASK  FORCE  ON  AIDS 

Monte  M.  Scott,  M.D.  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen.  M.D Lincoln 


ADVERTISER’S  INDEX  HHH 

C 

Creighton  University  School  of  Medicine 14 

D 

Donley  Medical  Supply 6 

F 

Family  Practice  Recertification 3 

K 

Key  Pharmaceuticals H>  12 

L 


Landmark  Medical  Center 23 

Eli  Lilly  & Company 20 

M 

Marion  Laboratories 18,  19 

N 

Nebraska  Army  National  Guard 13 

Norfolk  Printing  Co.,  Inc 6 

P 

Palisades  Pharmaceuticals 15 

R 

Brooks  Ranney,  M.D 16 

Roche  Laboratories 27,  28 

S 

Smith  Kline  & French  Labs 21 

U 

U.S.  Army 16 

W 

Wyeth-Averst  Laboratories 7,  8,  9,  10 


March  1988  Nebraska  Medical  Journal 


25-A 


Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25C  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 


MEDICAL  DOCTOR:  Are  you  looking  for  a 
career  path  that  offers  personal  and  professional 
achievement?  Landmark  Medical  Center,  Kansas 
City,  Missouri,  is  ready  for  you.  Our  support  system 
is  in  place  to  assist  you  in  patient  care.  We  offer 
competitive  salary  and  benefits,  busy  practice  to 
include  private  patient  care  and  industrial  med- 
icine, multi-specialty  clinic  concept.  Let  us  visit 
with  you  about  our  medical  center  and  you  future. 
We  would  like  for  you  to  be  a part  of  our  growth. 
Landmark  Medical  Center,  8800  NW  112th  St., 
Kansas  City,  M0  64153,  (816)  464-2333. 

GRAND  ISLAND,  NE:  Immediate  opportunity 
for  board  certified  or  board  eligible  family  physi- 
cian in  the  ambulatory  care  section  of  a Veterans 
Administration  Medical  Center.  Good  salary  and 
benefit  package  that  is  hard  to  beat.  Contact  or 
send  CV  to  Stephen  W.  Maks,  M.D.,  Chief  of  Staff, 
VA  Medical  Center,  2201  N.  Broadwell,  Grand 
Island,  NE  68803. 

GENERAL  SURGEON:  Board  certified  or  elig- 
ible to  join  full-time  staff  at  Veterans  Admin- 
istration general  medical  and  surgical  hospital, 
Grand  Island,  NE.  Contact  J.E.  Fitzpatrick,  M.D., 
Chief,  Surgical  Service,  at  (308)  382-3660,  ext. 
2306. 

FOR  SALE:  Very  busy  established  family  prac- 
tice in  Lincoln,  Nebraska.  Office  near  open  hosp- 
itals. Good  lease.  Retiring  July,  1988.  Will  stay  to 
introduce.  High  income.  Reasonable.  Reply  to  Box 
034,  Nebraska  Medical  Journel,  1512  FirsTier 
Bank  Bldg.,  Lincoln,  NE.  68508. 

ANESTHESIOLOGISTS:  VA  Medical  Center, 
Lincoln,  Nebraska.  Seeking  board  certified  or 
board  eligible  anesthesiologist  for  180-bed  general 
medical  and  surgical  center.  Surgeries  include 
general,  vascular  and  non-cardiac  chest  surgery, 
urology  and  orthopedics.  Affiliated  with  University 
of  Nebraska  College  of  Medicine,  providing  training 
for  surgical  residents.  Will  work  with  two  fulltime 
CRNAs.  Salary  and  bonus  pay  commensurate  with 
training  and  experience.  Licensure  any  state.  Must 
meet  English  proficiency  requirement.  Allowable 
moving  expenses  paid.  Inquiries  to  D.  Hirai,  M.D. 
Chief,  Surgical  Service,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510  (402)  489-3802,  ext. 
6730.  An  equal  opportunity  employer. 

AVAILABLE:  Practice  opportunity  for  family 
practice.  Board  certified  desired.  Grand  Island  NE. 
Please  reply  to  Box  030,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg.,  Lincoln,  NE 
68508. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 
Omaha,  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 

EMERGENCY  MEDICINE:  For  Emergency 
Physician  who  possesses  excellent  clinical  and 
trauma  skills  within  a group  of  7 Emergency  Room 
Physicians  located  in  beautiful  northwest  Wiscon- 
sin area.  Please  send  C.V.  to  Dr.  M.  Jaghlit,  900  W. 
Clairemont  Ave.,  Eau  Claire,  WI  54701,  or  call 
(715)839-4404. 

PSYCHIATRIST  SEEKS  EMPLOYMENT: 
Board  certified.  Over  age  sixty-five.  Wants  part  or 
full-time  employment  in  Omaha  or  within  commut- 
ing distance.  Please  reply  to  Box  35,  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Bldg.,  Lin- 
coln, NE.  68508. 

OPHTHALMOLOGISTS  NEEDED:  Immediate 
demand  for  general,  cornea,  retinal,  anterior  seg- 
ment, glaucoma.  Positions  in  Nebraska  and  through- 
out the  country,  rural,  urban.  Prime  opportunities, 
malpractice  paid,  salary,  partnership.  For  infor- 
mation call  collect:  Doug  Yeiser,  (817)  772-4006, 
The  Lewis  Group,  1227  N.  Valley  Mills,  Suite  200, 
Waco,  TX  76710. 

AVAILABLE:  Excellent  opportunity  for  Family 
Practitioner  to  locate  in  thriving  3-man  practice  in 
rural  Nebraska.  Progressive  community  with  well- 
equipped  hospital.  Good  recreation.  Attractive 
financial  arrangements  available.  For  details  write 
Box  031,  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

WANTED:  One  used  office  sterilizer  in  working 
condition.  Please  contact:  Ruth  Hanon,  UNO 
Health  Services,  (402)-554-2374. 
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The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO’’  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


NAME 


STREET  ADDRESS 


ledicines  that  matter 
rom  people  who  care 


CITY 


STATE 


ZIP 


ROCHE 

MEDICATION 

ME 

EDUCATION 


We  Wrote  the  Books  on  Patient 
Medication  Education ... 
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You,  your  medical  problem 
and  your  treatment  with 


Copyright  © 

1986  by  Hoffmann-La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 

anrl  vmir  troatmont  with 


You,  your  medical  problem 
and  your  treatment  with 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 
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120th  Annual  Session 


April  29  - Mau  2, 1988 


All  sessions  ot  the  Omaha  Marriott  Hotel 
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Annual  Session,  use  the 
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registration  Form  you  rec«o 
under  separate  couer. 
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Please  review  the  Progra: 
and  register 
as  soon  as  possible. 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


CLINICAL  \K  ru  

Endometrial  Cancer:  Causes  and  Patient  Evaluation 
^ Pain  Management  in  Primary  Care 

Controlling  Side  Effects  of  Antipsychotic  Drugs. 
Part  2:  Extrapyramidal  Symptoms 

Osteoporosis.  Part  2:  Prevention  and  Treatment 


KEEPING  Cl  WREN  r 

\ss»  ssing  ImiMirmcnt  of  Eldcrlv 
Hospitalised  Patients 
Routine  Radiological  Testing  for 
Respiratory  Illness 
t'sing  I'ltrasound  to  Delect  Hip 
Abnormalities 

Diagnosing  Bone  Infection  l 'fitter 
Pressure  Sores 

Slowing  Progression  of  Dialteiit 
Nephropath> 

Behaxloral  Disorders  Among 
Children  of  Ale  oltolic  Fathers 
Catheter- Related  Septic  Central 
Venous  Thrombosis 


SPECIAL  FEATLRH 

Willinguav:  A Fellowship  in  Alcoholism  and  Drug  Addiction 


Withdrawing  Patients  From 
Ant ihy|H*nensi\  »•  Drug  I herap> 
Cesarean  Section  and  Inf.int 
Survival 

Prevcniing  Neonatal  Group  B 
Streptoc  oc  c al  Disease 
Diagnosing  Acute  Scrornl  l*ain 
l/rtnary  Tract  Infections  Among 
I'ncirc  umc  ised  Infants 
Colonoscopy:  Detec  ting  Recurrent 
Colorectal  Canc  er 
Surgical  Management  of  Chronic 
Intestinal  Ischemia 
IVeceming  Travelers’  Diarrhea 


(203)  629-3550 


PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B. 

Svehla,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.  T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson, 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie. 
Plainview.  Counties:  Antelope,  Cedar. 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone.  Burt,  Colfax.  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpo  - 
sheimer,  M.D..  Seward.  Counties:  But- 
ler. Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert  Quick, 
M.D.,  Crete.  Counties:  Clay,  Fillmore, 
Jefferson.  Nuckolls.  Saline,  Thayer. 

Eighth  District:  Councilor:  Floyd  H.  Shif- 
fermiller.  Ainsworth.  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nab- 

itv.  Grand  Island.  Counties:  Blaine 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler. 

Tenth  District:  Councilor:  David  R. 

Little,  Hastings.  Counties:  Adams, 

Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes.  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  Edward  A. 
Holyoke,  Jr.,  Ogallala.  Counties: 
.Arthur.  Deuel,  Garden,  Keith,  Lincoln, 
Logan.  McPherson.  Perkins. 

Twelfth  District:  Councilor:  Donald  E W’il- 
kinson.  Alliance.  Counties:  Banner,  Box 
Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Bruce  Sheffield,  Hastings Jerry  Seiler,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

John  Schulte,  Kearney Gerry  Jensen,  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann,  David  City 

R.  R.  Anderson,  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Books,  Broken  Bow 

Rodney  Sitorius,  Cozad 

John  Allely,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

G.  D.  Penner,  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

D.  R.  Dyke,  Lincoln M.  A.  Breiner,  Lincoln 

Byron  Barksdale,  North  Platte Janet  Bernard- Stevens,  North  Platte 

Otto  Wullschleger.  Norfolk C.  Robert  Adams,  Norfolk 

Richard  B.  Svehla.  Omaha F.  F.  Paustian,  Omaha 

Robert  Benthack,  Wayne C.  Robert  Adams,  Norfolk 

Joel  Hutchins,  Gordon R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City. . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  A.  Holyoke,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

Barbara  Heywood,  Papillion Roy  Holeyfield,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

J.  C.  Williams,  Scottsbluff R.  Scott  Anderson,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle,  Seward 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen,  McCook E.  C.  Beyer,  McCook 

H.  Neal  Sievers,  Blair K C.  Bagby,  Blair 

Darroll  Loschen,  York B.  N.  Greenburg,  York 
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ORGANIZATIONS,  STATE 


American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Rvswyk,  Ed.D  . Executive  Director 
2730  South  114th  St.,  Omaha  68144 
American  Heart  Association,  Nebraska  .Affiliate 
Dennis  N.  Nissen.  Executive  Director 
3624  Famam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E"  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Sen-ices  Rep 
P.O.  Box  80103,  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O’Brien.  M.D..  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Sendees 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  "L"  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretary 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAl?  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

indesal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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INDERAL  LA 

(FROFRANOa  HCI)  


LONG  ACTING 
CAPSULES 

60,80.120. 160  m» 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL ' LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  Is  available  as  60  mg.  80  mg,  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1 ) cardiogenic  shock:  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block:  3)  bronchial  asthma:  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and  or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Norvallergic  Broncho  spasm  (eg,  chronic  bronchitis,  emphysema) -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T<  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be tok) 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/ kg  day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 


ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  A V block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headed  ness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  fora  beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is  ; 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for  i 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg  ' 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

U£iA3 

V'f*  t j tfM  r/ 


L.  Roger  Garner 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 
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Totally  Altered,  Common  sense  instruc- 
tions on  how  to  pursue  possible  violations  of 
new  “medically  unnecessary”  provisions  of 
OBRA-  1986  are  now  on  their  way  to  Medicare 
carriers,  HCFA  auspiciously  announced  in 
early  March.  The  latest  HCFA  action  is  one  of 
several  steps  it  has  undertaken,  in  response  to 
high-level  AMA  appeals,  to  rectify  the  numer- 
ous problems  that  have  occurred  unnecessarily 
because  of  hasty,  roughshod  carrier  attempts 
to  implement  the  new  authority.  The  carriers’ 
insensitive  and  often  incorrect  approaches 
have  aroused  a storm  of  physician  protest  from 
across  the  nation.  The  AMA  has  received  more 
than  1,000  complaints  and  carriers  have  been 
swamped  with  thousands  of  others.  In  fulfilling 
its  role  as  physician  advocate,  AMA  interceded 
with  HCFA  in  seeking  prompt  corrective 
action.  William  L.  Roper,  M.D.,  HCFA  Admin- 
istrator, vowed  to  take  remedial  action  after 
the  AMA  documented  the  various  problems 
that  physicians  were  experiencing.  He  and 
James  H.  Sammons,  M.D.,  AMA’s  Executive 
Vice  President,  have  been  in  regular  commun- 
ication on  the  issue.  In  a formal  communication 
last  Monday,  Dr.  Sammons  urged  HCFA  to 


Medical  Opportunities-Physiciq 


It’s  not  just 
where  you  work. 
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It’s  where  you  jive. 


In  response  to  growth  in  our  area  and  in  conjunction  with 
our  Corporate  Plan  we  are  looking  for  board  certified  or 
board  eligible  physicians  specializing  in  Family  Practice, 
OB/GYN,  and  Internal  Medicine  to  join  our  organization. 
Bartron  Clinic  is  a well  established  broad-based  medical 
facility  affiliated  with  Prairie  Lake  Health  Care  Center.  Our 
primary  facility  is  located  in  Watertown,  South  Dakota. 


Watertown  is  a prosperous  progressive  community  located 
in  the  Glacial  Lakes  Region  of  Northeastern  South  Dakota. 
Over  106,000  people  appreciate  the  education,  shopp- 
ing, and  entertainment  opportunities  ot  the  region.  At  the 
same  time  they  enjoy  the  comfort  and  safety  of  a smaller 
community.  Recreation  and  exercise  is  an  endless  four 
season  experience. 


If  you  would  like  the  opportunity  to  experience  profes- 
sional  ond  personal  growth  in  an  environment  of 
quality  , give  us  a call.  We  offer  an  attractive 
salary/benefits  package  and  investment  opportunities.  We 
would  be  happy  to  host  you  for  a personal  visit. 


For  further  information  contact:  Joel  Frey,  Administrator 


Bartron  Clinic,  P.C. 

320  Seventh  Avenue  Southeast 
Watertown,  South  Dakota  57201-4899 
(605)  886-8471 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any.  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 •3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 

53159-001-10. 
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place  a moratorium  on  further  carrier  action 
until  a thorough  review  of  the  situation  could 
be  made  and  satisfactory  solutions  found.  He 
also  commended  HCFA  for  issuing  the  March 
Carrier  Memorandum  that  promises  to  elim- 
inate some  of  the  confusion  between  “covered” 
and  “uncovered”  services. 

Under  the  new  HCFA  instructions,  scheduled 
to  have  an  April  1 effective  date,  carriers  will 
be  required  to  contact  physicians  and  ask  for 
additional  information  BEFORE  denying  any 
claim  and  triggering  a refund  notice  to  the 
physician  and  patients.  In  the  interim,  physi- 
cians who  receive  refund  notices  should 
promptly  file  an  appeal  of  any  medically 
unnecessary  denial  and  the  refund  require- 
ment. The  appeal  should  contain  thorough 
documentation  of  the  necessity  of  the  service(s) 
in  question.  If  there  is  any  doubt  regarding 
which  services  were  denied,  or  the  basis  for  the 
denial,  a physician  should  immediately  contact 
the  Medical  Review  Department  at  the  office 
of  the  carrier. 

A more  appropriately  worded  refund  notice 
also  is  being  developed,  HCFA  advised,  to 
overcome  criticism  by  physicians  that  the 
present  letter  is  offensive,  as  well  as  vague. 
The  new  notice,  HCFA  said,  will  identify  the 
service(s)  in  question  and  state  the  basis  for 
the  denial.  It  also  will  advise  who  to  contact  at 
the  carrier’s  office  regarding  follow-up  action. 
AMA’s  Washington  Office  staff  are  pursuing  a 
number  of  additional  related  issues  surround- 
ing the  “medically  unnecessary”  provision. 

* * * 

Long-Awaited  House-Senate  conference 
to  finalize  a catastrophic  health  plan  likely  will 
have  convened  by  the  end  of  March.  Once  a 
bill  emerges,  both  Houses  are  expected  to  act 
upon  it  quickly.  There  are  major  differences 
between  the  House  and  Senate  bills  that  were 
approved  last  year.  Of  primary  concern  to  the 
AMA  are  outpatient  drug  coverage  provisions 
contained  in  the  Senate  bill.  Under  that 
proposal  a drug  formulary  conceivably  could 
be  established  under  the  guise  of  utilization 
review.  AMA  supports  inclusion  of  drug 
coverage  under  any  catastrophic  plan,  but  has 
emphasized  that  provision  of  such  a benefit 
must  be  budget  neutral.  Its  support  also  is 


Share  The  Experience: 

The  Inaugural  Banquet 


C.A.  McWhorter,  M.D. 


The  installation  of  C.A.  McWhorter,  M.D.  as 
President  of  the  Nebraska  Medical 
Association. 

All  physicians  and  spouses  are  cordially 
invited  to  attend.  Dinner  music  and  music 
for  dancing  following  the  dinner  will  be 
provided  by  the  Chuck  Penington  Band. 


Saturday,  April  30 
7:00  p.m. 

The  Marriott  Hotel 
Omaha,  NE 
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Each  month — L)  Q presents 
the  most  important  fv 
articles  on  cardiology. . . 


ARDIOLOGy 

OARD 

EVIEW 

A JOURNAL  FOR  CARDIOLOGISTS  AND 
PHYSICIANS  IN  INTERNAL  MEDICINE 


Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  ! PETER  PEDUZZL  PhD  ct  al. 

Electrophvsiological  Testing  and  Nonsustained  Ventricular 
Tachycardia  PETER  R KOWEY,  MD,  et  al. 


• selected  from  the  best  of  the  peer- 
reviewed  literature* 


Residual  Coronary  Artery  Stenosis  after  Thrombolytic 
Therapy  I .OWE  I.  L F.  S ATLER . M D,  a jI 

Asses-smcnt  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  PALI.  A.  G RAYBURN.  MD,  ct  sl 


• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 

CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 
(203)  629-3550 


Embolic  Risk  Due  to  Left  Ventricular  Thrombi 

JOHN  R STRATTON,  MD 

Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  / DANIEL  L.  KULICK,  MD.  ct  al 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
Cardiomyopathy  RK  KY  D LATHAM,  MD.  ct  al 

Overview  • Coronary'  Angioplasty:  Evolving  Applications 
GEORGE  W VETROI'EC  MD 


'Journals  reviewed  include:  Circulation,  American  Heart  Journal, 
Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal.  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine,  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 
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“ Okay;  so  I know 
I need  iron. 
Where  do  I get  it?  ” 


Faced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg,  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet. 

Low  intakes  of  iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

In  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  Individuals' , women  of  child- 
bearing  years  reported  a mean  intake  of  1588 
calories  a day.  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it  s not 
surprising  that  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2.8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most 
bioavailable  form.  In  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  nonheme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
and  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six”  shown 
below.  None  is  more  than  180  calories  per  three 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat -laden  sauces. 

Carefully  chosen,  pre- 
pared and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essential  nutrients 
for  under  180  calories  per  three-ounce  serving. 

And  as  part  of  a specific  plan  to 
increase  dietary  iron,  in  a balanced  BEEF, 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  vou’ll  ever  make. 


ing. 
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“The  SI 


“The  Skinniest  * Six’ 


Eye  ofRou  nd 
1 . lio  mi)  iron 
I 55 calorics 
5.  5 <)  total  fat 
(2  I (/  sat n rah'il  fit) 
59  mi)  cholesterol 


Round  Ti)> 

2 50  mg  iron 
162  calories 
6 4 g total  fat 
(2  lg  salt  i rated  fat) 
69  mg  cholesterol 

I ucooket 


Thp  Loin 

2.  10  mg  mm 
1 72  calories 
7. 6 g total fat 
(■)  Og  saturated  fat) 
65  mg  cholesterol 
l n hole  cuts  arc  shim 


Sirloin 


Tenderloin 


Thp  Round 

2.45  mg  iron  2 85  mg  iron  3.05  mg  iron 

162calones  177  calories  174calones 

5 3 g total J at  7.4gtotalfat  7 9gtotalfat 

( 1 8 g sat  i anted  fat)  ( 3.0  g saturated  fat ) (3  1 g saturated  fat) 
72  mg  cholesterol  76  mg  cholesterol  72  mg  cholesterol 
i )or  jin r/u isi’ql  uleiitijiniliim 


Composite  ot  cooked  retail  cuts  ol  beef 

Protein  25  9 g 

Iron  2 7 mg 

Zinc  6 0 mg 

Vitamin  B-12  2 28  meg 

Thiamin  08  mg 

Niacin  3 6 mg 

Sodium  55  mg 

Total  Fat  8 7 g 

(Saturated  Fat)  (3  4 g) 

Cholesterol  76  mg 

Calones  189 


1 United  States  Department  ot  Agriculture  Nationwide  Food  Consumption  Survey.  Continuing  Surveyol  Food  Intakes  by  Individuals  (NFCS.  CSFII)"Report  No  86-1  "Nutnentsin3oz  tnmmed  and  cooked  USDA  Flandbook  8-13  Rev  1986 

For  More  Information  Contact:  Nebraska  Beef  Board,  P.0.  Box  248,  Kearney,  NE  68848-2408,  (308)  236-7551. 


Experiences  As  A Congressional  Candidate 


Jerald  R.  Schenken,  M.D.,  will  discuss 
how  it  is  to  be  a candidate  for  national 
office. 

Dr.  Schenken  is  running  for  the  Repub- 
lican nomination  for  Congress  in  Ne- 
braska’s Second  District. 


Sunday,  May  1 
12:00  noon-1 :30  p.m. 
General  Session  Program 

The  Marriott  Hotel 
Omaha  NE. 


Jerald  R.  Schenken,  M.D. 
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contingent  upon  several  principles  being  met. 
These  include  making  the  full  range  of 
prescription  drugs  available,  allowing  physi- 
cians to  prescribe  the  drug  of  choice  and 
excluding  the  development  of  a formulary  that 
would  limit  the  availability  of  drugs.  AMA’s 
Washington  Office  staff  have  been  meeting 
with  HCFA  staff  on  the  issue. 

* * * 

The  threat  of  firearm  violence  would  be 
appreciably  alleviated  if  the  federal  govern- 
ment required  a waiting  period  and  back- 
ground checks  before  individuals  legally  could 
purchase  handguns,  the  AMA  has  advised  the 
Crime  Subcommittee  of  the  House  Judiciary 
Committee.  Appearing  on  behalf  of  the  AMA 
was  James  S.  Todd,  M.D.,  AMA’s  Senior 
Deputy  Executive  Vice  President,  who  was 
joined  by  Kenneth  L.  DeHart,  M.D.,  Chairman 
of  the  Government  Affairs  Committee  of  the 
American  College  of  Emergency  Physicians. 
They  testified  on  a proposal  to  establish  a 
waiting  period  on  handgun  purchases  and  to 

(continued  on  page  108) 
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» ELEVENTH  ANNUAL  BLACK  HILLS  I 
| SEMINAR  ON  ADVANCES  | 

| IN  CLINICAL  PEDIATRICS  j 

{ The  Eleventh  Annual  Black  Hills  I 

| Seminar  on  Advances  in  Clinical  a 

Pediatrics  - June  22,  23  and  24, 

I 1988,  at  Sylvan  Lake  Resort,  f 

j Custer,  South  Dakota,  sponsored  | 

k by  the  Department  of  Pediatrics 

and  Adolescent  Medicine,  Uni- 
I versity  of  South  Dakota  School  of  { 

| Medicine.  Guest  faculty  include:  j 

Drs.  James  W.  Bass,  Charles  D. 
Bluestone,  Allen  Erenberg,  Gerald 
I S.  Golden  and  Christopher  Green.  ) 

k For  complete  conference  infor- 

mation, contact: 

Lawrence  R.  Wellman,  M.D. 

| CME  Program  Coordinator  | 

| USD  School  of  Medicine  f 

1110  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
| 605-333-7178  | 

I I 
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Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 

DIET... EXERCISE... 

Humulin 

human  insulin 
[recombinant  DNA  origin] 


as  m 


For  your  insulin-using  patients 


© 1987.  ELI  LILLY  AND  COMPANY 


Humulin 


a- 

vm  - ob'C 

Humulin  L Humulin 


^ Humulin  R 


Lilly  Leadership 

IN  DIABETES  CARE 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Then  thousands... 


First  hundreds... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDN  A 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


LETTERS  TO  THE  EDITOR 


To  The  Editor: 

I am  writing  this  letter  to  express  my 
concern  over  recent  legal  action  taken  by 
Bishop  Clarkson  Hospital  and  the  LIniversity 
of  Nebraska  Medical  Center  in  an  attempt  to 
prevent  private  practitioners  and  Bryan  Me- 
morial Hospital  in  performing  renal  trans- 
plantation. 

Two  years  ago,  Bryan  Memorial  Hospital 
initiated  cardiac  transplantation.  Initially,  there 
was  great  skepticism  as  to  the  viability  of 
cardiac  transplantation  and  the  feasibility  of 
this  being  performed  in  a community  hospital. 

After  two  years  of  providing  this  service  to 
our  community,  our  success  rate,  cost  of 
procedure  and  length  of  stay,  have  all  exceeded 
the  national  average. 

Based  upon  its  initial  success  Bryan  Me- 
morial Hospital  has  elected  to  allow  their 
transplant  program  to  grow  to  include  renal 
transplantation  which  is  a well  established  End 
Stage  renal  disease  therapeutic  modality.  This 
was  done  in  response  to  the  tremendous 
growth  of  dialysis  services  at  this  institution. 

To  the  medical  community’s  amazement, 
this  has  been  steadfastly  opposed  by  Bishop 
Clarkson  Hospital  and  most  recently  and  most 
disturbing  the  University  of  Nebraska  Medical 
Center. 

We  have  been  subjected  to  accusations  that 
we  are  trying  to  avoid  the  certificate  of  need 


process  in  allowing  our  transplant  program  to 
grow. 

However,  careful  review  of  the  existing 
certificate  of  need  law  finds  that  our  program 
does  not  require  review  through  the  certificate 
of  need  process: 

a.  It  is  not  a new  service. 

b.  The  threshold  of  expenditure  is  far  too 
low. 

c.  No  new  capital  or  equipment  will  be 
purchased. 

It  was  never  the  intent  of  the  certificate  of 
need  process  to  be  used  as  an  anti-competitive 
measure,  but  rather  a cost  containment  measure. 

Unfortunately,  it  is  now  obvious  that  two 
respective  institutions  in  Omaha,  one  of  which 
is  supported  by  our  tax  dollars,  are  attempting 
to  prevent  us  from  competing.  One  must  ask 
why?  We  are  all  in  competition  and  competition 
enhances  results. 

As  spring  approaches  and  a new  young  field 
of  medical  school  graduates  nears  the  platform 
to  receive  their  diploma,  I wonder  what  the 
message  from  Chancellor  Andrews  and  Pres- 
ident Roskins  will  be?  Pay  us  your  tuition,  pay 
us  your  taxes,  graduate  from  medical  school 
but.  . . . 

Sincerely, 

Scott  P.  Liggett,  M.D. 


April  1988  Nebraska  Medical  Journal  81 


EDITORIAL 


What  are  the  Standards? 

BENJAMIN  R.  GELBER.  M.D. 


What’s  happening  to  the  standards  for 
medical  practice  in  Nebraska?  Hospital  medical 
staffs  are  being  asked  by  the  Joint  Commission 
to  verify  competence  for  each  diagnostic  or 
treatment  procedure  that  a staff  member 
performs.  At  the  same  time  the  State  Legis- 
lature is  considering  a bill  which  would 
decrease  the  requirements  for  medical  licensure, 
and  has  considered  a bill  to  license  naturo- 
pathic practitioners. 

Present  law  requires  graduation  from  an 
accredited  medical  school  in  the  United  States 
followed  by  one  year  of  postgraduate  training 
and  satisfactory  completion  of  a comprehensive 
examination,  usually  the  National  Board  of 
Medical  Examiners  or  the  FLEX.  Graduates  of 
foreign  medical  schools  are  required  to  com- 
plete the  ECFMG  and  complete  three  years  of 
postgraduate  medical  training.  A bill  has  been 
introduced  to  change  these  standards  so  that 
physicians  with  less  training  could  be  licensed. 
The  goal  is  to  reduce  the  rural  physician 
shortage. 

The  standards  for  rural  physicians  should 
not  be  decreased.  Rural  practice  requires 
physicians  with  excellent  training  and  exper- 
ience. Those  of  us  who  practice  in  the  larger 
communities  can  get  plenty  of  help  when  we 
need  it.  Rural  practitioners  are  more  often  on 
their  own.  We  should  be  trying  to  maintain  the 
high  standards  of  practice  which  are  present  in 


our  less  populated  areas  rather  than  trying  to 
dilute  them. 

The  Board  of  Medical  Examiners  has  the 
responsibility  for  licensure,  but  they  do  not 
certify  competence.  The  Board  does  not  try  to 
determine  physician  competence  in  any  indi- 
vidual area,  but  only  certifies  that  a minimum 
standard  for  physician  training  and  experience 
has  been  met.  Clinical  privileges  are  granted 
by  hospital  medical  staffs,  and  they  have  the 
responsibility  to  monitor  physician  competence 
in  specialty  areas. 

While  the  State  Board  of  Medical  Examiners, 
the  Joint  Commission  and  the  hospital  medical 
staffs  are  trying  to  make  sure  that  physicians 
maintain  the  highest  standards  of  competence, 
the  State  Legislature  is  considering  a bill 
which  would  license  naturopathic  practitioners. 
The  committee  hearing  on  LB  880  was 
reported  in  the  January  29  issue  of  the  Omaha 
World  Herald.  “People  advocating  licensing 
of  naturopathic  medicine  Thursday  (January 
28,  1988)  accused  Nebraska’s  medical  profess- 
ion of  trying  to  protect  a monopoly.”  This  is 
not  true.  I don’t  know  why  anyone  would  think 
we  were  trying  to  protect  a monopoly  when  we 
are  actually  trying  to  maintain  high  standards 
of  health  care.  It  doesn’t  make  sense  to 
decrease  licensure  requirements  for  physicians 
or  to  license  non-medical  practitioners  when 
the  goal  is  to  maintain  high  standards  of 
medical  practice  in  Nebraska. 
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SOCIOECONOMIC  AND  POLITICAL  FORUM 


My  Dear  Rural  Medicare  Patients 

LOUIS  J.  GOGELA,  JR.,  M.D. 


The  federal  Medicare  system  is  treating  you 
and  the  rural  health  system  unjustly.  Rural 
patients  and  hospitals  are  not  receiving  federal 
reimbursement  in  a fair  or  even-handed 
manner  when  compared  with  our  urban  count- 
erparts. This  discrepancy  between  reimburse- 
ment to  rural  and  urban  hospitals  must  be 
repaired  and  it  is  for  this  reason  that  health 
care  individuals  in  Iowa  will  be  initiating  a law 
suit  against  the  federal  Medicare  system. 

Additionally,  I daily  receive  multiple  mem- 
orandums, mandates  and  criticisms  through 
the  mail  from  your  Medicare  system  which  in 
my  opinion  is  overkill  and  represents  a 
significant  loss  of  Medicare  funds  that  would 
otherwise  be  utilized  for  direct  patient  care.  In 
its  zeal  to  limit  the  high  cost  of  medical  care 
the  federal  medical  bureaucracy  has  somehow 
misplaced  its  good  intent  and  is  burdening 
your  physician  with  serious  threats,  frivolous 
mandates,  and  overly  critical  reviews  that 
reveal  their  obvious  bias  against  the  physician. 

Many  of  the  Medicare  individuals  reviewing 
your  care  are  not  appropriately  trained  to  be 
making  critical  decisions  regarding  your  hos- 
pitalization or  medical  treatment,  yet  they  do, 
constantly,  to  your  detriment!  In  the  opinion  of 
your  local  physicians,  the  Medicare  individuals 
reviewing  your  hospitalizations  and  medical 
care  in  this  area  are  using  poor  judgment  and 
are  not  demonstrating  to  your  physicians  a 
genuine  concern  for  your  well  being,  contrary 
to  what  the  HHS  Inspector  General  and  other 
Medicare  representatives  may  tell  you  in  their 
news  releases.  A Health  and  Human  Services 


study  has  recently  suggested  that  physicians 
and  hospitals  “put  financial  concerns  above 
the  well  being  of  their  patients”.  In  my 
experience,  in  this  area,  it  is  the  subordinates 
and  representatives  of  the  Department  of 
Health  and  Human  Services  and  Medicare  that 
do  so,  not  your  hospital  or  physicians.  We  are 
your  advocates  and  intend  to  remain  so. 

I encourage  you  to  contact  your  congress- 
persons  and  also  your  Medicare  representatives 
for  the  Sunderbruch  Corporation  in  Des 
Moines,  Iowa,  and  demand  that  they  give  your 
physicians  more  latitude  to  use  sound  and 
unhindered  medical  judgement  in  caring  for 
you.  The  problem  is  becoming  quite  unbearable 
for  your  physicians  and  rural  hospitals  and 
your  unanimous  and  resounding  voice  would 
be  greatly  appreciated  to  help  limit  this 
inequity! 

Times  are  tough  but  I agree  with  the  federal 
government  that  a change  in  the  federal  health 
care  delivery  system  and  reimbursement  for 
medical  care  are  necessary.  I disagree,  however, 
with  the  HHS  Inspector  General  and  our 
federal  government  in  the  manner  in  which 
they  are  presenting  the  problem  to  you.  I 
believe  they  are  being  dishonest.  I am  extremely 
optimistic  that  these  problems  and  injustices 
will  be  resolved  in  due  course  and  I am  very 
impressed  with  the  enthusiasm  that  our 
current  congressmen  and  senators  are  display- 
ing in  their  efforts  to  improve  these  inequities 
for  you.  I hope  you  will  remain  optimistic  with 
me! 

Thank  You, 

L.  J.  Gogela,  Jr.,  M.D. 
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ORIGINAL  ARTICLES 

AIDS  Update  1 988 


MARVIN  J.  BITTNER,  M.D. 

Staff  Physician.  V A Medical  Center.  Omaha. 
Departments  of  Medical  Microbiology  and  of  Medicine. 
Creighton  University 


A few  years  ago  exponential  in  - 
creases  were  noted  in  both 
AIDS  (acquired  immunodefici- 
ency syndrome)  cases  and  medical  articles 
about  AIDS.1  Both  have  continued  to  grow.  As 
of  August  10, 1987  the  Centers  for  Disease  Con- 
trol reported  40,051  patients  (39,493  adults 
and  558  children)  with  AIDS  in  the  U.S.,  of 
whom  23,165  had  died.-  The  number  of  papers 
indexed  under  “acquired  immunodeficiency 
syndrome”  for  1986  (2400)  was  almost  as  large 
as  the  number  of  AIDS  cases  for  1983  (2683).3 
As  a result,  AIDS  has  thrust  to  the  attention  of 
nearly  every  U.S.  physician  although  the  case 
numbers  still  pale  in  comparison  to  1981 
figures  for  deaths  from  all  causes  (1,978,000), 
major  cardiovascular  diseases  (973,000),  and 
motor  vehicle  accidents  (51, 400). 4 

Definition 

The  core  concept  of  AIDS  is  the  occurrence 
of  a disease  at  least  moderately  predictive  of  a 
defect  in  cell-mediated  immunity  in  an  indi- 
vidual with  no  other  known  cause  of  diminished 
resistance  to  that  disease.5 

Although  the  definition  has  been  refined,  it 
has  inherent  limitations.  AIDS  has  been 
recognized  to  be  just  one  facet  of  the  many 
manifestations  of  infection  with  the  human 
immunodeficiency  virus,  HIV.  In  order  to 
assist  in  convenient  application,  the  definition 
of  AIDS  has  some  arbitrariness.  Some  patients 
with  a clinical  picture  of  AIDS  may  not  meet 
the  epidemiologic  definition,  a definition 
which  may  also  classify  as  AIDS  some  patients 
whom  a clinician  would  not.6 

The  CDC’s  definition  has  been  revised  from 
time  to  time.  In  mid-1987,  the  definition 
required:  (1)  an  opportunistic  disease  at  least 
moderately  indicative  of  underlying  cellular 
immunodeficiency,  (2)  absence  of  other  causes 
of  cellular  immunodeficiency  or  reduced  re- 
sistance to  the  disease,  AND  (3)  if  performed, 


a positive  laboratory  test  for  HIV."  A variety  of 
opportunistic  diseases  were  listed  in  the 
definition.8- 9 

The  revised  definition  published  August 
1987  emphasizes  the  role  of  laboratory  evi- 
dence of  HIV  infection.6 

If  laboratory  tests  were  not  performed 
or  were  inconclusive,  then  the  diagnosis  of 
AIDS  requires:  (1)  exclusion  of  other  causes  of 
immunodeficiency  and  (2)  definitive  diagnosis 
of  an  indicator  disease.  Other  causes  of 
immunodeficiency  that  must  be  ruled  out  are: 

(1)  a congenital  immunodeficiency  syndrome 

or  an  acquired  one  atypical  of  HIV,  like 
hypogammaglobulinemia;  (2)  immunosuppres- 
sive/cytotoxic therapy  (such  as  high-dose  or 
long-term  systemic  corticosteroids)  < 3 

months  before  the  onset  of  the  indicator 
disease;  AND  (3)  any  of  the  following  diseases 
diagnosed  3 months  after  the  diagnosis  of 
the  indicator  disease:  Hodgkin’s  disease,  non- 
Hodgkin’s  lymphoma  (except  primary  brain 
lymphoma),  lymphocytic  leukemia,  multiple 
myeloma,  any  other  cancer  of  lymphorecticular 
or  histiocytic  tissue,  or  angioimmunoblastic 
lymphadenopathy. 

The  indicator  diseases  are  listed  in  Table  1. 

If  laboratory  tests  were  negative  for 
HIV,  then  the  diagnosis  of  AIDS  requires:  (1) 
exclusion  of  other  causes  of  immunodeficiency, 

(2)  definitive  diagnosis  of  an  indicator  disease, 
and  (3)  a T-helper/inducer  (CD4)  lymphocyte 
count  < 400/mm;.  The  other  causes  of 
immunodeficiency  are  listed  above  in  the 
discussion  of  the  case  where  laboratory  tests 
were  not  performed  or  were  inconclusive.  The 
indicator  diseases  are  listed  above.  However, 
even  if  tests  for  HIV  were  negative  and  the  T- 
helper/inducer  (CD4)  count  was  400,  Pneu- 
mocystis carinii  pneumonia  diagnosed  by  a 

‘Address  for  correspondence:  Marvin  J.  Bittner.  M.D..  4101  Woolworth, 
8W,  Omaha.  NE  68105. 
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TABLE  1 

Indicator  Diseases  used  in  the  Centers  for  Disease  Control  AIDS  Definition 


Qualification 

Qualification 
if  there  is  a 

Definitive  diagnostic 

method 

if  no  positive 

positive  HIV 

Disease 

Site 

HIV  test 

test 

Microscopy  Culture 

Other 

Protozoan 

Cryptosporidiosis 

Diarrhea 

Persists  > 

Persists  > 

X 

1 mo 

1 mo 

Isosporiasis 

Diarrhea 

Not  an 

Persists  > 

X 

indicator 

1 mo 

Pneumocystis  carinii 

Lungs 

Any 

Any 

X 

Toxoplasmosis 

Fungal 

Brain 

Age  > 1 mo 

Age  > 1 mo 

X 

Candidiasis 

Esophagus, 

Any 

Any 

X 

gross 

trachea, 
bronchi,  lungs 

inspection 

Coccidioidomycosis 

other  than  or 

Not  an 

Any 

X 

X 

antigen 

in  addition  to 

indicator 

detection  in 

lungs  or  cervi- 
cal or  hilar 

specimen 

lymph  nodes 

C ryptococcosis 

other  than 

Any 

Any 

X 

X 

antigen 

lungs 

detection  in 

specimen 

Histoplasmosis 

Other  than  or 

Not  an 

Any 

X 

X 

antigen 

in  addition  to 

indicator 

detection  in 

lungs  or  cervi- 
cal or  hilar 

specimen 

lymph  nodes 

Bacterial 

Bacterial  infections,  at  least 

Bloodstream, 

Not  an 

Age  < 13  yr 

X 

2 within  2 years,  caused  by 

lungs,  meninges, 

indicator 

Haemophilus,  Strepto- 

bone, joint  or 

coccus,  or  other 

abscess  of  an 

pyogenic  bacteria 

internal  organ 
or  body  cavity 
(except  otitis 
media  or  su- 

perficial skin 
or  mucosal 
abscesses) 

Mycobacterium 

at  least  1 site 

Not  an 

Any 

X 

tuberculosis 

outside  the 
lungs 

indicator 

Mycobacteria  other  than 

At  least  1 site 

M.  avium- 

Any 

X 

M.  tuberculosis 

other  than 

intracellulare 

lungs,  skin, 
or  cervical  or 

or  kansasii 

hilar  lymph 
nodes 

Recurrent  nontyphoid 

bloodstream 

Not  an 

Any 

X 

Salmonella 

Viral 

indicator 

Cytomegalovirus 

Other  than 
liver,  spleen, 
or  lymph  nodes 

Age  > 1 mo 

Age  > 1 mo 

X 

Herpes  simplex  virus 

Mucocutane- 

Persists > 

Persists  > 

X 

X 

antigen 

ous  ulcer 

1 mo 

1 mo 

detection  in 
specimen 

Herpes  simplex  virus 

Bronchi,  lungs. 

Age  > 1 mo 

Age  >1  mo 

X 

X 

antigen 

esophagus 

detection  in 
specimen 

Progressive  multifocal 
leukoencephalopathy 

Any 

Any 

X 

HIV  encephalopathy 

Not  an 

Any 

specified 

indicator 

clinical 

HIV'  wasting  syndrome 

Not  an 

Any 

findings 

indicator 

specified 

clincial 

findings 
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TABLE  1 CONTINUED 


Qualification 

Qualification 
if  there  is  a 

Definitive  Diagnostic 

Method 

Disease 

Site 

if  no  positive 
HIV  test 

positive  HIV 
HIV  test 

Microscopy  Culture 

Other 

Neoplastic 

Kaposi’s  sarcoma 

Age  < 60  yr. 

Any  age 

X 

Primary  lymphoma 

Brain 

Age  < 60  yr 

Any  age 

X 

Other  non-Hodgkin’s  lymphoma 

Not  an 
indicator 

Specified 

types 

X 

Other 

Lymphoid  interstitial  pneumonia 

Age  < 13  yr 

Age  < 13  yr 

X 

or  pulmonary  lymphoid 
hyperplasia 


definitive  method  makes  the  diagnosis  of 
AIDS  if  the  other  causes  of  immunodeficiency 
are  excluded. 

If  laboratory  tests  were  positive  for 
HIV,  then  the  diagnosis  of  AIDS  requires  only 
(1)  the  definitive  diagnosis  of  an  indicator 
disease  OR  (2)  the  presumptive  diagnosis  of 
one  of  the  following  diseases:  esophageal 
candidiasis,  cytomegalovirus  retinitis  with  loss 
of  vision,  Kaposi’s  sarcoma,  lymphoid  inter- 
stitial pneumonia  and/or  pulmonary  lymphoid 
hyperplasia  in  a child  < 13  years  old, 
mycobacterial  disease  that  is  disseminated 
(involving  at  least  one  site  other  than  lungs, 
skin,  or  cervical  or  hilar  lymph  nodes), 
Pneumocystis  carinii  pneumonia,  or  toxo- 
plasmosis of  the  brain  in  a patient  > 1 month 
old. 

Only  specified  types  of  non-Hodgkin’s  lym- 
phoma are  considered  in  the  list  of  indicator 
diseases:  (1)  B-cell  or  unknown  immunologic 
phenotype;  (2)  small  noncleaved  lymphoma 
(either  Burkitt  or  non-Burkitt  type);  and  (3) 
immunoblastic  sarcoma.'5 

HIV7  encephalopathy  or  dementia  involves 
“clinical  findings  of  disabling  cognitive  and/or 
motor  dysfunction  interfering  with  occupation 
or  activities  of  daily  living,  or  loss  of  behavioral 
developmental  milestones  affecting  a child, 
progressing  over  weeks  to  months,  in  the 
absence  of  a concurrent  illness  or  condition 
other  than  HIV  infection  that  could  explain  the 
findings.  Methods  to  rule  out  such  concurrent 
illnesses  and  conditions  must  include  cerebro- 
spinal fluid  examination  and  either  brain 
imaging  (computed  tomography  or  magnetic 
resonance)  or  autopsy.”6 

HIV  wasting  syndrome  involves  “findings 


of  profound  involuntary  weight  loss  > 10%  of 
baseline  body  weight  plus  either  chronic 
diarrhea  (at  least  two  loose  stools  per  day  for  > 
30  days)  or  chronic  weakness  and  documented 
fever  (for  > 30  days,  intermittent  or  constant) 
in  the  absence  of  a concurrent  illness  or 
condition  other  than  HIV  infection  that  could 
explain  the  findings  (e.g.,  cancer,  tuberculosis, 
cryptosporidiosis,  or  other  specific  enteritis).”6 

Etiology 

The  human  immunodeficiency  virus  (HIV) 
causes  AIDS.  It  is  classified  as  a retrovirus 
because  its  genetic  material  is  RNA  which 
directs  production  of  DNA  (the  reverse  of  the 
usual  DNA  to  RNA  pattern),  which  then 
directs  production  of  RNA,  which  directs 
production  of  viral  proteins.  HIV  can  survive 
within  the  host  in  a latent  state  in  which  viral 
genes  are  integrated  into  the  DNA  of  host 
cells.  Survival  of  HIV  outside  the  host  is 
limited.  When  HIV  was  exposed  to  household 
bleach  diluted  1:10  in  water,  no  viral  activity 
was  detectable  within  one  minute  of  expo- 
sure.10 

HIV  is  akin  to  several  other  cytopathic 
retroviruses,  which  are  classified  within  the 
retrovirus  group  as  lentiviruses.11  HIV  was 
formerly  called  HTLV-III  (human  T-cell  lym- 
photropic  virus  type  III),  LAV  (lymphadeno- 
pathy-associated  virus),  and  ARV  (AIDS- 
related  virus).  HIV  resembles  another  virus 
associated  with  a similar  immunodeficiency 
syndrome  seen  in  West  Africans  (HIV-2/LAV- 
2 or  HTLV-IV),  which  seems  nearly  the  same 
as  a simian  AIDS  virus  (STLV-III). 

Epidemiology 

Groups  affected.  When  AIDS  came  to 
medical  attention,  the  affected  groups  seemed 
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to  comprise  a sort  of  “4-H  Club”  of  Homo- 
sexual and  bisexual  men.  Heroin  and  other 
illicit  intravenous  drug  users,  Hemophiliacs, 
and  Haitians.5  Despite  the  passage  of  nearly 
five  years  and  an  order  of  magnitude  increase 
in  the  number  of  reported  cases  in  the  U.S.,  the 
distribution  of  cases  among  various  groups  has 
c langed  very  little  (see  Table  2).2 


TABLE  2 

Percent  of  AIDS  Cases  in  Each  Risk  Group 


6/81- 

8/11/86- 

Period  of  Report 

8/10/83 

8/10/87 

Number  of  cases  reported. . . . 

2013 

16470 

Homosexual/bisexual  men  . . . . 

71 

72 

Intravenous  drug  users 

16 

15 

Hemophiliacs 

1 

1 

Heterosexual  partners 

1 

3 

Non-U. S.  born 

5 

1 

Transfusion  recipients 

1 

3 

Undetermined 

3 

4 

Pediatric 

2 

1 

The  heterosexual  partners  group  includes 
partners  of  persons  with  AIDS  or  at  risk  for 
AIDS.  The  non-U. S.  born  group  includes  per- 
sons born  in  countries  in  which  heterosexual 
transmission  is  believed  to  play  a major  role. 

The  current  view  of  AIDS  identifies  three 
risk  groups:  sex  partners  of  those  infected  with 
HIV,  infants  born  to  HIV-infected  mothers, 
and  needle-sharing  partners  (or  others  with  de 
facto  parenteral  contact)  of  those  infected.12 

Factors  associated  with  transmission. 

Individuals  with  more  sex  partners  have  more 
risk  of  HIV  infection.  The  median  number  of 
male  partners  in  the  previous  6 months  was  10 
among  homosexual  men  who  seroconverted  for 
HIV,  but  only  5 among  those  who  remained 
seronegative.13  Homosexual  men  with  _>  20 
partners  in  the  year  before  study  enrollment 
experienced  31.3%  seroconversion,  but  those 
with  < 20  partners  had  only  18.1%  seroconver- 
sion.14 The  prevalence  of  HIV  in  the  male 
homosexual  reservoir  puts  male  homosexuals 
at  special  risk.15  A particular  practice,  recep- 
tive anal  intercourse,  is  especially  risky, 
regardless  of  sex.  Seroconversion  among  548 
homosexual  men  with  continued  anal  receptive 
intercourse  with  more  than  one  partner  was 
10.6%,  far  more  than  the  0.5%  among  646 
homosexual  men  with  no  receptive  anal  inter- 
course in  previous  12  months.13  If  > 25%  of 


encounters  included  receptive  anal  inter- 
course, 34%  of  a population  of  homosexual 
men  seroconverted,  in  contrast  to  16.8% 
seroconversion  among  the  rest  of  the  group.14 
Among  women  who  were  sex  partners  of  men 
infected  with  HIV,  anal  intercourse  carried  a 
2.3  fold  relative  risk  of  seroconversion.16 

Thirty  to  50%  of  infants  born  to  infected 
mothers  acquire  HIV.12 

Dominating  the  group  of  those  who  acquired 
HIV  from  parenteral  contact  with  those 
infected  are  the  users  of  illicit  intravenous 
drugs,  particularly  those  in  the  vicinity  of  New 
York  City.  Blood  products  were  sources  of 
HIV  for  smaller  numbers  of  individuals, 
including  hemophiliacs  receiving  older  Factor 
VIII  preparations,  individuals  receiving  trans- 
fusions before  HIV  screening  began  in  spring 
1985,  and  individuals  receiving  transfusions 
from  false-negative  HIV  donors  after  spring 
1985.  Although  many  health  care  workers  have 
had  needlestick  accidents  exposing  them  to 
HIV-positive  blood,  the  risk  of  transmission  has 
been  low,  < 4/817  or  0.49%  in  one  report.17 
De  facto  parenteral  contact  has  transmitted 
HIV  in  two  types  of  settings:  home  care  of  an 
infant  requiring  intensive-care-unit-style  nurs- 
ing care  by  a mother  who  did  not  regularly 
wash  her  hands18  and  health  care  workers  who 
delayed  washing  blood  off  hands  or  had 
extensive  mucous  membrane  exposure.19 

Although  the  transmission  of  HIV  is  similar 
to  that  of  hepatitis  B,  HIV  is  less  readily 
transmitted.  Of  the  200,000  yearly  cases  of 
hepatitis  B in  the  U.S.,  death  results  in  2.5%.20 
Of  these,  0.125%  are  from  fulminant  hepatitis, 
0.4%  from  hepatocellular  carcinoma,  and  2% 
from  cirrhosis.  The  risk  of  transmission  of 
hepatitis  B from  a needlestick-like  exposure  is 
6-30%.  The  lesser  risk  of  transmission  of  HIV 
(95%  confidence  intervals,  0-0. 97%)17  is  partly 
balanced  by  the  more  severe  consequences  of 
infection.  In  contrast  to  hepatitis  B,18  trans- 
mission of  HIV  has  not  been  demonstrated  to 
occur  to  nonsexual,  nonparenteral  household 
contacts. 

“Casual  ” transmission.  Several  lines  of 
evidence  argue  that  so-called  “casual”  trans- 
mission of  HIV  does  not  occur  or  is  rare. 
Discussing  “areas  such  as  employment,  school 
admission,  housing,  and  medical  services,”  the 
CDC  concluded:  “There  is  no  known  medical 
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reason  to  avoid  an  infected  person  in  these  and 
ordinary  social  situations  since  the  cumulative 
evidence  is  strong  that  HIV  infection  is  not 
spread  through  casual  contact.”12  For  five 
years,  the  distribution  of  HIV  in  the  U.S.  has 
resembled  that  of  syphilis,  with  a remarkable 
stability  of  distribution  among  risk  groups  and 
a failure  to  “break  out”  rapidly  into  the 
general  heterosexual  population.  “Unexplain- 
ed” cases  have  not  mushroomed.  Reports  of 
high  prevalence  of  HIV  seropositivity  in 
central  Africa  have  raised  concerns  about 
similar  consequences  in  the  U.S.,  but  con- 
clusions are  limited  by  the  different  standards 
of  hygiene,  nutrition,  and  sexual  behavior  in 
the  endemic  African  zones.  At  San  Francisco 
General  Hospital,  despite  extensive  exposure 
of  health  care  workers  to  HIV-positive  pa- 
tients, only  one  transmission  has  been  demon- 
strated. 17  Documented  trasmissions  to  health 
care  workers  have  been  linked  to  breaks  in 
observance  of  safety  rules.19  Mosquito-bome 
spread  of  HIV  seems  disproven  by  a study  in  a 
community  with  a high  prevalence  of  HIV 
infection,  extensive  mosquito  exposure,  and  yet 
an  absence  of  infection  in  5 to  11-years-olds.21 
Saliva-mediated  transmission  has  been  sug- 
gested. However,  a study  of  71  seropositive 
men  found  HIV  in  only  1 of  83  specimens — 
and  in  low'  titer  in  that  one  specimen.22  A case 
has  been  reported  in  which  an  AIDS  patient 
bit  30  health-care  workers  — with  no  resultant 
HIV  transmission.21  At  this  w'riting,  no  epi- 
demiologic evidence  has  implicated  saliva  in 
HIV  transmission.24 

Striking  evidence  against  nonsexual,  non- 
needle spread  has  come  from  studies  of 
household  contacts  of  AIDS  patients  in  New' 
York  City  and  Miami.2,7-  26  Starting  with  39 
AIDS  patients,  the  New'  York  group  studied 
101  household  contacts  (68  children  and  33 
adults),  of  w'hom  1 had  acquired  HIV  perina- 
tally.  The  study  was  confined  to  those  who 
lived  at  least  3 months  with  the  patients 
(median  contact  during  period  of  infectivity,  22 
months)  and  w'ho  lacked  other  risk  factors  for 
AIDS.  The  New'  York  study  found  no  evidence 
of  transmission  of  HIV  despite  extensive 
contact  between  the  household  members  and 
the  AIDS  patients.  Indeed,  9%  of  the  house- 
hold members  shared  razors  with  the  AIDS 
patients  and  7%  shared  toothbrushes.  Other 
unsanitary  practices  included  sharing  eating 
utensils  (25 7c),  drinking  glasses  (46%),  and 


dishes  (48%).  Beds  were  shared  by  37%, 
toilets  by  90%,  bath  or  showers  by  92%,  and 
kitchens  by  93%.  Thirty- eight  percent  of 
contacts  washed  the  patients’  clothes,  49% 
washed  toilets  used  by  patients,  55%  baths, 
and  65%  dishes.  Nearly  all  contacts  hugged 
(79%)  the  patients  or  kissed  them  on  the  cheek 
(83%).  Seventeen  percent  kissed  the  patients 
on  the  lips.  Absence  of  transmission  of  HIV 
outside  of  sexual,  parenteral,  or  perinatal  ex- 
posure was  confirmed  by  the  Miami  study. 

The  Miami  study  was  larger,  starting  with  45 
adults  with  AIDS,  and  looking  at  183  house- 
hold contacts,  among  whom  median  follow- 
up was  24  months.  Although  13  of  the  spouses 
were  HIV-seropositive  at  the  outset,  none 
of  the  8 seronegative  spouses  who  abstained 
from  sex  showed  serologic  evidence  of  HIV 
infection.  Ninety  of  the  children  were  serone- 
gative at  the  outset  and  had  no  other  risk 
factors  for  HIV.  All  90  remained  seronegative 
even  though  they  all  hugged  their  HIV-positive 
parents,  kissed  them,  and  shared  kitchens  and 
bathrooms.  The  29  other  adult  household 
contacts  also  remained  seronegative  despite 
similar  contact. 

Incidence  and  distribution.  New  cases  of 
AIDS  in  the  U.S.  were  being  reported  in  mid- 
1987  at  a rate  reaching  about  18,000  per  year. 
Although,  year-by-year,  the  incidence  had 
been  increasing,  predictions  are  fraught  with 
uncertainty.  A major  source  of  uncertainty  is 
difficulty  estimating  the  size  of  groups  at  risk, 
such  as  homosexual  men  and  users  of  illicit 
intravenous  drugs.  A disproportionate  share  of 
cases  have  been  reported  from  New  York,  New 
Jersey,  Florida,  Texas,  and  California.  Many 
have  been  young  adults. 

Pathogenesis 

Depletion  of  T4  lymphocytes,  sometimes 
identified  as  helper  cells  or  CD4+  cells,  is  a 
major  mechanism  by  which  HIV  causes  im- 
munodeficiency, owing  to  the  pivotal  role  of 
these  lymphocytes  in  cellular  immunity.  HIV 
infection  of  monocytes/macrophages  damages 
another  arm  of  the  immune  system.  The 
importance  of  these  cells  in  concepts  of  the 
defense  against  Pneumocystis  carinii  may 
account  for  the  prominence  of  P.  carinii 
pneumonia  in  AIDS.  Additionally,  these  cells 
may  transport  HIV  to  the  nervous  system.  The 
effect  of  HIV  there  is  manifest  by  subacute 
encephalitis,  vacuolar  myelopathy,  chronic 
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meningitis,  and  peripheral  neuropathy.  Histo- 
logic examination  reveals  demyelination,  focal 
necrosis,  and  multinucleated  giant  cells.  The 
presence  of  HIV  in  the  central  nervous  system 
retically  possible  but  remains  a subject  for 
blood- brain  barrier.11 

Immunity 

Antibodies  to  HIV  are  detected  by  current 
methods  weeks  to  months  after  initial  infec- 
tion.27 Thus,  early  in  the  infection  there  is  a 
“window”  period  when  virus  is  present  and 
transmissible — but  antibodies  are  not  yet 
formed  or  detectable.12  The  picture  once 
antibodies  are  detectable  is  like  that  in 
varicella  or  herpes:  antibodies  are  detectable 
in  the  blood  but  virus  is  latent  in  the  cell,  ready 
to  create  clinical  disease.  A vaccine  is  theo- 
rectically  possible  but  remains  a subject  for 
research  in  1987. 

Clinical  Manifestations 

Although  well-known,  AIDS  is  only  one 
manifestation  of  HIV  infection.  Similarly, 
although  very  common,  Pneumocystis  car- 
inii  pneumonia  is  only  one  of  the  many 
infections  and  cancers  that  may  result  in  AIDS 
patients.  Because  P.  carinii  pneumonia  is 
confined  to  patients  with  severe  immuno- 
deficiency, it  was  a cluster  of  cases  in 
otherwise  healthy  young  men  that  led  to  the 
discovery  of  AIDS.  The  presentation  of  P. 
carinii  pneumonia  may  be  subtle,  with  a 
fulminating  downhill  course.  Childhood  in- 
fection with  P.  carinii  is  thought  to  be  a 
common,  benign  event,  followed  by  a latent 
state.  Only  immunosuppression  will  lead  to 
reactivation.  Treatment  of  P.  carinii  pneu- 
monia with  pentamidine  or  trimethoprim- 
sulfamethoxazole  in  AIDS  has  been  marred  by 
limited  success  and  frequent  adverse  reac- 
tions, particularly  allergic.  Prophylaxis  of 
recurrence,  a successful  strategy  in  childhood 
acute  lymphocytic  leukemia,  has  been  pro- 
posed for  AIDS.  Data  are  limited  and  decision 
difficult,  owing  to  the  Scylla  and  Charybdis  of 
recurrent  P.  carinii  pneumonia  and  adverse 
reactions  to  drugs.28 

A variety  of  other  infections  may  be 
diagnostic  of  AIDS,  (see  Definition)  Others, 
although  not  diagnostic,  may  present  prob- 
lems. Despite  the  seeming  diversity  of  the 
infections  seen  with  AIDS,  many  have  some 
common  features.  Many  are  caused  by  agents 
ubiquitous  in  the  environment.  Many  produce 


mild  infection  in  ordinary  circumstances.  Many 
are  associated  with  exposure  in  childhood, 
latency,  and  reactivation  in  the  face  of  waning 
immunity.  For  many,  the  major  risk  of  spread  is 
to  immunosuppressed  hosts.  Many  are  intra- 
cellular organisms  fought  by  cell-mediated 
immunity,  which  is  particularly  subject  to  the 
ravages  of  AIDS.  For  many,  treatment  options 
are  limited. 

Prominent  among  the  malignancies  seen  in 
AIDS  are  Kaposi’s  sarcoma  and  primary 
lymphoma  of  the  brain. 

Immunologic  and  hematologic  abnormalities 
are  seen  in  AIDS,  including  hemolytic  anemia, 
thrombocytopenia,  and  lymphadenopathy.  In 
addition  to  central  nervous  system  manifes- 
tations of  opportunistic  infections,  protean 
neurologic  findings  reflecting  a direct  effect  of 
HIV  have  been  described. 

AIDS-related  complex.  Some  patients  with 
HIV  infection  may  manifest,  not  AIDS,  but 
AID-related  complex,  abbreviated  ARC.  In 
general,  ARC  is  an  imprecisely  defined,  less 
severe  set  of  manifestations  of  HIV  infection.29 
Anorexia,  weight  loss,  fever,  night  sweats, 
rashes,  diarrhea,  fatigue,  susceptibility  to 
infection,  or  lymphadenopathy  may  be  pre- 
sent.10 In  the  initial  study  of  zidovudine 
efficacy,  the  diagnosis  of  ARC  required  one  of 
these  criteria:31  (1)  unexplained  weight  loss  of 
> 6.8  kg  or  10  percent  of  total  body  weight 
within  90  days  before  enrollment;  or  (2) 
documented  oral  candidiasis  and  one  of:  (a) 
unexplained  fever,  (b)  extrainguinal  lympha- 
denopathy, (c)  oral  hairy  leukoplakia,  (d) 
unexplained  night  sweats,  (e)  herpes  zoster,  (f) 
unexplained  diarrhea. 

Chronic  lymphadenopathy  syndrome. 

Another  HIV  manifestation,  apart  from  AIDS 
but  overlapping  with  ARC,  is  chronic  lympha- 
denopathy syndrome.  It  has  been  defined  as: 
“the  presence  in  homosexual  men  of  lympha- 
denopathy of  at  least  3 months’  duration 
involving  two  or  more  extrainguinal  sites  and 
confirmed  on  physical  examination  in  the 
absence  of  any  current  illness  or  drug  use 
known  to  cause  lymphadenopathy,  and  the 
presence  of  reactive  hyperplasia  in  a lymph 
node,  if  a biopsy  is  done.”32 

Clinical  Course 

One  view  of  the  clinical  course  of  HIV 
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infection  is  seen  in  the  CDC  classification 
system  for  HIV  infection.33  This  scheme 
envisions  a progression  of  stages:  an  initial 
asymptomatic  incubation  period;  a mild,  self- 
limited acute  mononucleosis-like  infection  prob- 
ably occuring  two  weeks  to  three  months  after 
exposure  (Group  I);  a period  of  symptomatic 
seropositivity  (Group  II);  the  development  in 
some  patients  of  persistent  generalized  lymph- 
adenopathy  (Group  HD;  and  the  development  in 
some  patients  of  severe  systemic  manifestations 
(Group  IV).  (see  Table  3) 

TABLE  3 

Centers  for  Disease  Control 
Classification  of  HIV  Infection 

I  Acute  mononucleosis-like  infection 
II  Asymptomatic  seropositivity 
HI  Persistent  generalized  lymphadenopathy 
IV  Systemic  manifestations 
A Constitutional 
B Neurologic 

1 CNS 

2 peripheral 

C Secondary  infectious  diseases 

1 Diagnostic 

a Pneumocystis  carinii  pneumonia 
b Chronic  crvptosporidiosis 
c Toxoplasmosis 
d Extra- intestinal  strongyloidiasis 
e Isosporiasis 

f Candidiasis  (esophageal,  bronchial,  or 
pulmonary) 
g Cryptococcosis 
h Disseminated  histoplasmosis 
i M.  avium  or  M.  kansasii 
j Disseminated  cytomegalovirus 
k Chronic  mucocutaneous  or  disseminated 
herpes  simplex 

1 Progressive  multifocal  leukoencephalopathy 

2 Other 

a Oral  hairy  leukoplakia 
b Multidermatomal  herpes  zoster 
c Recurrent  Salmonella  bacteremia 
d Nocardiosis 
e Tuberculosis 
f Oral  candidiasis 
D Secondary  cancers 

1 Kaposi’s  sarcoma 

2 Non-Hodgkin’s  lymphoma 

3 Primary  lymphoma  of  the  brain 

E Other  conditions  (chronic  lymphoid  interstitial 

pneumonitis) 

Other  classifications  have  been  proposed. 
The  Walter  Reed  system  applies  to  adults  only 
and  is  consistent  with  the  concept  of  a 
progressive  disease,  monitored  by  laboratory 
tests.34  In  Table  4,  asterisks  identify  essential 
criteria  for  assignment  to  each  stage.  DHS 
refers  to  cutaneous  tests  for  delayed  hyper- 
sensitivity, with  N1  a normal  response,  P 


representing  partial  cutaneous  anergy  (intact 
cutaneous  response  to  only  one  of  the  four  test 
antigens  — tetanus,  trichophyton,  mumps, 
Candida),  and  C representing  complete  cuta- 
neous anergy.  01  refers  to  opportunistic  infec- 
tions. 

Stage  WRO  refers  to  high-risk  contacts  of 
documented  HIV  patients.  The  classification 
may  be  amplified  with  denoters,  as  in  WR5B. 
The  denoter  B refers  to  the  presence  of  at  least 
one  of:  fever  > 38  deg  for  3 wk,  weight  loss  of 
10%  in  3 mo,  or  diarrhea  for  1 mo.  Denoter  K 
refers  to  Kaposi’s  sarcoma,  CNS  to  neurologic 
disease,  and  N to  a non-Kaposi  neoplasm.  The 
opportunistic  infections  used  in  the  Walter 
Reed  classification  are  listed  in  Table  5. 

Diagnostic  Tests 

Laboratory  tests  have  increased  in  impor- 
tance in  the  diagnosis  of  AIDS.  The  mid-1987 
laboratory  testing  strategy  begins  with  a 
serologic  test  of  high,  but  not  100%  sensitivity: 
an  enzyme-linked  immunosorbent  assay,  ab- 
breviated ELISA.  Inability  to  detect  AIDS 
infection  in  the  two  weeks  to  three  months  or 
more  before  antibodies  appear  is  an  inherent 
limitation  of  this  test.35  Sensitivity  of  current 
ELISA  tests  is  at  least  99%  when  performed 
on  serum  from  a person  infected  at  least  12 
weeks  by  a laboratory  with  “reliable  reagents, 
provision  of  continuing  education  of  personnel, 
quality  control  of  procedures,  and  participation 
in  performance-evaluation  programs.”24  ELI- 
SA tests  may  be  falsely  positive,  sometimes 
reflecting  autoimmune  disease,  cross  reacting 
antibodies  from  viral  infection,  or  cross  react- 
ing antibodies  from  transfusion. 

A specimen  positive  on  ELISA  may  be 
assayed  with  a confirmatory  procedure  de- 
signed to  exclude  false  positives,  such  as  a 
Western  blot  assay.  Such  an  assay  involves 
digestion  of  HIV  and  electrophoretic  separa- 
tion of  HIV  proteins  on  material  such  as 
nitrocellulose  paper.  If  the  test  specimen 
contains  antibodies  which  bind  to  the  specific 
HIV  proteins,  the  specimen  is  labeled  positive. 
Used  to  confirm  repeatedly  reactive  ELISA 
tests  and  interpreted  with  strict  criteria, 
Western  blot  assays  can  be  very  specific.  The 
proportion  of  persons  with  positive  test  results 
who  are  actually  infected  with  HIV  is  99.75%  if 
the  prevalence  of  HIV  infection  is  0.2%.  With 
2.0%  prevalence,  the  predictive  value  of  a 
positive  test  rises  to  99.97%.  With  20.0% 
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TABLE  4 

Walter  Reed  Classification  of  HIV  Infection 


Stage 

HIV  antibody 
or  isolation 

Chronic 

lymphadenopathy 

T-helper 

cells/mm^ 

DHS 

Thrush 

OI 

WRO 

— 

— 

>400 

NL 

— 

— 

WR1 

+* 

_ 

>400 

NL 





WR2 

+* 

+* 

>400 

NL 

NL 

— 

— 

WR3 

+* 

+ 

<400* 

NL 

— 

— 

WR4 

+* 

± 

<400* 

p* 

— 

— 

WR5 

+* 

± 

<400 

(C  and/or  +)* 

— 

WR6 

+* 

± 

<400 

PC 

± 

+* 

TABLE  5 

Opportunistic  Infections  Used  in  the 
Walter  Reed  Classification  System 

Protozoan 

Pneumocystis  carinii  pneumonia 
CNS  or  disseminated  toxoplasmosis 
Chronic  cryptosporidiosis 
Virus 

Disseminated  cytomegalovirus 
Chronic  mucocutaneous  herpes  simplex 
Bacterial 

Disseminated  atypical  mycobacterial  disease 
Extrapulmonary  tuberculosis 
Disseminated  nocardiosis 
Fungal 

Candida  esophagitis 
Disseminated  histoplasmosis 
CNS  or  disseminated  cryptococcosis 

prevalence,  it  reaches  99.99%.24  Western  blots 
are  technically  demanding,  at  times  requiring 
subjective  interpretation  of  tests,  with  no 
national  standards  for  such  cases.35  The 
current  strategy  of  subjecting  a repeatedly 
ELISA-reactive  specimen  to  Western  blot 
confirmation  before  reporting  a positive  result 
for  HIV  antibody  may  be  replaced  by  improv- 
ed tests  under  development. 

Although  a positive  laboratory  test  for  HIV 
may  indicate  HIV  infection,  AIDS  is  present  in 
only  a segment  of  the  HIV-positive  population. 
The  diagnosis  of  AIDS  requires  the  additional 
demonstration  of  a diagnostic  opportunistic 
disease  and  the  exclusion  of  other  causes  of 
immunodeficiency,  particularly  in  children. 

The  CDC  has  stated  that  “testing  programs, 
if  developed,  should  include  the  following 
principles: 

Obtaining  consent  for  testing. 

Informing  patients  of  test  results,  and 
providing  counseling  for  seropositive  pa- 
tients by  properly  trained  persons. 

Assuring  that  confidentiality  safeguards  are 
in  place  to  limit  knowledge  of  test  results 


to  those  directly  involved  in  the  care  of 
infected  patients  or  as  required  by  law. 

Assuring  that  identification  of  infected 
patients  will  not  result  in  denial  of  needed 
care  or  provision  of  suboptimal  care. 

Evaluating  prospectively  1)  the  efficacy  of 
the  program  in  reducing  the  incidence  of 
parenteral,  mucous-membrane,  or  signifi- 
cant cutaneous  exposures  of  health-care 
workers  to  the  blood  or  other  body  fluids 
of  HIV-infected  patients  and  2)  the  effect 
of  modified  procedures  on  patients.”24 

Treatment 

In  addition  to  general  evaluation,  in  the 
assessment  of  an  AIDS  patient  it  may  be 
useful  to  enumerate  T4  and  T8  lymphocytes. 
Such  enumerations  may  aid  in  relating  results 
of  clinical  trials  to  a given  patient  since  the  T4 
count  may  have  prognostic  significance.  Anergy 
screening,  including  tuberculin  skin  testing, 
may  also  be  helpful,  particularly  since  recent 
fluctuations  in  tuberculosis  incidence  have 
been  ascribed  to  AIDS. 

By  mid- 1987,  only  one  drug  has  demon- 
strated clinical  efficacy  as  an  anti-HIV  agent: 
zidovudine  (trade  name  Retrovir).31  It  was 
previously  called  azidothymidine  (trade  name 
AZT).  Results  of  the  24-week  efficacy  study 
are  shown  in  Table  6. 


TABLE  6 

24-Week  Efficacy  Study  of  Zidovudine  in  AIDS  and  ARC 


AIDS 

ARC 

Entry 

History  of  P. 

T4  count 

criterion 

carinii  pneumonia 

< 500/mm'^ 

Survival 

zidovudine 

96% 

100% 

placebo 

76% 

81% 

Free  of  opportunistic  infections 

zidovudine 

64% 

91% 

placebo 

46% 

71% 

April  1988  Nebraska  Medical  Journal  91 


Overall,  there  were  19  deaths  among  the  137 
placebo  patients,  but  only  one  among  the  145 
zidovudine  patients.  Similarly,  there  were  45 
opportunistic  infections  among  the  137  place- 
bo patients  but  only  14  among  the  zidovudine 
patients. 

Adverse  reactions  were  common.36  The  most 
common  symptom,  in  both  the  zidovudine  and 
placebo  groups,  was  headache.  Insomnia, 
myalgia,  and  nausea  were  significantly  more 
common  in  the  zidovudine  group.  Zidovudine 
produced  more  anemia  and  granulocytopenia, 
particularly  with  acetaminophen  use. 

Several  drugs  are  under  investigation.37  In 
mid-1987  dideoxycytidine  (ddC)  was  moving 
into  human  trials.  Ribavirin  is  a broad- 
spectrum  antiviral,  whose  initial  HIV  trials 
generated  controversy.  Study  of  other  agents 
is  less  advanced.  Results  with  suramin  and 
HPA-23  were  disappointing. 

Prevention 

General  approach.  Control  of  an  infectious 
disease  can  be  conceptualized  as  involving  any 
of  four  factors:  the  microorganism,  its  reser- 
voir, its  mode  of  transmission,  and  susceptible 
hosts  to  which  it  may  be  transmitted.  Eradica- 
tion of  the  microorganism  was  successful  in 
smallpox,  but  is  not  foreseeable  for  a virus  as 
widespread  and  persistent  as  HIV.  The  United 
States  has  reduced  its  tuberculosis  incidence 
considerably  with  treatment  of  infected  indi- 
viduals to  reduce  the  reservoir  of  infected 
individuals.  However,  no  treatment  is  available 
to  eradicate  HIV  from  the  reservoir  of  millions 
of  individuals  infected  with  it.  In  developed 
countries,  attention  to  sanitary  food  handling 
and  water  purification  has  controlled  many 
diseases  whose  modes  of  transmission  are 
improper  handling  of  food  and  water.  The 
modes  of  transmission  which  spread  HIV  are 
sex,  needles,  and  other  de  facto  parenteral 
contact.  Mass  immunization  is  responsible  for 
the  near- elimination  of  poliomyelitis  from  the 
United  States  by  protecting  the  pool  of 
susceptible  hosts.  In  mid-1987  no  vaccine  is 
available  to  protect  against  HIV.  Susceptible 
hosts  include:  those  who  choose  to  have  sex  or 
share  needles  with  those  infected  with  HIV, 
those  born  to  a mother  with  HIV,  those  who 
have  injections  of  HIV  in  medical  settings  of 
transfusions  or  needlestick  accidents,  and 
those  involved  in  very  unusual  de  facto 
parenteral  contact  with  HIV. 


The  available  strategy  for  prevention  of 
spread  of  HIV  is  to  eliminate  the  vectors  that 
spread  HIV:  sex  with  those  infected  with  HIV, 
needle-sharing  with  those  infected  with  HIV, 
births  to  those  infected  with  HIV,  injections  of 
HIV  via  transfusions  or  needlestick  accidents, 
and  unusual  de  facto  parenteral  transfer  of 
HIV. 

Prevention  of  HIV  transmission  in  the 
general  community.  In  the  general  commun- 
ity this  has  led  to  the  goal  of  “safe  ”sex.38  An 
absolute  goal  of  safe  sex  would  require 
celibacy  or  mutual  monogamy  with  a partner 
free  of  other  risk  factors.  Less  stringent  rec- 
ommendations, recognizing  the  transmission 
of  HIV  via  blood  and  body  fluids,  might  be 
summarized  in  the  advice:  “Don’t  get  wet.” 

Needle-sharing  among  intravenous  illicit 
drug  users  may  transmit  HIV.  Its  absolute 
control  requires  its  absolute  proscription.  Less 
certain  efforts  have  involved  free  distribution 
of  sterile  needles  and  syringes  to  users  as  well 
as  distribution  of  bleach  with  recommenda- 
tions for  its  use  in  sterilization. 

By  bringing  the  message  of  the  risk  of  perina- 
tal HIV  transmission  to  women  at  risk  of  HIV, 
efforts  have  been  made  for  them  to  defer 
childbearing. 

The  absolute  way  to  prevent  HIV  transmis- 
sion in  blood  products  would  be  to  avoid 
transfusions  or  use  only  autologous  trans- 
fusions. Efforts  to  minimize  the  risk  have 
involved  donor  screening  for  HIV  by  history  of 
risk  factors  and  by  ELISA  assay  for  HIV 
antibodies  as  well  as  judicious  prescription  of 
blood  products.  Some  blood  products  — 
immune  globulin  and  plasma-derived  hepatitis 
B vaccine  — have  shown  no  risk  of  transmis- 
sion of  HIV. 

“Counseling  and  testing  persons  who  are 
infected  or  at  risk  for  acquiring  HIV  infection” 
has  been  recommended  as  an  important 
infection  control  strategy.12 

Prevention  of  HIV  transmission  in  the 
hospital.  Efforts  to  contain  HIV  in  medical 
settings  require  scrutiny. 

Some  have  proposed  taking  special  precau- 
tions for  those  known  or  suspected  to  harbor 
HIV.  However,  a survey  of  203  critically  ill 
patients  with  no  history  of  HIV  infection  in 
the  Johns  Hopkins  emergency  room  found  3% 
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seropositive  for  HIV.:ii)  Among  trauma  patients 
aged  25-34  years,  seropositivity  prevalence 
was  1 §7c.  Limiting  special  precautions  to  those 
suspected  of  harboring  HIV  would  thus  expose 
many  health  care  workers,  particularly  those  in 
emergency  rooms,  to  patients  who  carried  HIV 
but  in  whom  a diagnosis  had  not  yet  been 
made.  Health  care  workers  would  also  suffer 
exposure  to  undiagnosed  hepatitis  B carriers. 
Furthermore,  it  is  not  "established  that  knowl- 
edge of  a patient’s  serologic  status  increases 
the  compliance  of  health-care  workers  with 
recommended  precautions.”19  Limitations  of 
the  “wait  til  diagnosis  before  isolation”  system 
have  led  to  its  rejection  in  many  West  Coast 
hospitals  in  favor  of  a system  of  body 
substance  isolation,  in  which  infection  control 
precautions  are  based  on  the  type  of  contact 
with  the  patient,  regardless  of  diagnosis.40 
Endorsing  “universal  precautions,”  the  CDC 
noted:  “Since  medical  history  and  examination 
cannot  reliably  identify  all  patients  infected 
with  HIV  or  other  blood-borne  pathogens, 
blood  and  body-fluid  precautions  should  be 
consistently  used  for  all  patients.”24 

Others,  seeking  an  extra  margin  of  safety 
with  a disease  as  deadly  as  AIDS,  have 
proposed  that  hospitals  go  beyond  empirically 
defensible  isolation  precautions  to  “be  safe  and 
overisolate.”  Experience  fails  to  support  such 
proposals.  Despite  extensive  exposure  to 
hundreds  of  patients  for  over  five  years,  San 
Francisco  General  Hospital  had  seen  only  one 
instance  of  HIV  transmission  to  a hospital 
worker,  despite  a health  care  worker  who 
“described  11  accidental  needlestick  injuries 
from  patients  with  AIDS.”17  Studies  cited 
above  have  failed  to  demonstrate  HIV  trans- 
mission via  “casual”  contact.  Three  well- 
documented  non-needlestick  transmissions  of 
HIV  to  health  care  workers  involved  safety  rule 
problems.19  Promulgation  of  “cautious”  isola- 
tion rules,  rather  than  insuring  a margin  of 
safety,  may  foster  disregard  for  the  rules. 

Recommendations  have  been  made  for  safe 
practices  in  patient  care  areas.19'  24  Barriers 
should  be  used  to  prevent  “skin  and  mucous- 
membrane  exposure  when  contact  with  blood 
or  other  body  fluids  of  any  patient  is  anticipat- 
ed.” Gloves  may  protect  hands.  Masks  and 
protective  eyewear  (or  face  shields)  may 
protect  mucous  membranes  of  the  head. 
Gowns  or  aprons  may  protect  against  splashes. 


Hands  (or  other  skin)  should  be  washed  after 
gloves  are  removed  and  immediately  and 
thoroughly  after  contamination  with  blood  or 
body  fluids.  Sharp  instruments,  such  as 
needles  and  scalpels,  are  another  area  for 
emphasis.  Needles  should  not  be  “recapped, 
purposely  bent  or  broken  by  hand,  removed 
from  disposable  syringes,  or  otherwise  mani- 
pulated by  hand.”  After  use,  sharp  instruments 
should  be  placed  in  puncture-resistant  con- 
tainers located  as  close  as  practical  to  the  use 
area.  “To  minimize  the  need  for  emergency 
mouth-to-mouth  resuscitation,  mouthpieces, 
resuscitation  bags,  or  other  ventilation  devices 
should  be  available  for  use  in  areas  in  which 
the  need  for  resuscitation  is  predictable.”  A 
worker  with  exudative  lesions  or  weeping 
dermatitis  should  avoid  direct  patient  care 
until  the  condition  resolves.  “Pregnant  health- 
care workers  are  not  known  to  be  at  greater 
risk  of  contracting  HIV  infection  than  health 
care  workers  who  are  not  pregnant;  however,  if 
a health-care  worker  develops  HIV  infection 
during  pregnancy,  the  infant  is  at  risk  of 
infection  resulting  from  perinatal  transmission. 
Because  of  this  risk,  pregnant  health-care 
workers  should  be  especially  familiar  with  and 
strictly  adhere  to  precautions  to  minimize  the 
risk  of  HIV  transmission.” 

A private  room  is  required  for  an  HIV- 
positive patient  only  if  hygiene  is  poor.  Special 
rules  have  been  developed  for  clinical  labora- 
tories, animal  laboratories,  dentistry,  post- 
mortem services,  eye  procedures  with  tear 
contact,  and  the  delivery  room.  Despite  a 
surgeon  with  AIDS  who  was  thought  to  have 
exposed  400  patients  on  whom  he  operated,41 
there  has  been  no  evidence  of  transmission  of 
HIV  from  a health-care  worker  to  a patient. 
This  may  seem  surprising  in  view  of  document- 
ed transmissions  of  hepatitis  B from  health 
care  workers  to  patients,  especially  since 
hepatitis  B and  HIV  spread  by  somewhat 
similar  routes.  However,  hepatitis  B trans- 
missions from  health-care  workers  have  been 
confined  to  cases  in  which  the  worker  was  a 
chronic  carrier  with  an  unusually  high  concen- 
tration of  virus  particles  (100,000,000  per  ml 
of  serum.)24 

Underscoring  the  importance  of  safety  rules 
are  three  non-needlestick  HIV  acquisitions 
reported  by  the  CDC  in  1987. 19  In  one,  a 
worker  “.  . . attempted  to  insert  an  arterial 
catheter  in  ...  an  emergency  room,  (and) 
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applied  pressure  to  the  insertion  site  to  stop 
the  bleeding . . . Blood  (remained)  on  her  index 
finger  for  about  20  minutes  before  washing  her 
hands  . . . Although  she  often  wore  gloves  when 
anticipating  exposure  to  blood,  she  was  not 
wearing  gloves  during  this  incident."  The  CDC 
recommends:  “Gloves  should  be  worn  for 
touching  blood  and  body  fluids  ...  or  non- 
intact skin  ...”  It  also  recommends:  “Hands 
and  other  skin  surfaces  should  be  washed 
immediately  and  thoroughly  if  contaminated 
with  blood  or  other  body  fluids.”24 

In  another,  the  worker  “. . . was  manipulating 
an  apheresis  machine  ...  to  correct  a problem 
that  developed  during  an  outpatient  procedure 
w7hen  blood  spilled,  covering  most  of  her  hands 
and  forearms.  She  was  not  wearing  gloves. 
(She)  . . . had  dermatitis  on  one  ear  and  may 
have  touched  it.  She  washed  the  blood  off  . . . 
several  minutes  after  the  spill.”  The  CDC 
recommends:  “Hands  and  other  skin  surfaces 
should  be  washed  immediately  and  thorough- 
ly if  contaminated  with  blood  or  other  body 
fluids.”  It  also  recommends:  “All  persons 
processing  blood  and  body-fluid  specimens  . . . 
should  wear  gloves  . . . ”24 

In  the  third  case,  the  worker  “. . . wTas  filling  a 
. . . vacuum  blood  collection  tube  with  blood 
from  an  outpatient  with  a suspected  HIV 
infection  when  the  top  of  the  tube  flew  off  and 
blood  splattered  around  the  room,  on  her  face, 
and  in  her  mouth.”  (Co)worker  . . . was  (also) 
splattered  with  blood  on  the  face  and  in  the 
mouth  during  the  same  incident.”  Events  like 
this  remarkable  “flying  off'  of  the  top  of  the 
tube,  so  extensive  that  two  workers  were 
bloodied,  should  be  studiously  avoided  by 
taking  extraordinary7  care  to  prevent  exposure. 

What  if  a needlestick  exposure  occurs? 

An  approach  to  needlestick  exposure  as  been 
proposed.27  Prevention  should  not  be  mini- 
mized. Three  measures  deserve  special  em- 
phasis: informing  workers  about  the  risk  posed 
by  recapping  needles,  proscribing  recapping, 
and  making  needle-disposal  containers  readily 
available.  Immediately  following  exposure,  the 
worker  should  be  assessed  for  HIV  risk  factors 
and  receive  routine  postexposure  care  for 
hepatitis  B exposure.  HIV  antibody  testing 
should  be  performed.  Couseling  should  in- 
clude: (1)  the  risk  of  HIV  infection  and 
prevention  of  its  transmission  and  (2)  instruc- 
tions to  report  all  illnesses  in  the  6 months 


following  the  exposure.  If  the  worker  develops 
illness  consistent  with  acute  HIV  infection, 
there  should  be  clinical  assessment,  HIV 
antibody  testing  (repeat  monthly  x 3),  a 
complete  blood  count  with  differential,  and 
consideration  of  other  lab  tests  to  rule  out 
other  etiologies,  with  subsequent  close  follow- 
up. If  the  worker  does  not  develop  illness 
consistent  with  acute  HIV  infection,  HIV 
antibody  testing  should  be  performed  6 
months  following  exposure;  if  seronegative, 
follow-up  may  be  discontinued. 

CDC  recommendations  differ  slightly.24 
They  apply  if  the  source  patient  has  clinical  or 
laboratory  evidence  of  HIV  infection  or  de- 
clines testing.  One  should  evaluate  the  ex- 
posed worker  clinically  and  serologcally  at  the 
time  of  exposure.  The  worker  should  be  coun- 
seled. If  seronegative,  retesting  should  occur 
at  6 weeks,  3 months,  and  6 months.  The 
exposed  worker  should  follow  recommen- 
dations to  prevent  transmission  of  HIV, 
especially  during  first  6 to  12  weeks,  when 
seroconversion  is  most  likely.  Medical 
evaluation  should  be  sought  for  any  acute 
febrile  illness  occurring  within  12  weeks.  If  the 
source  patient  is  seronegative,  no  further 
follow-up  of  the  health-care  worker  is  neces- 
sary unless  the  source  patient  is  at  high  risk  of 
HIV  infection. 

Prognosis 

The  prognosis  for  AIDS,  without  anti- HIV 
therapy,  is  discouraging.42  In  one  series, 
median  survival  of  patients  diagnosed  with 
Kaposi’s  sarcoma  alone  was  125  weeks,  for 
Pneumocystis  carinii  pneumonia  alone,  35 
weeks.  Cure  is  unknown.  The  prognosis  of 
research  is  hopeful  but  uncertain.  Zidovudine 
is  probably  just  the  first  drug  that  will  be 
effective.  Potential  for  a vaccine  is  present. 
The  prognosis  for  the  communities  of  the 
United  States  is  also  uncertain.  Like  the  fear  of 
flying,  AIDS  might  generate  fear  out  of 
proportion  to  the  facts.  But  the  potential  is 
present  for  education  to  limit  HIV  and  limit 
fear. 

Summary 

The  number  of  cases  of  acquired  immuno- 
deficiency syndrome  (AIDS)  in  the  United 
States  reached  40,000  by  mid-1987,  a reflec- 
tion of  rapid  growth  but  a fraction  of  the 
1,978,000  annual  deaths.  The  large  body  of 
scientific  information  about  AIDS  has  per- 
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mitted  revision  of  its  definition  to  reflect  the 
etiologic  role  of  the  human  immunodeficiency 
virus  (HIV).  The  largely  unchanging  distribu- 
tion of  AIDS  cases  reflects  three  groups  at 
risk:  sexual  contacts  of  HIV-infected  patients, 
infants  born  to  HIV-infected  mothers,  and 
parenteral  contacts  of  HIV-infected  patients. 
Depletion  of  T4  lymphocytes  is  central  in 
pathogenesis.  Antibodies  to  HIV  are  detect- 
able several  weeks  after  infection  and  coexist 
with  virus  in  the  host.  Antibodies  appear 
following  an  acute  mononucleosis-like  infec- 
tion. The  asymptomatic  seropositive  state  may 
be  followed  by  persistent  generalized  lympha- 
denopathy.  Some  patients  may  develop  sys- 
temic manifestations  of  HIV,  including  consti- 
tutional symptoms,  neurologic  phenomena, 
infectious  diseases,  cancers,  and  other  condi- 
tions. Some  of  the  patients  with  systemic 
manifestations  fulfill  criteria  for  AIDS.  Cur- 
rently available  laboratory  tests  are  based  on 
antibody  detection  and  are  imperfect.  Zido- 
vudine has  improved  outcome  in  a 24-week 
study,  but  anemia  and  granulocytopenia  are 
limiting  side  effects.  Prevention  requires  pro- 
scription of  risky  contact  in  the  general 
community  and  observance  of  blood  and  body 
fluid  precautions  for  all  patients  in  the 
hospital.  Median  survival  with  Pneumocystis 
carinii  pneumonia  and  AIDS  was  35  weeks, 
but  improved  treatment  may  prolong  this. 
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INTRODUCTION 

THE  epidemiology  of  breast  can- 
cer has  been  intensively  inves- 
tigated. However,  the  search 
for  primary  genetic  factors  in  breast  cancer 
etiology  has  been  given  short  shrift.  Historical- 
ly, familial  aggregation  of  breast  cancer  was 
first  recognized  in  the  Roman  medical  litera- 
ture of  100  AD.1  Broca  in  18662  reported  the 
concurrence  of  breast  and  gastrointestinal  tract 
cancer  through  four  generations  of  his  wife’s 
kindred.  Lynch  et  ah’  first  described  the 
heterogeneity  of  breast  cancer  in  1972. 

An  extensive  review1  of  hereditary  breast 
cancer  (HBC)  describes  the  following  cardinal 
clinical  features  of  its  natural  history:  a)  early 
age  of  onset;  b)  excess  of  bilaterality;  c)  vertical 
transmission  consonant  with  an  autosomal 
dominantly  inherited  factor;  d)  heterogeneous 
tumor  associations  (e.g.,  breast  and  ovarian 
cancer4  and  the  Sarcoma,  Breast  and  brain 
tumors,  Leukemia,  lung  and  laryngeal  cancer, 
and  Adrenocortical  carinoma  syndrome 
(SBLA)5' fi,  also  referred  to  as  the  Li-Fraumeni 
syndrome);  and  e)  improved  survival  when 
compared  to  its  sporadic  counterpart.7  While  the 
literature  on  HBC  has  increased  during  the 
past  decade,  only  limited  attention  has  been 
given  to  the  clinical  nuances  of  the  natural 
history  of  HBC  for  cancer  control  and  research 
programs. 

CASE/FAMILY  REPORT 

Figure  1 is  the  pedigree  of  a family  referred 
to  the  Hereditary  Cancer  Consultation  Center 


(HCCC)  from  the  Surgery  department  at  the 
Truman  Medical  Center  in  Kansas  City.  The 
proband  (Figure  1,  IV- 1)  is  a 30  year  old  black 
female  who  presented  with  a left  breast  mass 
which  she  had  found  on  self-breast  examina- 
tion (SBE)  in  September  1986  when  she  was 
age  29.  A biopsy  showed  infiltrative  ductal 
carcinoma  and  she  underwent  a left  radical 
mastectomy.  The  tumor  involved  the  sub- 
areolar area  and  measured  4x3cm.  One  of  six 
axillary  nodes  was  positive.  Estrogen  and 
progesterone  receptors  were  negative. 

Her  sister  (IV-2)  manifested  breast  cancer  at 
age  23  and  died  at  age  25.  Her  mother  (III-2) 
and  a maternal  aunt  (III-4)  both  manifested 
bilateral  breast  cancer,  with  initial  diagnoses  at 
ages  24  and  32,  respectively. 

DISCUSSION 

Important  surveillance/management  ques- 
tions are: 

1)  Due  to  the  extremely  early  age  of  onset, 
what  screening  should  be  recommended  for 
the  patients’  daughters,  who  are  currently 
ages  15  and  12? 

2)  What  are  the  mammographic  concerns? 

3) What  is  the  surgical  treatment  of  choice  in 
HBC  familes?  and 

4)  Is  there  a role  for  prophylactic  surgery? 

In  an  attempt  to  gain  some  answers  to  these 
perplexing  questions,  we  have  studied  the 
family  histories  of  328  consecutively  ascer- 
tained patients  in  our  oncology  clinic.8  These 
patients  were  classified  as  young  (less  than  40) 
or  old  (greater  than  40),  according  to  their  ages 
at  breast  cancer  diagnosis.  Breast  cancer 
occurred  more  frequently  among  relatives  of 
young  breast  cancer  patients  compared  to 
relatives  of  older  breast  cancer  patients 
(relative  risk  2.2;  p>.001).  Early  onset  breast 
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cancer  (diagnosed  prior  to  age  40)  occurred 
much  more  frequently  among  relatives  of 
young  probands  than  among  relatives  of  older 
probands  (relative  risk  24;  p<.01).  This  latter 
relationship  was  most  marked  in  the  HBC  sub- 
set. 


Mammography 

Previous  reports  have  indicated  that  the 
benefits  of  mammography  in  women  under  age 
50  were  questionable.  The  most  recent  con- 
clusions of  the  Breast  Cancer  Detection 
Demonstration  Project  (BCDDP)  clearly  in- 
dicate that  mammography  was  successful  in 
detecting  breast  cancer  in  younger  women  as 
compared  with  older  women.9  The  two  most 
common  arguments  against  using  mammo- 
graphy in  young  women  are:  a)  the  generally 
accepted  belief  that  dense  glandular  tissue, 
usually  associated  with  younger  women,  ob- 
scures the  potential  signs  of  malignancy;  and 
b)  increased  exposure  to  ionizing  radiation. 
While  the  majority  of  women  under  age  35  will 
have  dense  parenchymal  breast  patterns,  a 
significant  number  (approximately  20%)  will 
have  marked  fatty  replacement.  Determinants 
of  breast  parenchymal  patterns  are  probably 
multifactorial  and  are  related  to  genetics,  age, 
parity,  hormonal  status,  and  body  habitus. 
Thus,  age  alone  cannot  be  a sufficient  para- 
meter to  judge  a breast  to  be  dense  or  replaced 
by  fat.10 

Current  state-of-the-art  mammography  re- 
sults in  a mean  glandular  dose  for  a two-view 
film  screen  mammogram  from  .05  to  .15  rads.11 
Despite  this  low  level  exposure,  concerns  still 
exist  over  repeated  exposure  from  multiple 
screening  examinations.  It  is  knowrn  that  high- 
dose  subtherapeutic  radiation,  ranging  from 
100  to  2000  rads,  can  result  in  a significant 
excess  of  breast  cancer.  Below  100  rads 
exposure,  there  is  no  concrete  evidence  for  an 
excess  of  breast  cancer  occurring.  A linear 
model  has  been  applied  to  estimate  low-dose 
risk  for  induction  of  breast  cancer.  This  linear 
model  represents  the  upper  limits  of  such 
risks.  Using  this  estimate,  there  would  be  6.6 
excess  cancers/106  women/year/rad  for  wom- 
en exposed  at  age  40. 12  Using  this  figure  and 
applying  an  average  film  screen  mammo- 
graphy dose  of  0.1  rad  per  breast  for  a woman 
exposed  to  yearly  mammography  from  age  20 
to  age  70,  the  relative  risk  for  induction  of 


breast  cancer  for  50  years  of  screening 
mammograms  would  be: 

6.6  excess  cancers/106  women/year/ rad  X 50  years  X 

0.1  rad=33  excess  cancers/106  women  X 100=0.0033% 

Thus,  there  would  be  a .0033%  increased 
lifetime  risk  for  excess  breast  cancer  from 
early  onset  of  screening  mammography.  In  a 
population  which  faces  a 50%  risk  for  heredi- 
tary breast  cancer,  the  slightly  increased  risk 
of  .0033%  for  yearly  mammography  is  neglig- 
ible. 

Surveillance  Recommendations 

Regular  mammography  is  recommended  for 
all  women  in  their  40s;  it  is  not  generally 
recommended  for  women  in  their  20s.  These 
recommendations  are  mainly  based  on  age- 
specific  risk  of  breast  cancer.  It  is  not 
considered  cost  effective  to  screen  all  young 
women  in  order  to  diagnose  a few  presympto- 
matically.  However,  it  is  possible  to  identify 
subgroups  of  young  women  at  especially  high 
risk  for  early  onset  breast  cancer  wherein  the 
predictable  diagnostic  yield  will  be  high  and 
cost  effective.  Our  family  (Figure  1)  illustrates 
just  such  an  example,  wherein  women  at 
increased  risk  (sisters  or  daughters  of  breast 
cancer  affecteds)  need  to  start  surveillance 
earlier.  One  wTay  to  target  surveillance  toward 
the  high  risk  group  is  to  ask  women  at  risk  for 
HBC  to  begin  mammography  at  age  25. 
Unfortunately,  this  would  miss  two  of  the 
cancer  occurrences  in  this  pedigree.  Thus,  in 
HBC  families  which  include  cases  diagnosed 
prior  to  age  30,  high  risk  females  should  be 
under  full  surveillance  at  an  age  which  is  five 
years  less  than  the  earliest  case  history  in  the 
family.  In  an  HBC  family  with  multiple  early 
cases,  if  the  youngest  diagnosis  occurred  at  age 
25,  then  women  at  50%  risk  for  HBC  should 
begin  mammography  at  age  20.  Education  and 
instruction  in  SBE  should  begin  by  their  mid- 
teens. 

Surgical  Implications 

For  all  practical  purposes,  there  are  three 
surgical  treatments  available  to  any  patient 
who  develops  breast  cancer,  whether  they  are  a 
member  of  an  HBC  family  or  not.  These 
include:  a)  total  mastectomy  with  axillary  node 
dissection  (modified  radical  mastectomy);  b) 
total  mastectomy  with  axillary  node  dissection 
and  breast  reconstruction;  and  c)  partial 
mastectomy  with  axillary  node  dissection  and 
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whole-breast  irradiation.13  The  first  two  forms 
of  treatment  are  of  equal  value  and  both  are 
employed  regularly  for  the  treatment  of  HBC 
patients.  In  addition,  recommendation  for 
prophylactic  contralateral  mastectomy,  es- 
pecially in  younger  patients,  is  frequently 
made  due  to  the  inordinately  high  risk  of 
developing  cancer  in  the  opposite  breast.14 

Partial  mastectomy  with  axillary  node  dis- 
section and  radiation  therapy,  although  an 
excellent  alternative  for  patients  with  sporadic 
breast  cancer,  is  discouraged  in  patients  with 
HBC.  These  patients  tend  to  be  much  younger 
than  their  sporadic  counterparts  and  lifetime 
compliance  surveillance  (30-50  years)  is  diffi- 
cult. The  longterm  effects  of  radiation  to  the 
affected  breast,  the  contralateral  breast,  and 
perhaps  more  importantly,  the  surrounding 
organs,  such  as  the  lung  and  thyroid,  are  of 
concern.  Since  the  long-term  risk  of  such 
radiation  may  ultimately  be  proven  minimal, 
this  option  is  occasionally  employed  if  a 
woman  expresses  a stong  desire  for  breast 


preservation  and  is  willing  to  accept  the 
potential  of  long-term  deleterious  effects. 

Recommendations  for  prophylactic  surgery 
to  prevent  cancer  of  the  breast  are  based  upon 
highly  selective  criteria:  a)  the  first  step  is  to 
clearly  establish  the  fact  that  the  patient  is 
actually  a member  of  an  HBC  family  and  that 
her  genetic  risk  is  50%;  b)  once  their  HBC 
status  is  confirmed,  such  high  risk  women  are 
apprised  that  because  of  the  autosomal  domi- 
nant inheritance  pattern  of  this  condition,  they 
are  at  an  approximate  50%  risk  for  ultimately 
developing  breast  cancer,  but  that  they  also 
have  a 50%  risk  of  not  developing  HBC.  We 
find  that  the  majority  of  our  patients  who 
realize  that  they  also  have  a 50%  chance  of  not 
developing  breast  cancer  opt  for  intensive 
followup;  and  c)  there  is  a subset  of  patients, 
however,  in  whom  prophylactic  bilateral  mas- 
tectomy is  felt  to  be  the  best  course  of  action. 
An  example  would  be  a patient  from  an  HBC 
family  whose  mother  and  whose  daughter  have 
developed  breast  cancer.  It  is  likely  that  both 
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the  mother  and  the  daughter  habor  the 
deleterious  gene.  The  woman  who  is  situated 
between  the  two  in  the  genetic  line  must  also 
carry'  the  gene  and  is  therefore  referred  to  as 
an  obligate  gene  carrier.  Her  risk  for  the 
development  of  breast  cancer  approaches 
100%. 

When  prophylactic  mastectomy  is  recom- 
mended, we  prefer  total  mastectomy  as  oppos- 
ed to  subcutaneous  mastectomy.  Increasing 
numbers  of  reports  are  appearing  in  the 
literature  dealing  with  patients  who  have 
developed  breast  cancer  after  subcutaneous 
mastectomy,  and  it  is  becoming  clear  that  a 
significant  amount  of  breast  tissue  remains 
after  the  procedure.1^  These  facts,  coupled 
with  reconstruction  after  total  mastectomy, 
make  us  feel  that  subcutaneous  mastectomy  is 
a procedure  which  should  rarely,  if  ever,  be 
employed. 

CONCLUSION 

In  summary',  extremely  early  age  of  onset 
breast  cancer  presents  a unique  challenge  for 
the  practicing  physician  and  the  medical 
genetic  health  care  team.  Early  screening, 
meticulous  attention  to  family  education,  and 
specific  surgical  recommendations  are  in  ord- 
er. Young  women  in  the  direct  genetic  line  of 
descent  in  HBC  families,  especially  those 
families  with  very  early  onset  breast  cancer, 
are  at  substantial  risk  for  cancer  development 
in  their  mid-20s,  which  is  prior  to  the  age  of 
surveillance  recommendations  of  the  Ameri- 
can Cancer  Society  and  currently  in  use  in  the 
general  population.  Education  about  breast 
cancer  risk  must  begin  in  the  mid-teens,  with 
teaching  of  meticulous  SBE  at  puberty,  and 
institution  of  regular  mammography  by  5 years 
younger  than  the  youngest  cancer  occurrence 
in  the  family. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Primary  Hyperparathyroidism 


JOE  STAVAS,  M.D. 


History:  60-year-old  femaile  with  elevated 
serum  calcium  and  parathyroid  horone  (PTH). 
Rule  out  parathyroid  adenoma. 

ILLUSTRATIONS: 

COMMENTS:  Parathyroid  adenomas  and 
hyperplastic  glands  are  the  most  common 
cause  of  primary  hyperparathyroidism  with 
parathyroid  cancer  being  quite  rare.  Surgical 
removal  of  the  glands  or  adenoma  is  the 
treatment  of  choice  with  a cure  rate  approach- 
ing 95%.  The  need  for  a diagnostic  work  up 
beyond  serum  calcium  and  PTH  levels  (assum- 
ing the  exclusion  of  non-endocrine  PTH- 
secreting  tumors)  depends  on  the  technique  of 
the  surgeon  and  the  need  for  neck  re- 
exploration. 

Many  surgeons  feel  that  a bilateral  neck 
exploration  is  required  on  all  patients  with 


hypercalcemia,  making  preoperative  imaging 
evaluation  a waste  of  time  and  money. 
However,  two  situations  arise  when  a preoper- 
ative imaging  evaluation  is  useful:  A)  when  a 
unilateral  neck  dissection  would  be  performed 
if  a single  lesion  were  discovered,  and  B)  the 
postoperative  patient  requiring  reexploration 
for  recurrent  hypercalcemia.  Unilateral  neck 
dissections  reduce  operating  room  time,  risks 
of  complications,  and  make  conditions  more 
favorable  for  re-operation,  if  needed.  One 
drawback  is  the  higher  rate  of  persistent 
hypercalcemia  with  unilateral  surgery. 

Parathyroid  abnormalities  (primarily  ad- 
enomas because  of  focal  gland  enlargement) 
can  be  imaged  by  computed  tomography  (CT), 
ultrasound,  radionuclide  subtraction  (thallium- 
technetium),  MRI  and  angiography/venography. 
Angiography  of  the  parathyroid  glands  and 


Figure  1 

Longitudinal  ultrasound  of  the  thyroid;  well  defined  mass  adjacent  to  lower 
pole  of  the  thyroid.  Proved  adenoma,  (arrows) 
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venous  sampling  are  invasive,  low  yield  exams 
felt  by  many  to  have  no  place  in  preoperative 
evaluation.  MRI  of  the  neck  is  noninvasive  but 
there  is  very  little  clinical  experience  as  to  its 
utility.  CT  can  evaluate  the  neck,  mediastinum 
and  paracardiac  region  for  adenomas.  The 
exam  is  nonspecific  and  will  only  show  a soft 
tissue  mass  but  will  provide  some  surgical 
direction. 

High  resolution  ultrasound  (5-10  MHz)  is 
ideal  for  parathyroid  evaluation  due  to  the 
superficial  location  of  the  glands.  The  thyroid, 
carotid  artery,  and  longus  colli  muscle  form  an 
anatomic  triangle  allowing  easy  parathyroid 


gland  localization.  Ectopic  adenomas  occur 
less  than  10%  of  the  time,  found  primarily  in 
the  mediastinum,  beyond  the  reach  of  ultra- 
sound. CT  will  best  define  abnormal  soft  tissue 
masses  in  the  chest,  but  can  also  be  used  in  the 
neck  (figure  2). 

Thallium  is  a parathyroid  avid  element  and 
will  delineate  abnormal  sized  glands  (usually 
greater  than  1 cm.).  When  used  with  technetium, 
a thyroid  avid  agent,  a subtraction  image  will 
uncover  abnormal  activity  (figure  3).  Superior 
mediastinal  adenomas  will  be  missed  since  the 
radioactivity  may  not  penetrate  through  the 
sterum. 


Figure  2 

CT  of  the  neck;  soft  tissue  mas  (arrows)  posterolatereral  to  right  thyroid 
gland. 
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Figure  3 . 

Thallium-technetium  radionuclide  exam;  the  thyroid  gland  (arrowheads)  is 
subtracted  with  remaining  adnormal  activity  in  right  lower  pole  parathyroid 
adenoma,  (arrows) 
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A drawback  to  these  diagnostic  imaging 
exams  is  their  lack  of  specificity.  Parathyroid 
cancer,  hyperplastic  glands,  and  focally  ab- 
normal thyroid  tissue  will  have  a similar 
appearance.  Comparing  CT,  nuclear  medicine, 
and  ultrasound,  the  thallium-pertechnetate 
study  has  the  greatest  specificity  and,  coupled 
with  clinical  hypercalcemia,  the  lesion  statis- 
tically will  be  an  adenoma. 

The  two  recommended  parathyroid  exams 
are  neck  ultrasound  and  radionuclide  imaging. 
When  performed  together,  sensitivity  and 
specificity  are  greater  than  90%  for  adenomas. 
CT  of  the  neck  and  chest  should  be  reserved 
only  if  there  is  high  suspicion  for  an  ectopic 
ademona  and  recurrent  symptoms.  A diagnostic 
work-up  is  warranted  when  preoperative  know- 
ledge of  location,  size,  and  number  of  parathy- 
roid glands  will  affect  the  surgical  management 
of  primary  hyperparathyroidism. 
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THE  AUXILIARY 


PRESIDENT  S MESSAGE 


The  Midwinter  Board  Meeting  held  in 
Lincoln  on  February  17,  1988  was  attended  by 
approximately  thirty-five  auxilians.  Those  pres- 
ent heard  reports  from  officers,  committee 
chairmen,  and  county  presidents.  Many  fund 
raising  ideas  and  community  health  education 
projects  were  reviewed. 

Dr.  Jane  Roccaforte  provided  an  update  on 
the  AIDS  epidemic.  The  statistics  presented 
were  startling  and  left  those  in  attendance  with 
a stronger  resolve  to  assist  the  NMA  with 
educational  efforts  to  keep  our  members  and 
communities  informed. 

Julianne  Pribyl,  from  the  Immanuel  Rehab- 
ilitation Center,  and  guest  speaker  Dan  Cast- 
ellanos, informed  our  members  about  the 
dangers  of  head  and  spinal  cord  injuries.  Their 
offer  to  take  their  messages  to  as  many  schools 
in  Nebraska  as  possible  was  enthusiastically 
received  by  our  members. 


Annual  Meeting 

The  63rd  Annual  Meeting  of  the  Nebraska 
Medical  Association  Auxiliary  will  be  held 
April  29  through  May  2,  1988  in  Omaha.  On 
Friday,  April  29th,  the  Annual  Board  Meeting 
will  take  place  in  the  Fremont  Suite  at  the 
Marriott  Hotel.  A seminar  on  the  “Issues  of 
Adolescence/Substance  Abuse”  will  follow 
from  1:00-3:00  P.M.  Guest  speakers  will  be 
Jean  Beyer,  RN,  MS,  Dean  of  Methodist 
College  of  Nursing  and  Allied  Health,  and 
Deann  Zens,  Chemical  Dependency  Council 
Program  Coordination  at  the  College.  A dinner 
for  auxilians  at  Mrs.  Lon  Keim’s  home 
completes  the  day’s  activities. 

The  Awards  Brunch  will  be  held  at  the 
Highland  Country  Club  at  10:00  A.M.  on  April 
30th.  Please  plan  to  attend. 

For  more  details  on  the  Annual  Meeting, 
refer  to  the  Spring  Newsletter. 

Colleen  Adam, 
President,  NMAA 


AMERICAN  MEDICAL  AUXILIARY 
LEADERSHIP  CONFLUENCE  II 

January  31  - February  2,  1988 
The  Drake,  Chicago,  Illinois 


Commitment  Renewed  — Potential  unlimit- 
ed was  the  theme  of  the  Confluence  II.  It  was  a 
dynamic  three  days  geared  toward  state 
auxiliary  officers  and  county  presidents  elect 
of  the  AMA  auxiliary.  Six  women  from 
Nebraska  were  in  attendance. 

Consultation  sessions  including  commun- 
ication, effective  programming,  finances  and 
membership  encouraged  officers  to  renew 
their  commitments  and  become  enthusiastic 
about  their  auxiliary’s  potential  in  the  com- 
munity. 


Plenary  sessions  on  motivating  and  leader- 
ship, volunteerism,  legislation  and  animals  in 
research  informed  us  of  immediate  issues 
facing  the  medical  community. 

Breakout  sessions  were  geared  to  educating 
us  about  volunteering  in  troubled  areas  affect- 
ing everyone;  for  example,  AIDS  education, 
adolescent  health,  smoking,  and  family  stress 
during  malpractice  litigation.  Our  awareness 
and  help  are  needed  in  each  community. 

These  educational  sessions  were  recessed 
for  delicious  meals  featuring  such  speakers  as 
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Betty  Szwcyk,  National  President  of  the  AMA 
Auxiliary,  William  S.  Hotchkiss,  M.D.,  Pres- 
ident of  AMA;  Mary  Strauss,  President-elect 
of  the  AMA  Auxiliary  and  James  S.  Todd, 
M.D.,  Senior  Deputy  Executive  Vice-President 
of  the  AMA. 

It  was  a very  stimulating,  exciting  three  days 


- a chance  to  visit  with  medical  spouses  from 
every  region  of  the  USA.  I appreciate  being 
selected  to  attent. 

Barbara  J.  Spencer 
President-elect 

Western  Quad  County  Medical  Auxiliary 


NEW  MEMBERS 


Garth  F.  Assay,  M.D. 

4009  Avenue  B 
Scottsbluff,  NE  69361 

Thomas  R.  Brandt,  M.D. 

8300  Dodge  St. 

Omaha,  NE  68114 

Jane  M.  Emaneul,  M.D. 

555  N.  30th 
Omaha,  NE  68131 

Jaime  L.  Frias,  M.D. 

UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

John  A.  McCarthy,  M.D. 

7710  Mercy  Rd.,  #500 
Omaha,  NE  68124 

Michael  R.  Nabity,  M.D. 

6751  N.  72nd,  #201 
Omaha,  NE  68122 

Daniel  B.  Stone,  M.D.  (reinstated) 
515  Doctors  Bldg. 

Omaha,  NE  68131 


Robert  E.  Bowen,  M.D.  (reinstated) 
618  N.  Denver 
Hastings,  NE  68901 

Tamara  R.  Johnson,  M.D. 

Box  508 

Cambridge,  NE  69022 

Jack  E.  Matteson,  M.D. 

P.O.  Box  1264 
Kearney,  NE  68848 

Ed  Pierce,  M.D. 

2307  Box  Butte  Ave. 

Alliance,  NE  69301 

Gerald  I.  Jensen,  M.D. 

11  W.  31st  St. 

Kearney,  NE  68847 

William  V.  Roberts,  M.D. 

520  W.  Leota 

North  Platte,  NE  69101 
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COMING  MEETINGS 


NMA  ANNUAL  SESSION  — April  29-May 
2,  1988,  Omaha  Marriott. 

NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

FAMILY  PRACTICE  REVIEW  — April  18- 
29,  1988,  Omaha,  Nebraska 

FAMILY  PRACTICE  REVIEW  - May  9-20, 
1988,  Omaha,  Nebraska 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  - 
July  27-31,  1988,  Snowmass,  Colorado 

The  “International  Symposium  on  In- 
flammatory Heart  Disease:  A Multi- 

disciplinary Approach  to  Myocarditis  and 
Heart  Allograft  Rejection’’  will  convene  in 
Snowmass,  Colorado  on  July  27,  1988 
through  July  31,  1988.  Hosted  by  the 
University  of  Nebraska  Medical  Center,  the 
international  program  faculty  of  cardiovascular 
physicians  and  scientists  and  abstract  pre- 
senters will  address  pivotal  issues  in  the 
etiology,  clinical  presentation,  immuno- 
pathogenesis,  therapy  and  biological  impact  of 
major  categories  of  inflammatory  heart  dis- 
ease. Discussions  will  focus  on  both  human 
and  animal  model  experience  with  heart 
allograft  rejection  and  idiopathic  inflammatory 
heart  disease,  as  well  as  infectious,  toxic  and 
allergic  forms  of  inflammatory  myocardial 
injury. 

The  Registration  Fee  of  $300  includes  the 


scientific  sessions,  course  syllabus,  continental 
breakfasts,  breaks,  lunches,  western  cookout 
and  rodeo  and  semi-formal  reception  and 
banquet.  The  program  is  approved  for  3P/2 
hours  of  AMA  Category  I credit.  AB- 
STRACTS FOR  POSTERS  AND  EXHIBITS 
ARE  BEING  ACCEPTED  NOW! 

CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  — 
July  31-August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information  contact: 
Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105.  Telephone  (402)  559-4152. 

UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
April  14-15,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
May  23-24,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
August  4-5,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 
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ADVANCED  TRAUMA  LIFE  SUPPORT  — 
October  27-28,  1988,  Omaha,  Nebraska. 

17.0  Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

SUDDEN  INFANT  DEATH  SYNDROME 
(S.I.D.S.)  TO  MONITOR  OR  NOT  - June 
6,  1988,  Marriott  Hotel,  Omaha,  Nebraska 
(sponsored  by  UNMC  & Childrens  Hospital). 

7.0  Hours  AMA  Category  I.  7.5  contact  hours 
Nursing  Credit  6.0  contact  hours  for  EMT’s. 

For  further  information,  contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical  Center, 
Center  for  Continuing  Education,  42nd  & 
Dewey  Avenue,  Omaha,  Nebraska  68105-1065. 
Phone  (402)  559-4152.  In  Nebraska,  call:  800- 
228-1095.  All  other  states,  call:  800-228-9630. 


UPCOMING  MEETINGS 

UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION  — 
Annual  Business  Meeting  and  Reception  for 
new  Honary  Alumni  — Saturday,  April  30, 
1988,  at  the  Marriott  Hotel  in  Omaha;  in 
conjuntion  with  the  Nebraska  Medical  Asso- 
ciation Meeting.  Alumni  meeting  is  at  4:30 
p.m.  in  the  Lincoln  Suite  at  the  Omaha 
Marriott;  followed  at  5:30  p.m.  with  the 
Reception  in  the  Beatrice  Room.  All  alumni 
and  spouses  are  encouraged  to  attend. 
Guests  are  welcome. 

“THE  MIDWEST  CONFERENCE  ON  THE 
MEDICAL/LEGAL/ETHICAL  CONSID- 
ERATIONS OF  AIDS”  — May  3-5,  1988, 
Storz  Pavilion  of  Bishop  Clarkson  Memorial 
Hospital,  Omaha.  Sessions:  Policy/Protocol/ 
Procedures  Employment  Issues,  Medical 
Issues.  Legislative  Update:  Nationally  and 
Locally.  For  registration  materials  or  more 
information  contact  Bridget  Cannon-Nifoussi 
Conference  Corrdinator  (402)  486-7818.  Co- 
operative Health  Education  Program,  600 
South  70th  St.  Lincoln,  Nebraska  68510. 

NEBRASKA  CHAPTER  AMERICAN  ACAD- 
EMY OF  PEDIATRICS  — With  University  of 
Nebraska  Medical  Center,  Creighton  Uni- 
versity & Children’s  Hospital  May  27-28, 
1988,  Omaha  Red  Lion  Inn.  “Celebrate 
Nebraska  88”  Pediatric  Conference. 


CREIGHTON  UNIVERSITY 

THE  FLORIDA  TUTORIAL  (OB-GYN)  — 
April  7-8,  1988,  Airport  Marriott,  Orlando, 
FL.  Program  Director:  Gilles  R.G.  Monif, 
M.D.  Hours:  16  Cat.  1,  16  cognates.  Fee 
$175.00. 

8TH  ANNUAL  INFECTIOUS  DISEASES 
SYMPOSIUM  — April  15,  1988,  Boys 
Town  National  Institute  Auditorium,  Saint 
Joseph  Hospital,  Omaha.  Program  Director: 
Laurel  Preheim,  M.D.  Hours:  6 Cat.  1,  6 
Prescribed  AAFP.  Fee:  $60.00  for  CME 
credit. 

HEALTH  CARE  IN  AN  AGING  SOCIETY, 
— May  2,  1988,  Red  Lion  Inn,  Omaha. 

HYPERTENSION  — May  12,  1988,  AK- 
SAR-BEN  Field,  Omaha.  Program  Director: 
Syed  M.  Mohiuddin,  M.D.  Hours:  3 Cat.  1,  3 
Prescribed  AAFP.  Fee:  $25.00. 

FAMILY  MEDICINE  UPDATE  — May  27- 
29,  1988,  Village  East  (formerly  The  Lodge 
at  Okoboji,)  Okoboji,  IA.  Program  Director: 
Fred  J.  Pettid,  M.D.  Hours:  14  Cat.  1,  14 
Prescribed  AAFP.  Fee:  Early  Bird  $175.00 
(after  April  15  $200.00). 

PERINATAL  INFECTIONS  - AN  UPDATE 
— June  3-4,  1988  Marriot  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  13  Cat.  1,  13  Prescribed  AAFP.  Fee: 
Early  Bird  $175.00  (after  April  15  $200.00). 

6TH  ANNUAL  MAURICE  E.  GRIER  SYM- 
POSIUM (OB-GNY)  — June  11,  1988, 
Marriott  Hotel,  Omaha.  Program  Director: 
Warren  T.  Kable,  M.D.  Hours  4 Cat.  1,  4 
Prescribed  AAFP.  Fee  $25.00. 

2ND  ANNUAL  LASER  LAPAROSCOPY  & 
HYSTEROSCOPY  WORKSHOP  — June 
17-18,  1988,  Criss  Bldg.,  Creighton  Univer- 
sity. Program  Director:  Thomas  S.  Pruse, 
M.D.  Hours:  14  Cat.  1 Fee:  Early  Bird 
$550.00  (after  April  15  $600.00). 


VISITING  PROFESSOR  SCHEDULE 
1988 

APRIL  15-16,  1988  — Fletcher  Miller,  M.D., 
Past  Chairm'an,  Department  of  Surgery, 
Creighton  University. 
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MAY  6-7,  1988  — Paul  Ebert,  M.D.,  Director 
American  College  of  Surgeons  (Joint  meet- 
ing to  be  held  at  UNMC). 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha , NE  681 78,  Toll  Free 
800-548-2633  or  402-280-2550.  The  Creighton 
University  School  of  Medicine  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medi- 
cal Education  to  sponsor  continuing  medical 
education  for  physicians. 


AMA  NEWS  NOTES 

(continued  from  page  15-A) 

ban  manufacture  and  sale  of  plastic  or  non- 
metallic  firearms  not  detectable  by  airport 
weapons-screening  devices. 

“While  a national  waiting  period  and  back- 
ground check  for  handgun  transfers  may  not  be 
the  entire  answer,  it  is  a good  start  in  trying  to 
limit  the  firearm-related  pain  and  suffering 
that  physicians  see  in  emergency  departments 
across  the  country,”  Dr.  Todd  said.  “A  need 
exists  for  a concerted  effort  to  make  sure  that 
handguns  and  other  firearms  are  not  taken 
lightly,  that  they  be  kept  out  of  the  hands  of 
children,  and  that  those  who  are  in  any 


NEBRASKA  SOCIETY  OF  MEDICAL 
ASSISTANTS,  INC. 

TWENTY  SECOND  ANNUAL  CONVEN- 
TION - NEBRASKA  SOCIETY  OF  MEDI- 
CAL ASSISTANTS,  INC.  - April  29-May 
1,  1988  at  the  Holiday  Inn  in  Grand  Island. 
Address  is  U.S.  281  & 1-80.  Registration 
each  day  at  the  hotel  lobby.  For  registration 
forms  or  further  information  contact:  Wyllie 
Lessig,  107  E.  19th  St.,  Grand  Island,  NE 
68801,  phone  (days)  308-382-1100,  ext.  22 
(home)  308-384-6223. 

LINCOLN  GENERAL  HOSPITAL 

SEVENTH  ANNUAL  CORNHUSKER./ 
CANADIAN  CLINICAL  CONFERENCE 
— June  18-25,  1988  at  Lynn  Lake,  Mani- 
toba, Canada.  Feke:  $150.00.  For  more 
information  contact:  Sharlene  Knippel- 

meyer,  RN,  BS,  Education  and  Staff  Devel- 
opment, Lincoln  General  Hospital,  2300 
South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 


calculable  way  a threat  to  the  well-being  of 
others,  or  themselves,  not  be  allowed  to 
possess  a weapon,  especially  a handgun.” 

Dr.  Todd  and  Dr.  DeHart  also  expressed  the 
profession’s  concern  about  weapons  manu- 
facturers' ability  to  produce  handguns  made  of 
plastic  or  other  non-metallic  devices.  “It  is 
ironic,”  Dr.  Todd  said,  “that  while  some 
municipalities  have  banned  or  are  considering 
banning  real-looking  toy  guns,  weapons  manu- 
facturers are  working  to  make  real  guns  look 
like  toys.” 

sjs  SjC 
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April  29  - May  2,  1 988 

Omaha  Marriott  Hotel  Omaha,  Nebraska 

— Programs  Being  Developed  — 


NEBRASKA  ALLERGY  SOCIETY 

Saturday,  8:00  a.m.  — 10:00  a.m. 

The  objective  of  this  course  is  to  update  the  approach 
to  the  management  of  the  pediatric  asthmatic. 

NEBRASKA  CHAPTER,  AMERICAN  COLLEGE 
OF  EMERGENCY  PHYSICIANS 

Saturday,  8:00  a.m.  — 5:00  p.m. 

The  objective  of  this  course  is  to  demonstrate  the 
technique  of  computer  access  to  information  of 
practical  importance  to  the  physician  providing  daily 
patient  care.  A computer  and  printer  will  be  used  to 
show  a simple  and  rapid  method  to  use  the  vast 
resources  of  the  National  Library  of  Medicine  to  help 
answer  questions  about  diagnostic  techniques  and 
treatments.  The  teacher  will  use  questions  provided 
by  the  audience  and  offer  “hands  on”  experience  to 
those  interested  in  trying  the  system  there  and  then. 

NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE/NEBRASKA  CHAPTER, 
AMERICAN  COLLEGE  OF  PHYSICIANS 

Friday  and  Saturday 

The  Nebraska  Chapter  of  the  American  College  of 
Physicians  and  the  Nebraska  Society  of  Internal 
Medicine  are  presenting  a two  day  program  covering 
critical  medical  and  socioeconomic  problems.  The  first 
day,  April  29,  1988  will  be  a very  comprehensive 
symposium  with  a nationally-recognized  faculty  en- 
titled “AIDS  1988,”  a subject  of  major  interest  and 
concern  for  all  physicians. 

Saturday  morning,  NSIM  will  present  a program 
exploring  changes  in  physician  reimbursement:  “Why 
The  Growing  Clamor  For  Changes?”;  “Who  Will  Make 
These  Policy  Decisions?”;  “How  Can  You  Plan  For  The 
Future?”.  In  the  afternoon  NSIM  will  team  with  the 
NMA  to  explore  how  to  maintain  professionalism  and 
cope  with  peer  review. 

NEBRASKA  PERINATAL  ORGANIZATION 

Friday,  8:00  a.m.  — 6:00  p.m. 

The  Nebraska  Perinatal  Organization  will  host  a wide 
range  of  perinatal  topics  at  the  April  29,  1988, 
conference.  This  year’s  topics  will  be  aimed  at  the 
level  II  perinatal  centers  in  Nebraska.  Genetics  and 
case  studies  are  among  presentations  scheduled. 

Also  Participating  — 

NEBRASKA  SOCIETY  OF  ANESTHESIOLOGISTS 
NEBRASKA  THORACIC  SOCIETY 


AMERICAN  HEART  ASSOCIATION, 

NEBRASKA  AFFILIATE, 

DOUGLAS/SARPY  DIVISION 

Friday,  7:30  a.m.  — 12:00  Noon 
The  Nebraska  Heart  Association  sponsored  morning 
session  will  address  primary  prevention  of  coronary 
artery  disease,  acute  intervention  in  coronary  artery 
disease  and  secondary  intervention  after  the  event. 

NEBRASKA  SECTION,  AMERICAN 

COLLEGE  OF  OBSTETRICIANS 
& GYNECOLOGISTS 

Saturday  10:00  a.m.  — 2:00  p.m. 

The  objective  of  this  course  will  be  the  business 
meeting  of  the  Nebraska  Section  of  the  American 
College  of  Obstetricians  and  Gynecologists,  with  a 
slide  presentation  on  malpractice  problems. 

NEBRASKA  ACADEMY  OF 
OPHTHALMOLOGY 

Saturday,  8:00  a.m.  — 5:00  p.m. 

The  Nebraska  Academy  of  Opthalmology  plans  to 
present  a two-hour  program  in  the  morning  consisting 
of  a presentation  of  eye  problems  which  are  frequently 
encountered  by  the  family  doctor  in  his  office.  These 
presentations  will  deal  with  recognition  and  diagnosis 
as  well  as  treatment,  prognosis,  and  when  it  is  the 
appropriate  time  to  refer. 

NEBRASKA  ACADEMY  OF 
OTOLARYNGOLOGY 

Saturday,  10:00  a.m.  — 2:00  p.m. 

This  course  will  discuss  the  present  state  of  tech- 
nology of  implantable  cochlear  prostheses,  together 
with  issues  regarding  patient  selection,  surgery  and 
post-operative  management. 

NEBRASKA  CHAPTER, 

AMERICAN  COLLEGE  OF  SURGEONS 

Saturday,  10:00  a.m.  — 2:00  p.m. 
Symposium  on  trauma  care,  cancer,  and  male  infertil- 
ity will  be  presented.  Topics  covered  will  be  of  general 
interest  to  all  physicians. 

NEBRASKA  SOCIETY  OF  PLASTIC  & 

RECONSTRUCTIVE  SURGEONS 

Saturday,  10:00  — 12:00  noon 
All  Nebraska  physicians  are  invited  to  bring  patient 
problems  or  just  questions  to  be  informally  discussed 
with  Nebraska  plastic  surgeons. 


PPtwn  -jVom  to  'jdtt&ricl- 


C.  A.  McWhorter,  M.D.,  President-Elect  of  the  Nebraska  Medical  Association,  accepts  the  1987 
Membership  Award  from  AMA  President,  William  S.  Hotchkiss,  M.D.  (left)  and  Alan  R.  Nelson, 
M.D.  (right),  Chairman  of  the  AMA  Board  of  Trustees.  The  award  which  recognizes  an  increase  of 
Nebraska  AMA  members  for  the  second  consecutive  year,  was  presented  during  the  National 
Leadership  Conference  in  February,  1988. 
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120th  Annual  Session 
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PROGRAM 


IN  CONJUNCTION  UUITH: 

Nebraska  Allergy  Society 
Nebraska  Society  of  Anesthesiologists 
Nebraska  Chapter,  American  College  of 
Emergency  Physicians 
American  Heart  Association,  Nebraska 
Affiliate,  Douglas/Sarpy  Division 
Nebraska  Society  of  Internal  Medicine 
Nebraska  Chapter,  American  College  of  Physicians 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
Nebraska  Academy  of  Ophthalmology 
Nebraska  Academy  of  Otolaryngology 
Nebraska  Perinatal  Organization 
Nebraska  Society  of  Plastic  & Reconstructive  Surgeons 
American  Lung  Association  of  Nebraska 
Nebraska  Chapter,  American  College  of  Surgeons 
Nebraska  Thoracic  Society 


April  29- May  2, 1988 

Omaha  Marriott  Hotel 
Omaha,  Nebraska 
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Acknowledgements 6 

Athletic  Medicine 22 

Auxiliary  Officers 30 

Auxiliary  Program 29-33 

Board  of  Councilors  Schedule 7 

Board  of  Directors  Schedule 7 

Daily  Schedule 18-19 

General  Information 3 

General  Session  Luncheon 24 

Guest  Faculty 26-27 

House  of  Delegates  Schedule 7 

Inaugural  Banquet 23 

Medicare 24 

Nominating  Committee  Schedule 7 

Officer  Listing 5 

Past  Presidents 34-35 

Presidents’  Reception 23 

Professional  Liability 25 

Program 9-28 

Specialty  Society  Business  Sessions 8 

Specialty  Sponsored  Programs: 

Allergy 14 

Anesthesiology 22 

Cardiology 11 

Emergency  Medicine 14 

Internal  Medicine 12,  15 

Obstetrics  & Gynecology 20 

Ophthalmology 17 

Otolaryngology 16 

Perinatal  Workshop 9-10 

Plastic  Surgery 20 

Surgery 21 

Thoracic  Medicine 16 

Sportsman's  Day  Activities 25 


SCIENTIFIC  SESSIONS  COMMITTEE 


Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

Mark  A.  Christensen,  M.D., 

Convention  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch.  M.D Lincoln 

Robert  A.  Beer,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Donald  J.  Larson,  M.D Lincoln 

Richard  M.  Tempero,  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

Richard  S.  Yates,  M.D Lincoln 

Eugene  M.  Zweiback,  M.D Omaha 


NOTE:  Annual  session  registrants  are  welcome  at 
all  scientific  programs.  Only  business  meetings  are 
limited  to  specialty  group  members. 


120TH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 


PURPOSE: 

To  advance  the  science  and  art  of  medicine  and  to  elevate 
the  standards  of  medical  education.  Meetings  of  the  Annual 
Session  are  devoted  to  the  scientific  work  of  members, 
disseminating  to  members  and  others,  facts  and  opinions 
relating  to  medical  knowledge,  treatment  and  procedures. 

The  Scientific  Sessions  Committee  of  the  Nebraska  Medi- 
cal Association,  as  its  continuing  medical  education  mission, 
seeks  to  satisfy  the  educational  needs  and  interests  of 
participants  in  the  Nebraska  Medical  Association  with 
scientifically  sponsored  programs.  Needs  and  interests  are 
adjusted  according  to  geographic  and  physician  specialty 
requests  on  an  annual  review  basis. 

The  overall  goal  of  this  scientific  program  is  to  substantiate 
or  change  the  attitude  and  approach  of  the  physician  to  the 
solution  of  a given  medical  problem,  present  new  knowledge 
in  a specific  area,  update  data,  and  introduce  new  specific 
skills  and  techniques. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association  in  conjunc- 
tion with  the  Nebraska  Allergy  Society,  the  Nebraska 
Society  of  Anesthesiologists,  the  Nebraska  Chapter  of  the 
American  College  of  Emergency  Physicians,  the  American 
Heart  Association,  Nebraska  Affiliate,  Douglas/Sarpy  Divi- 
sion, the  Nebraska  Society  of  Internal  Medicine,  the  Ne- 
braska Chapter  of  the  American  College  of  Physicians,  the 
Nebraska  Section  of  the  American  College  of  Obstetricians 
& Gynecologists,  the  Nebraska  Academy  of  Ophthalmology, 
the  Nebraska  Academy  of  Otolaryngology,  the  Nebraska 
Perinatal  Organization,  the  Nebraska  Society  of  Plastic  & 
Reconstructive  Surgeons,  the  Nebraska  Chapter,  American 
College  of  Surgeons,  the  American  Lung  Association  of 
Nebraska  and  the  Nebraska  Thoracic  Society. 

CREDIT: 

This  program  has  been  reviewed  and  is  acceptable  for  22 
Prescribed  hours  by  the  American  Academy  of  Family 
Physicians. 

The  Scientific  Sessions  Committee  is  accredited  by  the 
Nebraska  Medical  Association  Commission  on  Medical 
Education  to  sponsor  continuing  medical  education  for 
physicians.  The  Scientific  Sessions  Committee  certifies  that 
this  continuing  medical  education  offering  meets  the  criteria 
for  22  hours  of  credit  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association,  or 
any  other  organization  that  recognizes  Category  I credit, 
provided  the  program  is  used  and  completed  as  designed. 


GENERAL  INFORMATION 


The  host  facility  for  the  Annual  Session  is  the  Omaha  Marriott 
Hotel,  10220  Regency  Circle,  Omaha,  NE  68114,  (402)  399- 
9000. 

REGISTRATION:  The  registration  desk  will  be  located  in  the 
lobby  of  the  Omaha  Marriott  Hotel.  Registration  begins  at  7:00 
a.m„  Friday,  April  29.  Identification  badges  must  be  worn  by  all 
persons  attending  the  session. 
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L.  DWIGHT  CHERRY,  M.D. 
President  1987-88 


President 

L.  Dwight  Cherry,  M.D.,  Lincoln 1987-88 

C.  A.  McWhorter,  M.D.,  Omaha 1988-89 

Secretary-Treasurer 

Robert  F.  Shapiro,  M.D.,  Lincoln 1990 

Speaker,  House  of  Delegates 

Richard  H.  Meissner,  M.D.,  Omaha 1989 

Vice-Speaker,  Pro  Tem 

Harry  W.  McFadden,  M.D.,  Omaha 1988 


★ 


Board  of  Councilors 

District  Term  Expires 

I.  Richard  B.  Svehla,  M.D.,  Omaha 1990 

II.  Sushil  S.  Lacy,  M.D.,  Lincoln 1990 

III.  C.  T.  Frerichs,  M.D.,  Beatrice 1990 

IV.  Roger  P.  Massie,  M.D.,  Plainview 1990 

V.  William  J.  Chleborad,  M.D.,  Fremont 1988 

VI.  Robert  W.  Herpolsheimer,  M.D.,  Seward 1988 

VII.  Robert  E.  Quick,  M.D.,  Crete 1988 

VIII.  Floyd  Shiffermiller,  M.D.,  Ainsworth 1988 

IX.  Stanley  F.  Nabity,  M.D.,  Grand  Island 1989 

X.  David  R.  Little,  M.D.,  Hastings 1989 

XI.  Edward  A.  Holyoke,  Jr.,  M.D.,  Ogallala 1989 

XII.  Donald  E.  Wilkinson,  M.D..  Alliance 1989 

Chairman,  Board  of  Councilors 

C.  T.  Frerichs,  M.D.,  Beatrice 1988 


c.  a.  McWhorter,  m.d. 

President  1988-89 


★ 

Board  of  Directors 


L.  Dwight  Cherry,  M.D.,  Lincoln Chairman 

C.  A.  McWhorter,  M.D.,  Omaha Vice-Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary 

Hiram  R.  Walker,  M.D.,  Kearney Past  President 

Donald  J.  Pavelka,  M.D.,  Omaha 1989 

Richard  A.  Raymond,  M.D.,  O'Neill 1988 

Paul  E.  Collicott,  M.D.,  Lincoln 1990 

Richard  H.  Meissner,  M.D.,  Omaha Ex-Officio 

Harry  W.  McFadden,  M.D.,  Omaha Ex-Officio 

C.  T.  Frerichs,  M.D.,  Beatrice Ex-Officio 


Delegates  to  AMA 


John  D.  Coe,  M.D.,  Omaha 1988 

C.  J.  Cornelius,  Jr.  M.D.,  Sidney 1989 

Blaine  Y.  Roffman,  M.D.,  Omaha 1988 

Louis  J.  Gogela,  M.D.,  Lincoln 1989 


Alternate  Delegates  to  AMA 

NMA  President 
NMA  President-Elect 
NMA  Secretary-Treasurer 


★ 


Editor,  Nebraska  Medical  Journal 

Benjamin  R.  Gelber,  M.D Lincoln 

Executive  Staff 

William  L.  Schellpeper,  Executive  Director Lincoln 

James  K.  Ruigh,  Assistant  Executive  Director. . . . Lincoln 
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The  Nebraska  Medical  Association  gratefully  acknow- 
ledges the  support  of  the  following  organizations  for  their 
contribution  to  the  1988  Annual  Session. 

BLUE  CROSS  AND  BLUE  SHIELD  OF  NEBRASKA 

Insurance 

CASSELING  DIAGNOSTIC  IMAGING 

Raytheon  & Shimodzu  Radiographic/ 

Fluoroscopic  Systems 
Raytheon  Radiographic  Systems 
Hitachi  Ultrasound  Systems 
X-ray  Film,  Accessories  & Service 

CIBA-GEIGY 

Brethine  Tabs 
Brethine  Amps 
Brethaire  Aerosol 
Brethancer 

COOPER  VISION/CILCO 

Cooper  Vision/CILCO  Intraocular  Lenses 

KOI  Diamond  Knives 

Viscoat 

K-Sol 

DORSEY  LABORATORIES/ 

SANDOZ  PHARMACEUTICALS  CORPORATION 

Triaminic  line  of  cough  and  cold  products 

ELI  LILLY  & COMPANY/ 

DISTA  PRODUCTS  COMPANY 

Keftab 

Nalfon 

Ceclor 

Humulin 

MEAD  JOHNSON  NUTRITIONAL  GROUP 

Enfamil 

Prosobee 

Poly-vi-sol-Flor 

Tempra 

NORWICH  EATON  PHARMACEUTICALS,  INC. 

Macrodantin 
Buprenex 
Vivonex  T.E.N. 

Entrex  LA 

OLNEY  FOUNDATION 

ROSS  LABORATORIES 

Similac 

Special  Care  with  Iron 

Isomil 

Pedialyte 

ST.  PAUL  FIRE  & MARINE  INSURANCE  COMPANY 

Physicians'  Professional  Liability 
Professional  Office  Package 
PAK  II 

Personal  & Commerical  Umbrellas 

THE  UPJOHN  COMPANY 

Xanax®  Tablets 
Halcion®  Tablets 
Micronase®  Tablets 
Motrin®  Tablets 


Board  of  Directors 

Friday,  April  29,  7:30  a.m.,  Chardonnay  Room 

Board  of  Councilors 

Friday,  April  29,  10:00  a.m.,  Salon  C 

House  of  Delegates 

First  Session: 

Friday,  April  29,  1:30  p.m.,  Salons  A,  B,  & C 


RECOGNITION  OF  FIFTY-YEAR  PRACTITIONERS 

John  L.  Batty,  M.D.,  McCook 
Chris  U.  Bitner,  M.D.,  Sidney 
Ernest  E.  Colglazier,  M.D.,  Grant 
Louis  J.  Ekeler,  M.D.,  Lincoln 
Joseph  F.  Gross,  M.D.,  Omaha 
Rush  W.  Karrer,  M.D.,  Scottsbluff 
Henry  J.  Lehnhoff,  Jr.,  M.D.,  Omaha 
Don  E.  Murray,  M.D.,  Hastings 
Francis  L.  Richards,  M.D.,  Kearney 
Willard  G.  Seng,  M.D.,  Denton 
Lee  Stover,  M.D.,  Lincoln 

Clarence  R.  Weber,  M.D.,  Holiday  Island,  Arkansas 
Reference  Committees,  2:30  p.m. 

Second  Session: 

Sunday,  May  1,  8:00  a.m.,  Salons  A,  B,  C,  & D 
Presentation  of  AMA  Education  and  Research 
Foundation  Checks 

Presentation  of  Nebraska  Medical  Foundation 
Student  Research  Scholarship  Checks 

Third  Session: 

Sunday,  May  1,  Salons  A B,  C,  & D 
(will  immediately  follow  Second  Session) 


Nominating  Committee 

First  Session: 

Friday,  April  29,  4:00  p.m.,  Fremont  Suite 
Second  Session: 

Saturday,  April  30,  9:00  a.m.,  Salon  B 

Honors  Luncheon 

Past  Presidents  and  50-Year  Practitioner  Luncheon 
Friday,  April  29,  11:30  a.m.,  Chardonnay  Room 
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SPECIALTY  SOCIETY  BUSINESS  SESSIONS 


Nebraska  Society  of  Internal  Medicine 

Saturday,  April  30,  3:00  p.m.,  Salon  C 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 

Saturday,  April  30,  10:00  a.m.,  Salon  A 

Nebraska  Academy  of  Ophthalmology 

Saturday,  April  30,  3:00  p.m.,  Nebraska  Suite  B 

Nebraska  Perinatal  Organization 

Friday,  April  29,  4:40  p.m.,  Salons  D & E 

Nebraska  Society  of  Plastic  & Reconstructive  Surgeons 

Saturday,  April  30,  10:00  a.m.,  Room  253 

Nebraska  Thoracic  Society 

Saturday,  April  30,  12:00  noon,  Lincoln  Suite 


FRIDAY,  APRIL  29 


z oo  a.m  Perinatal  Workshop 

to  Salons  D & E 
6:00  p.m.  Sponsored  by  — 

Nebraska  Perinatal  Organization  and  the 
Nurses  Association  of  the  American  Col- 
lege of  Obstetricians  & Gynecologists 

7:00  Registration 


7:45 


8:00 


9:00 


1 0:00 


Welcome 

Susan  Weekly,  RNC,  Omaha,  Chairman, 
Nebraska  Section  NAACOG 
Y.  George  Miyazaki,  M.D.,  Omaha,  President, 
Nebraska  Perinatal  Organization 

New  Screening/Assessment  Technique 
for  Neonatal  and  Infant  Facial  Dysmorph- 
ology 

Talfryn  Thomas,  M.D.,  Omaha 

Neonatal  Organ  Transplantation  - Current 
and  Future  Status 

Anthony  L.  Moulton,  M.D.,  Omaha 
Sue  Ellen  Marriott,  R.N.,  CCRN,  Omaha 

Break  — Compliments  of  Mead-Johnson 
Laboratories 


Workshops  (Choice  of  One) 

10:20  Session  A — Lincoln  Suite 

Care  and  Management  of  the 
Hyperemesis  Patient 

Michael  G.  Levine,  M.D.,  Omaha 
Mary  Keitel,  R.D.,  Omaha 
Debbie  Yarges,  R.N.,  Omaha 

Legalities  and  Documentation  in  Labor 
and  Delivery 

Marilyn  Lowe,  RNC,  Omaha 


Session  B — Beatrice  Suite 

Neonatal  Panel  - Level  II  NICU’s  in 
Nebraska:  Follow  up  Clinics,  Transports, 
Morbidity/Mortality  and  the  Use  of 
Computers,  and  Nursing  Education  forthe 
Level  II  Nurse 

Kenton  L.  Shaffer,  M.D.,  Kearney 
Lawrence  C.  Bausch,  M.D.,  Lincoln 
Sheila  Ecklund,  RNC,  Lincoln 

11:50  Lunch  — Poolside 

Teamwork  and  Motivation 

Danny  Nee,  Head  Basketball  Coach,  UNL 
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FRIDAY,  APRIL  29 
Perinatal  (cont.) 

1:30  Current  and  Pending  Regional  and 

National  Policies  and  Legislative  Issues: 
Impact  on  Perinatal  Care 

Ann  Wilson,  Ph.D.,  Sioux  Falls,  South  Dakota 

Workshops  (Choice  of  One) 

2:30  Session  A — Lincoln  Suite 

Caring  for  the  Neonatal  Caregiver 

Marvin  Johnson,  D.M.,  Omaha 
Joy  Johnson,  M.S.,  Omaha 

Session  B — Beatrice  Suite 

Maternal  Phenylketonuria:  A Risk  Factor 
for  Poor  Reproductive  Outcome 

Phyllis  Acosta,  Dr.  P.H.,  Columbus,  Ohio 

3:20  Break  — Compliments  of  Mead-Johnson 

Laboratories 

Workshops  (Choice  of  One) 

3:50  Session  A — Lincoln  Suite 

Feeding  Problems  of  the  Neurologically 
Impaired  Neonate  and  Young  Infant 

Cynthia  Van  Riper,  R.D.,  Omaha 
Linda  Gabriel,  O.T.,  Omaha 
Sandra  Houser,  R.N.,  Omaha 

Session  B — Beatrice  Suite 

Caring  for  the  Obstetrical  Caregiver 

Marvin  Johnson,  D.N.,  Omaha 
Joy  Johnson,  M.S.,  Omaha 

4:40  Business  Meeting  of  the  Nebraska 

Perinatal  Organization 

Y.  George  Miyazaki,  M.D.,  President 

4:40  Social  Event/Reception  — Poolside 

(Perinatal  Conference  Registrants  Only) 
Compliments  of  Ross  Laboratories 


The  Eighth  Annual  Nebraska  Perinatal  Workshop  Program 
has  been  designed  to  update  health  care  professionals  in 
regard  to  mother  and  newborn. 


FRIDAY  MORNING,  APRIL  29 
7 30  am.  Cardiology 

to  Salon  A 
12:00  noon  Sponsored  by  — 

American  Heart  Association,  Nebraska 
Affiliate,  Douglas/Sarpy  Division 

Program  Chairman  — 

Marlene  Petratis,  R.N.,  M.S.,  Omaha 

Medical  Therapies  in  the  Treatment  of 
Coronary  Artery  Disease 

Moderator  — Toby  R.  Engel,  M.D.,  Omaha 

7:30  Registration 

8:00  Welcome  — Toby  R.  Engel,  M.D.,  Omaha 

8:10  Thrombolytic  Therapy  in  Acute 

Myocardial  Infarction 

John  Markis,  M.D.,  Boston,  Massachusetts 

8:55  Questions  & Answers 

9:10  Hyperlipidemia:  Recognition  and 

Management 

Moti  Kashyap,  M.D.,  Irvine,  California 

9:55  Questions  & Answers 

10:10  Break 

10:30  Hypertension:  Old  Lessons  and  New 

Remedies 

Kent  Smith,  M.D.,  Phoenix.  Arizona 
11:15  Questions  & Answers 

1 1 :30  Heart  Rx 

Dennis  E.  Richling,  M.D.,  Omaha 

11:55  Questions  & Answers 

The  objective  of  this  course  is  to  provide  physicians  with 
information  in  the  management  of  coronary  artery  disease. 

The  lectures  will  include  interventions  in  the  acute 
myocardial  infarction  patient,  primary  prevention  in  lipid 
management  and  secondary  prevention  in  the  manage- 
ment of  hypertension.  The  program  will  conclude  with  the  D 
introduction  of  the  American  Heart  Association’s  Heart  Rx,  fa 
a teaching  tool  for  the  prevention  of  heart  disease  y 
designed  for  physicians'  offices. 
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FRIDAY,  APRIL  29 


FRIDAY,  APRIL  29 


7:i5  am  Internal  Medicine 

to  Nebraska  Suites  A & B 

9:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Physicians 

Program  Chairman  — Michael  J.  Weaver, 
M.D.,  F.A.C.P.,  Omaha 

AIDS  • 1988 

7:15  Registration 

MORNING  SESSION 

7:55  Welcome 

Robert  R.  Recker,  M.D.,  F.A.C.P.,  Governor, 
Nebraska  Chapter,  American  College  of 
Physicians,  Omaha 

Vernon  F.  Garwood,  M.D.,  President,  Nebras- 
ka Society  of  Internal  Medicine,  Lincoln 

Moderator  — Johnathan  C.  Goldsmith,  M.D., 
F.A.C.P.  Omaha 

Program  Director  — Stuart  Levin,  M.D.,  F.A.C.P., 
Chicago,  Illinois 

8:00  HIV  - Virology,  Serology  and  Laboratory 

Diagnosis 

Harold  A.  Kessler,  M.D.,  F.A.C.P., 

Chicago,  Illinois 


9:00  Questions  & Answers 

9:10  Antiviral  Therapy  of  HIV  and  Viral  Compli- 

cations of  AIDS 

Harold  A Kessler,  M.D.,  F.A.C.P.,  Chicago, 
Illinois 

10:10  Questions  & Answers 


10:20  Break 


F 

R 

I 

D 

A 

Y 


10:30 


1 1:30 
11:40 


12:10 


Diagnosis  and  Therapy  of  Specific  Organ 
System  Syndromes  in  AIDS:  CNS,  Retini- 
tis, FUO,  Hematology 

Stuart  Levin,  M.D.,  F.A.C.P.,  Chicago,  Illinois 

Questions  & Answers 

A.C.P.:  What  is  on  Congressional  Minds  - 
1988 

Howard  Shapiro,  Ph  D.,  Washington,  D.C. 

Luncheon  — Gambits 

Activities  Update  of  the  American  College 
of  Physicians 

John  A.  Spitted,  Jr.,  M.D.,  F.A.C.P.,  Rochester, 
Minnesota 


1:30 


2:30 

2:40 

3:40 

3:50 

4:00 


5:00 

5:15 

6:30 


7:30 


AFTERNOON  SESSION 

Moderator  — Marvin  J.  Bittner,  M.D.,  F.A.C.P., 
Omaha 

Diagnosis  and  Therapy  of  Specific  Organ 
System  Syndromes:  Gl,  Biliary,  Pulmon- 
ary, Renal,  Skin  and  Mucosa 

Constance  Benson,  M.D.  Chicago,  Illinois 

Questions  & Answers 

Epidemiology,  Public  Health  and  Hospital 
Policies  of  HIV  Infections 

Stuart  Levin,  M.D.,  F.A.C.P.,  Chicago,  Illinois 

Questions  & Answers 
Break 

Specific  Antimicrobial  Therapy  of  Bacter- 
ial Mycobacterial,  Fungal  and  Parasitic 
Complications  of  AIDS 

Constance  Benson,  M.D.,  Chicago,  Illinois 

Questions  & Answers 

Concluding  Remarks 

Stuart  Levin,  M.D.,  F.A.C.P.,  Chicago,  Illinois 

American  College  of  Physicians/Nebraska 
Society  of  Internal  Medicine  Reception  — 

Nebraska  Suites  A & B 

American  College  of  Physicians/ 
Nebraska  Society  of  Internal  Medicine 
Banquet  — Salons  A & B 
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SATURDAY  MORNING,  APRIL  30  SATURDAY,  APRIL  30 


8:00  am  Allergy 

to  Salon  E 

10:00  a.m.  Sponsored  by  — 

Nebraska  Allergy  Society 

Program  Chairmen  — 

Russell  Hopp,  D.O.,  Omaha 
Melvin  A.  Hoffman,  M.D.,  Lincoln 

Moderator  — Russell  Hopp,  D O.,  Omaha 

8:00  Research  in  Clinical  Practice 

Clifton  Furakawa,  M.D.,  Seattle,  Washington 

8:45  Break 

9:00  The  Role  of  Cromolyn,  Theophylline  and 

Beta-Agonists  in  the  Management  of  Pedi- 
atric Asthma 

Clifton  Furakawa,  M.D.,  Seattle,  Washington 

The  objective  of  this  course  is  to  update  the  approach  to  the 
management  of  the  pediatric  asthmatic. 


8 ooam  Emergency  Medicine 

to  Hall 

5:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Emergency  Physicians 

Program  Chairman  — 

Steven  A.  Schwid,  M.D.,  Omaha 

8:00  Using  the  National  Library  of  Medicine 

From  Your  Office  or  Home 

Helen-Ann  Brown,  Omaha 

This  program  will  be  held  continuously  through- 
out the  day. 

The  objective  of  this  course  is  to  demonstrate  the  tech- 
nique of  computer  access  to  information  of  practical  impor- 
tance to  the  physician  providing  daily  patient  care.  A 
computer  and  printer  will  be  used  to  show  a simple  and 
rapid  method  to  use  the  vast  resources  of  The  National 
Library  of  Medicine  to  help  answer  questions  about  diag- 
nostic techniques  and  treatments.  The  teacher  will  use 
questions  provided  by  the  audience  and  offer  “hands  on” 
experience  to  those  interested  in  trying  the  system  there 
and  then. 


8:30  am  Internal  Medicine 

to  Salon  C 
3:00  p.m.  Sponsored  by  — 

Nebraska  Society  of  Internal  Medicine 

MORNING  SESSION 

Program  Chairman  & Moderator  — 

Vernon  F.  Garwood,  M.D.,  Lincoln 

On  the  Road  to  Reimbursement  Reform: 
Prospects  & Pitfalls 

8:30  Panelists’  Remarks 

The  Lay  of  the  Land:  Where  We’ve  Been, 
Where  Are  We  Now,  Why  A Change? 

Richard  Trachtman,  Esq.,  Washington,  D C. 

Harvard  RVS:  Is  This  the  Map  to  your  Fu- 
ture? A Nebraska  Internist’s  Inside  Report 

Arthur  L.  Weaver,  M.D.,  F.A.C.P.,  Lincoln 

Harvard  and  So  Much  More:  Other  Players, 
Other  Problems 

Mark  Segal,  Ph.D.,  Chicago,  Illinois 

9:30  Questions  & Answers 

10:00  Break 

10:15  Panelists’  Remarks 

The  Winding  Road  Ahead:  The  Changing 
Political  Scene 

Richard  Trachtman,  Esq.,  Washington,  D.C. 

Who  Cares:  Why  We  Should  Respond 

Howard  Shapiro,  Ph  D.,  Washington,  D.C. 

The  Bottom  Line  — Now  Where  is  that 
Road? 

Mark  Segal,  Ph  D.,  Chicago,  Illinois 

11:00  Questions  & Answers 

12:30  Luncheon  — - Salon  B 

ASIM  and  Your  Future  — Solving  Problems 
Together 

J.  Stephen  Kroger,  M.D.,  Longmont,  Colorado 

AFTERNOON  SESSION 

Moderator  — Donald  J.  Darst,  M.D.,  Omaha 

1:30  Special  Reports 

Physicians’  Office  Labs  and  COLA 

J.  Stephen  Kroger,  M.D.,  Longmont,  Colorado 
Timothy  O.  Wahl,  M.D.,  Omaha 

Medicaid  and  the  PRO- What  is  Your  Input? 

Chris  Wright,  M.D.,  Lincoln 
Laura  Rigg,  R.N.,  Lincoln 

3:00  Annual  Business  Meeting  & Inauguration 

Salon  C 

Presiding  — Vernon  F.  Garwood,  M.D.,  Presi- 
dent, Lincoln 
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SATURDAY  MORNING,  APRIL  30 


SATURDAY,  APRIL  30 


10:00  a m Otolaryngology 

to  Fremont  Suite 
2:00  p.m.  Sponsored  by  — 

Nebraska  Academy  of  Otolaryngology 

Program  Chairman  & Moderator  — 
Patrick  E.  Brookhouser,  M.D.,  Omaha 


10:00  Cochlear  Implantation:  Present  Status 
and  Future  Direction 

Robert  Shannon,  Ph  D.,  Omaha 
Mary  Pat  Moeller,  M S.,  Omaha 


12:00  Luncheon  — Beatrice  Suite 


This  course  will  discuss  the  present  state  of  technology  of 
implantable  cochlear  prostheses,  together  with  issues 
regarding  patient  selection,  surgery  and  post-operative 
management. 


looo  am  Thoracic  Medicine 

to  Salon  E 
2:00  p.m.  Sponsored  by  — 

Nebraska  Thoracic  Society 

Program  Chairman  & Moderator  — 
Thomas  C.  Tinstman,  M.D.,  Omaha 


10:00  Forum  on  Standards  in  Pulmonary  Medi- 

cine - Severity  of  Illness,  Intensity  of 
Service  and  Discharge  Criteria 

Louis  W.  Burgher,  M.D.,  Omaha 

12:00  Luncheon  & Annual  Business  Meeting  — 

Lincoln  Suite 

Presiding  — Thomas  C.  Tinstman,  M.D.,  Presi- 
dent, Omaha 


The  Federal  Government  and  Pulmonary 
Medicine 

Phillip  Porte,  Washington,  D.C. 


‘Appreciation  is  expressed  to  Glaxo,  Inc.  for 
their  contribution  and  support  in  sponsoring 
Mr.  Porte. 


lo  oo  am  Ophthalmology 

to  Nebraska  Suite  B 
5:00  p.m.  Sponsored  by  — 

Nebraska  Academy  of  Ophthalmology 

Program  Chairman  — 

Gerald  R.  Christensen,  M.D.,  Omaha 

Ophthalmology  for  the  Primary  Care 
Doctor 

10:00  The  Red  Eye 

D.  Francis  Arkfeld,  M.D.,  Omaha 

10:30  Ocular  Trauma 

Everett  C.  Madson,  M.D.,  Omaha 

11:00  Pediatric  Ophthalmology 

Robert  N.  Troia,  M.D.,  Omaha 

1 1 :30  Vision  Testing  and  Evaluation  in  a Private 

Office  - What  Do  the  Numbers  Mean? 

Raymond  E.  Records,  M.D.,  Omaha 

12:00  Luncheon  — Nebraska  Suite  A 

Held  in  conjunction  with  the  National  Society 
to  Prevent  Blindness,  Nebraska  Affiliate 

Moderator  — Max  W.  Linder,  M.D.,  Lincoln 

Visual  Blackouts  in  Fighter  Pilots 

Brian  Younge,  M.D.,  Rochester,  Minnesota 

1:00  General  Session 

Significance  of  Emboli 

Brian  Younge,  M.D.,  Rochester,  Minnesota 

2:00  Localizing  Signs  in  Neuro-Ophthalmology 

Brian  Younge,  M.D.,  Rochester,  Minnesota 

3:00  Business  Meeting 

Presiding  — Max  W.  Linder,  M.D.,  President, 
Lincoln 

The  morning  presentations  will  be  presented  by  local 
ophthalmologists.  It  is  designed  to  present  the  recognition 
and  management  of  common  eye  problems  in  a primary 
care  practice. 
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FRIDAY,  APRIL  29 

GENERAL  REGISTRATION:  7:00  a.m.,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

Cardiology 

Scientific  Program,  7:30  a.m.  - 12  noon.  Salon  A 

Honors  Luncheon 

50-Year  Practitioners  and  NMA  Past  Presidents'  Luncheon, 
11:30  a.m.,  Chardonnay  Room 

Internal  Medicine 

Scientific  Program,  7:1 5 am.  - 5:1 5 p.m.,  Nebraska  Suites  A & B 

Nebraska  Society  of  Internal  Medicine/Nebraska  Chapter, 
American  College  of  Physicians  Reception,  6:30  p.m.,  Nebraska 
Suites  A & B 

Nebraska  Society  of  Internal  Medicine/Nebraska  Chapter, 
American  College  of  Physicians  Banquet,  7:30  p.m.,  Salons  A & B 

NMA  Business  Sessions 

Board  of  Directors,  7:30  a.m.,  Chardonnay  Room 

Board  of  Councilors,  10:00  a.m..  Salon  C 

House  of  Delegates,  1:30  p.m..  Salons  A,  B.  & C 

Nominating  Committee,  4:00  p.m.,  Fremont  Suite 

Perinatal  Workshop 

Scientific  Program,  8:00  a.m.  - 4:40  p.m..  Salons  D & E 

Luncheon,  11:50  a.m.,  Poolside 

Business  Meeting,  Nebraska  Perinatal  Organization.  4:40  p.m., 
Salons  D & E 

Nebraska  Perinatal  Organization  Social  Event,  4:40  p.m. 
Poolside 


SATURDAY.  APRIL  30 

GENERAL  REGISTRATION:  7:00  a.m..  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

Allergy 

Scientific  Program,  8:00  a.m.  - 10:00  a.m..  Salon  E 

Anesthesiology 

Scientific  Program,  1:00  p.m.  - 5:00  p.m.,  Columbus  Suite 

Athletic  Medicine 

Scientific  Program,  1:30  p.m.  - 4:00  p.m.,  Salon  E 

Emergency  Medicine 

Scientific  Program.  8:00  a.m.  - 5:00  p.m.,  Hall 

Internal  Medicine 

Scientific  Program,  8:30  a.m.  - 3:00  p.m.,  Salon  C 
Luncheon,  12:30  p.m..  Salon  B 

Business  Meeting,  Nebraska  Society  of  Internal  Medicine, 

3:00  p.m.,  Salon  C 

NMA  Business  Sessions 

Nominating  Committee,  9:00  a.m..  Salon  B 

Obstetrics  & Gynecology 

Business  Meeting,  Nebraska  Section.  American  College  of  Ob- 
stetricians & Gynecologists,  10:00  a.m.  - 11:30  a.m.,  Salon  A 
Luncheon,  12:00  noon,  Salon  A 


Ophthalmology 

Scientific  Program,  10:00  a.m.  - 12:00  noon,  Nebraska  Suite  B 
Luncheon,  Nebraska  Academy  of  Ophthalmology  with  the 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate, 
12:00  noon,  Nebraska  Suite  A 
Scientific  Program,  1:00  p.m.  - 3:00  p.m.,  Nebraska  Suite  B 
Business  Meeting,  Nebraska  Academy  of  Ophthalmology, 

3:00  p.m.,  Nebraska  Suite  B 

Otolaryngology 

Scientific  Program,  10:00  a.m.  - 12:00  noon,  Fremont  Suite 
Luncheon,  Nebraska  Academy  of  Otolaryngology,  12:00  noon, 
Beatrice  Suite 

Plastic  & Reconstructive  Surgery 

Business  Meeting.  Nebraska  Society  of  Plastic  & Reconstructive 
Surgeons,  10:00  a.m.,  Room  253 
Scientific  Program,  10:30  a.m.  - 12:00  noon,  Room  253 

Surgery 

Scientific  Program,  10:00  a.m.  - 2:00  p.m.,  Salon  D 
Luncheon.  Nebraska  Chapter,  American  College  of  Surgeons, 
12:00  noon,  Chardonnay 

Thoracic  Medicine 

Scientific  Program,  10:00  a.m.  - 12:00  noon,  Salon  E 
Luncheon  & Business  Meeting,  Nebraska  Thoracic  Society, 
12:00  noon,  Lincoln  Suite 

Alumni  Meeting 

University  of  Nebraska  College  of  Medicine  Annual  Alumni 
Meeting,  4:30  p.m.,  Lincoln  Suite 
Reception  Honoring  New  Honorary  Members,  5:30  p.m.,  Beatrice 
Suite 

SATURDAY  EVENING 

Presidents'  Reception  for  Physicians  and  Spouses,  6:00  p.m.. 
Salons  A & B 

Inaugural  Banquet  for  Physicians  and  Spouses,  7:00  p.m.,  Salons 
C,  D,  & E 

SUNDAY,  MAY  1 

GENERAL  REGISTRATION.  7:00  a.m.,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

General  Session 

NMA  Luncheon  Program,  12:00  noon,  Nebraska  Suites  A & B 

Medicare 

General  Session,  1:30  p.m.  - 4:30  p.m.,  Salons  A,  B.  C,  & D 

NMA  Business  Sessions 

House  of  Delegates,  8:00  a.m..  Salons  A,  B.  C,  & D 

MONDAY,  MAY  2 
Professional  Liability 

General  Session,  8:30  a.m.  - 11:00  a.m.,  Salon  A 

Sportsman’s  Day 

NMA  Mini  Marathon,  7:00  a.m.,  Around  and  through  Regency 
Sportsman’s  Day  Luncheon  Buffet,  1 1 :00  a.m.,  Highland  Country 
Club,  12627  Pacific  Street,  Omaha 
Tennis  Tournament,  12:00  noon,  Highland  Country  Club,  12627 
Pacific  Street,  Omaha 

Golf  Tournament,  1 :00  p.m.,  Highland  Country  Club,  1 2627  Pacific 
Street,  Omaha 

Sportsman’s  Day  Social  Hour,  5:30  p.m.,  Highland  Country  Club, 

1 2627  Pacific  Street,  Omaha 

Sportsman’s  Day  Annual  Award  Dinner,  7:00  p.m.,  Highland 
Country  Club,  12627  Pacific  Street,  Omaha 
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SATURDAY  MORNING,  APRIL  30 


SATURDAY,  APRIL  30 


io:ooam  Obstetrics  & Gynecology 

to  Salon  A 

2:00  p.m.  Sponsored  by  — 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 


10:00  a.m.  Surgery 

to  Salon  D 

2:00  p.m.  Sponsored  by  — 

Nebraska  Chapter,  American  College  of 
Surgeons 


10:00  Annual  Business  Meeting 

Presiding— William  P.  Heidrick,  M.D.,  Section 
Chairman,  Lincoln 

11:30  Break 

12:00  Luncheon 


Program  Chairman  — 

Jon  S.  Thompson,  M.D.,  F.A.C.S.,  Omaha 

Current  Topics  in  Surgery 

Moderator  — Paul  E.  Collicott,  M.D.,  F.A.C.S., 
Lincoln 


This  will  be  the  annual  business  meeting  of  the  Nebraska 
Section  of  the  American  College  of  Obstetricians  & 
Gynecologists  and  a slide  presentation  on  malpractice 
problems  will  be  presented. 


lo  oo  a m Plastic  & Reconstructive  Surgery 

to  Room  253 
12:00  noon  Sponsored  by  — 

Nebraska  Society  of  Plastic  & Reconstruc- 
tive Surgeons 

Program  Chairman  — 

Philip  S.  Metz,  M.D.,  F.A.C.S.,  Lincoln 

10:00  Business  Meeting 

Presiding  — Philip  S.  Metz,  M.D.,  F.A.C.S., 
President,  Lincoln 

10:30  Plastic  Surgery  Resource  Panel 

All  Nebraska  physicians  are  invited  to  bring 
patient  problems  or  just  questions  to  be 
informally  discussed  with  Nebraska  plastic 
surgeons. 


Trauma 

10:00  What  is  a Trauma  Center? 

Paul  E.  Collicott,  M.D.,  F.A.C.S,  Lincoln 

10:15  The  Value  of  Trauma  Systems  and  Trauma 

Centers 

Joel  T.  Johnson,  M.D.,  F.A.C.S.,  Kearney 

10:30  Trauma  Triage 

Richard  Pitsch,  Jr.,  M.D.,  F.A.C.S.,  Lincoln 

10:45  Discussion 

Moderator  — F.  William  Karrer,  M.D.,  F.A.C.S., 
Omaha 

Oncology 

11:00  Breast  Cancer:  Options  and  Controversy 

Prentiss  Dettman,  M.D,  Lincoln 
James  A.  Edney,  M.D.,  Omaha 
Donald  R.  Owen,  M.D.,  Omaha 
David  A.  Silverberg,  M.D.,  Omaha 
Milton  N.  Stastny,  M.D.,  Omaha 
Dennis  F.  Strauss,  M.D.,  Omaha 
Chester  Q.  Thompson,  Jr.,  M.D.,  Omaha 

12:00  Luncheon  — Chardonnay 

Moderator  — Sushil  S.  Lacy,  M.D.,  F.A.C.S., 
Lincoln 


Urology 

1:00  Continent  Urinary  Diversion 

Rodney  J.  Taylor,  M.D.,  F.A.C.S.,  Omaha 

1 :20  Current  Management  of  Male  Sexual  Dys- 
function 

Robert  Michael  Kroeger,  M.D.,  F.A.C.S., 
Omaha 

1:40  Current  Status  of  Nonoperative  Manage- 

ment of  Urinary  Calculi 

Sushil  S.  Lacy,  M.D.,  F.A.C.S.,  Lincoln 


This  course  is  designed  to  update  both  physicians  and 
surgeons  on  current  surgical  issues,  including  trauma 
care,  surgical  oncology,  and  modern  urological  practice. 
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PROGRAM 

SATURDAY  AFTERNOON,  APRIL  30 

130  p.m.  General  Session  on  Athletic 
t°  Medicine 

4:00  p.m.  Sa|on  E 

Sponsored  by  — 

Nebraska  Medical  Association  Ad-Hoc 
Committee  on  Health  Education  and  Ath- 
letic Medicine 

Program  Chairman  & Moderator  — 

Warren  G.  Bosley,  M.D.,  Grand  Island 

1:30  Training  and  Conditioning  of  the  Young 

Athlete 

Morris  B Mellion,  M.D.,  Omaha 
JoAnne  Owens-Nauslar,  M.P.E.,  Lincoln 
Theresa  L.  Becker,  B.S.,  Lincoln 

3:30  Question  & Answer  Session 

This  program  is  designed  to  provide  the  primary  care 
physician  with  information  important  to  the  care  and  counsel- 
ing of  the  young  athlete.  Presentors  include  a family  physician 
specializing  in  sports  medicine,  a health/physical  education 
consultant  to  the  Nebraska  Department  of  Education,  and  an 
assistant  coach  of  the  UN-L  women's  basketball  team. 


l oo  p.m  Anesthesiology 

to  Columbus  Suite 

5:00  p.m.  Sponsored  by  — 

Nebraska  Society  of  Anesthesiologists 

Program  Chairman  & Moderator  — 

Charles  Gregorius,  M.D.,  Lincoln 

1 :00  The  Role  of  Capnography  and  Oximetry  in 
the  Prevention  of  Anesthetic  Mishaps 

Maxwell  H.  Weingarten,  M.D.,  Milwaukee, 
Wisconsin 

2:00  Open  Forum  & Discussion  on  Monitoring 

Maxwell  H.  Weingarten,  M.D.,  Milwaukee, 
Wisconsin  & meeting  attendants 

3:00  Malignant  Hyperpyrexia:  A Review  of 

Pathophysiology  & Treatment 
Leslie  A.  Spry,  M.D.,  Lincoln 
4:00  Muscle  Biopsy  Testing  for  Malignant  Hy- 

perpyrexia 

Dennis  Landers,  M.D.,  Omaha 

The  program  will  present  an  in-depth  review  of  latest 
advances  in  monitoring  in  the  operating  room  and  intensive 
care  settings.  Time  will  be  provided  for  discussion  of  local 
monitoring  practices  including  economic  and  legal  consider- 
ations. The  pathophysiology  and  treatment  of  malignant 
hyperpyrexia  will  be  reviewed  and  the  definitive  biopsy 
diagnosis  now  available  at  the  University  of  Nebraska  Medical 
Center  will  be  described 

‘Appreciation  is  expressed  to  Glaxo,  Inc.  for  their  contri- 
bution and  support  in  sponsoring  Dr.  Weingarten. 


PROGRAM 

SATURDAY,  APRIL  30 

6:00  p.m.  Presidents’  Reception  — Salons  A & B 
For  Physicians  and  their  Spouses 
Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 

7.00  p.m.  Inaugural  Banquet  — Salons  C,  D,  & E 

All  Physicians  and  Spouses  are  cordially 
invited  to  attend  the  inauguration  of 
C.  A.  McWhorter,  M.D. 

Presiding  — Richard  B.  Svehla,  M.D., 
President,  Metro  Omaha  Medical  Society 

Installation  of  C.  A.  McWhorter,  M.D. 


C.  A.  McWhorter,  M.D. 


Dinner  music  will  be  provided  by  Chuck  Penington. 
Following  the  inauguration,  the  Chuck  Penington  Band 
will  perform  for  your  dancing  and  listening  pleasure. 


*A  grant  from  the  Olney  Foundation  has  been  utilized  to 
provide  the  entertainment  and  to  partially  offset  the  cost 
of  the  Inaugural  Banquet  festivities.  The  Association 
expresses  its  appreciation  for  this  support. 


4:30  University  of  Nebraska  College  of  Medi- 

cine Annual  Alumni  Meeting 

Lincoln  Suite 

5:30  University  of  Nebraska  College  of  Medi- 
cine Alumni  Reception  Honoring  New 
Honorary  Members 

Beatrice  Suite 
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PROGRAM 


SUNDAY  AFTERNOON  MAY  1 MONDAY  MORNING,  MAY  2 


12  00  noon  General  Session 

to  Nebraska  Suites  A & B 
1:30  p.m.  Sponsored  by  — 

Nebraska  Medical  Association 

Presiding  — L.  Dwight  Cherry,  M.D.,  Lincoln 

Experiences  as  a Congressional  Candidate 

Jerald  R.  Schenken,  M.D.,  Omaha 
Member,  AMA  Board  of  Trustees 


130  pm.  General  Session 

to  Salons  A,  B,  C,  & D 
4:30  p.m.  Sponsored  by  — 

Nebraska  Medical  Association  Ad-Hoc 
Committee  Re:  Blue  Shield  of  Iowa  • 
Medicare,  Nebraska  Medical  Association 
PRO  Overview  Committee,  and  the  Neb- 
raska Society  of  Internal  Medicine 

Program  Chairmen  — 

Paul  E.  Collicott,  M.D.,  Lincoln 
Vernon  F.  Garwood,  M.D.,  Lincoln 
M.  Jack  Mathews,  M.D.,  Lincoln 

Medicare:  The  Players  and  Their  Responsibilities 

Moderators  — 

Paul  E.  Collicott,  M.D.,  Lincoln 
M.  Jack  Mathews,  M.D.,  Lincoln 

1:30  Responsibilities  of  the  Carrier 

Sally  T.  Wood,  Des  Moines,  Iowa 
Tony  Fosselman,  Des  Moines,  Iowa 

Responsibilities  of  the  PRO 

Gregory  A.  Lear,  Kansas  City,  Missouri 

2:50  Break 

3:00  Professionalism  and  Quality  Care  in  the 

Era  of  Review 

Carl  Strauss,  M.D.,  Kansas  City,  Missouri 

Coping  with  the  System  - A Medical 
Manager’s  Perspective 

James  L.  Merrifield,  Lincoln 

3:40  Questions  & Answers 


830  am  Professional  Liability 

,0  Salon  A 
1 1:00  a.m.  Sponsored  by  — 

Nebraska  Medical  Association  Ad-Hoc 
Committee  on  Professional  Liability 

Program  Chairman  and  Moderator  — 
Warren  G.  Bosley,  M.D.,  Grand  Island 

8:30  Simplified  Rate  Making 

Jeff  Post,  Minneapolis,  Minnesota 


9:30  Questions 


9:45 


10:45 


Tort  Theory,  Medical  Liability  and  Ethics 

Craig  Lawson,  Esq.,  Lincoln 

Questions 


SPORTSMAN’S  DAY 

General  Chairman  — Eugene  M.  Zweiback, 
M.D.,  Omaha 

7:00  am.  NMA  Mini  Marathon 

Around  and  through  Regency 
(Participation  by  preregistration  only) 

C.  Thomas  Frank,  M.D.,  Chairman,  Omaha 

12:00  noon  Tennis  Tournament 

Highland  Country  Club,  12627  Pacific  Street 
(Participation  by  preregistration  only) 

1:00  p.m.  Golf  Tournament 

Highland  Country  Club 
12627  Pacific  Street 
(Shotgun  Tee  Off) 

(Participation  by  preregistration  only) 
Luncheon  Buffet  11:00  a.m.  to  12:30  p.m. 

5:30  p.m.  Sportsman’s  Day  Social  Hour 

Highland  Country  Club 
1 2627  Pacific  Street 

7.00  p.m.  Sportsman’s  Day  Annual  Awards  Dinner 

Highland  Country  Club 
12627  Pacific  Street 


4:30  Blue  Cross/Blue  Shield  of  Iowa  Problem 
Solving  Meetings 
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GUEST  FACULTY 

Nebraska  Allergy  Society 

Clifton  Furakawa,  M.D. 

Professor  of  Pediatrics 

University  of  Washington  Medical  School 

Seattle,  Washington 

Nebraska  Society  of  Anesthesiologists 

Maxwell  H.  Weingarten,  M.D. 

Director,  Department  of  Anesthesiology 
St.  Francis  Hospital 
Milwaukee,  Wisconsin 

American  Heart  Association,  Nebraska  Affiliate,  Douglas/ 
Sarpy  Division 

Moti  Kashyap,  M.D. 

Professor  of  Medicine 
University  of  California,  Irvine 
Irvine,  California 
John  Markis,  M.D 
Assistant  Professor  of  Medicine 
Harvard  Medical  School 
Boston,  Massachusetts 
Kent  Smith,  M.D. 

Arizona  Heart  Institute 
Phoenix,  Arizona 

Nebraska  Society  of  Internal  Medicine 

J.  Stephen  Kroger,  M.D. 

ASIM  Trustee 
Longmont,  Colorado 

Mark  Segal,  Ph  D. 

Director,  Department  of  Health  Care  Financing 
American  Medical  Association 
Chicago,  Illinois 

Richard  Trachtman 

Attorney  at  Law 

Director,  Federal  Affairs 

American  Society  of  Internal  Medicine 

Washington,  D C. 

Nebraska  Chapter,  American  College  of  Physicians 

Constance  Benson,  M.D 
Assistant  Professor  of  Medicine 
Section  of  Infectious  Disease 
Rush  Medical  College 
Chicago,  Illinois 

Harold  A.  Kessler,  M.D , F.A.C.P. 

Associate  Professor  of  Medicine 
Section  of  Infectious  Disease 
Rush  Medical  College 
Chicago,  Illinois 

Stuart  Levin,  M.D.,  F.A.C.P 
Professor  of  Medicine 
Director,  Section  of  Infectious  Disease 
Rush  Medical  College 
Chicago,  Illinois 


GUEST  FACULTY 

Nebraska  Academy  of  Ophthalmology 

Brian  Vounge,  M.D 
Neuro-Ophthalmology  Section 
Mayo  Clinic 
Rochester,  Minnesota 

Nebraska  Perinatal  Organization 

Phyllis  B.  Acosta,  Dr.  P.H.,  R.D. 

Director  of  Metabolic  Diseases 
Ross  Laboratories 
Columbus,  Ohio 

Ann  Wilson,  Ph  D. 

Associate  Professor  of  Pediatrics 

University  of  South  Dakota  School  of  Medicine 

Sioux  Falls,  South  Dakota 

Nebraska  Medical  Association  Ad-Hoc  Committee  on 
Professional  Liability 

Jeff  Post 

Senior  Actuarial  Officer 

St.  Paul  Fire  & Marine  Insurance  Company 

Minneapolis,  Minnesota 

Nebraska  Medical  Association  Ad-Hoc  Committee  Re: 
Blue  Shield  of  Iowa  - Medicare,  NMA  PRO  Overview 
Committee,  and  the  Nebraska  Society  of  Internal 
Medicine 

Tony  Fosselman 
Director  of  Medical  Affairs 
Blue  Cross/Blue  Shield  of  Iowa 
Des  Moines,  Iowa 

Gregory  A.  Lear,  Chief 

Medical  Review  Branch 

Health  Care  Financing  Administration 

Kansas  City,  Missouri 

Carl  Strauss.  M.D. 

Chairman,  Missouri  Society  of  Internal  Medicine 
PRO  Overview  Committee 
1987  Missouri  Internist  of  the  Year 
Kansas  City,  Missouri 

Sally  T Wood 

Vice  President  of  Government  Programs 
Blue  Cross/Blue  Shield  of  Iowa 
Des  Moines,  Iowa 

Nebraska  Thoracic  Society 

Phillip  Porte 

President,  Porte  Stafford  & Associates,  Inc. 

Washington,  D C. 


Howard  Shapiro,  Ph.D. 

Senior  Associate  for  Government  Relations 
American  College  of  Physicians 
Washington,  D C. 

John  A.  Spittell,  Jr.,  M.D,  F.A.C.P 
Regent,  American  College  of  Physicians 
Professor  of  Medicine 
Mayo  Medical  School 
Rochester,  Minnesota 
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notes  63rd  Annual  Meeting 

of  the 

Nebraska  Medical  Association 
Auxiliary 


If  your  physician  spouse  is  eligible  to  be  a Nebraska  Medical 
Association  member,  you  are  eligible  to  be  a member  of  the 
Auxiliary.  Please  join  us  for  any  or  all  of  the  scheduled 
activities. 

WE  WELCOME  YOU! 
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Auxiliary 

PROGRAM 


63rd  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 

A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
AUXILIARY  MEMBER  IN  NEBRASKA.  WE  URGE  YOU  TO 
REGISTER  AND  ATTEND  ALL  OUR  ACTIVITIES. 

WELCOME  TO  OMAHA! 

Registration:  Ballroom  Foyer,  Omaha  Marriott  Hotel 
Friday,  April  29,  8:30  a.m.  - 1:00  p.m. 
Highland  Country  Club,  1 2627  Pacific  Street 
Saturday,  April  30,  9:00  a.m. 

Convention  Committee  Chairmen  - 1988 

General  Chairman: 

Mrs.  James  Chapin  (Phyllis) 

General  Co-Chairman: 

Mrs.  Robert  Kruger  (Bev) 

Registration: 

Mrs.  Ronald  Wax  (Linda) 

Reservations: 

Mrs.  William  Schlichtemeier  (Jeanette) 
Publicity: 

Mrs.  Paul  Goodrich  (Barb) 

Awards  Brunch: 

Mrs.  Perry  Williams  (Donna) 

Mrs.  Stephen  Williams  (Lori) 

Correspondence: 

Mrs.  Charles  Dobry  (Linda) 

Courtesy: 

Mrs.  Robert  Seiler  (Rita) 

Transportation: 

Mrs.  Stanley  Mountford  (Gerry) 


MRS.  ALBERT  STRAUSS 
President-Elect, 

AMA  Auxiliary 
Hagerstown,  Maryland 
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FRIDAY,  APRIL  29 


8:30  am  Registration 

to  Ballroom  Foyer,  Omaha  Marriott  Hotel 

1 :00  p.m. 

10:00  a m.  Annual  Board  Meeting 

Fremont  Suite 

Mrs.  George  Adam  (Colleen),  NMA  Auxiliary 
President,  Presiding 
ALL  MEMBERS  WELCOME 

12:00  noon  Luncheon  — Columbus  Suite 

1:00  p.m.  Seminar  — Fremont  Suite 

Issues  of  Adolescence/Substance  Abuse 

Jean  Beyer,  RN,  MS,  Dean  of  Methodist 
College  of  Nursing  and  Allied  Health, 
Omaha 

Deann  Zens,  Chemical  Dependency  Coun- 
seling Program  Coordinator,  Methodist 
College  of  Nursing  and  Allied  Health, 
Omaha 

6:30  p.m.  Dinner 

Mrs.  Lon  Keim  (Penny) 

2005  South  85th  Avenue 


SUNDAY,  MAY  1 

9:00  a m House  of  Delegates,  Nebraska  Medical 
Association 

Salons  A B,  C,  & D 
Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical  Foun- 
dation Student  Research  Scholarship 
Program  Checks. 


MONDAY,  MAY  2 

8.00  a m.  Seminar  with  Spouses  — Salon  A 
Professional  Liability 


SATURDAY,  APRIL  30 


9:00  a m.  Registration 

Highland  Country  Club,  1 2627  Pacific  Street 

9:00  am.  Gavel  Club  Meeting 

Highland  Country  Club,  1 2627  Pacific  Street 


10:00  a.m.  Awards  Brunch 

Highland  Country  Club,  1 2627  Pacific  Street 
ALL  MEMBERS  WELCOME 


1:15  p.m.  Post  Convention  Board  Meeting 

Highland  Country  Club,  1 2627  Pacific  Street 
Mrs.  Robert  Osborne  (Desta),  1988-89  NMA 
Auxiliary  President,  Presiding 

2:30  p.m.  Omaha  Symphony  Showhouse  Tour 

6:00  p.m.  Presidents’  Reception  Salons  A & B 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of  the 
Nebraska  Medical  Association  Auxiliary 

7:00  p.m.  Inaugural  Banquet  — Salons  C,  D,  & E 
Installation  of  C.  A.  McWhorter,  M.D. 

Dinner  music  provided  by  Chuck  Penington. 
Following  the  inauguration,  the  Chuck  Pen- 
ington Band  will  perform  for  your  dancing 
and  listening  pleasure. 
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Past  Presidents 
Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City 1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln 1875-76 

J.  P.  Peck,  M.D.,  Omaha 1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M.D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M.D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M.D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane,  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln 1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

H.  M.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha 1905-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford,  M.D.,  Omaha 1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant,  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918 

J.  M.  Bannister,  M.D.,  Omaha 1919 

H.  W.  Orr,  M.D.,  Lincoln 1920 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B.  Davis,  M.D.,  Omaha 1922 

B.  F.  Bailey,  M.D.,  Lincoln 1923 

Morris  Nielsen,  M.D.,  Blair 1924 

Palmer  Findley,  M.D.,  Omaha 1925 

H.  J.  Lehnhoff,  M.D.,  Lincoln 1926 

H.  E.  Potter,  M.D.,  Fairbury 1927 


B.  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha 1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph 1932-33 

Adolph  Sachs,  M.D.,  Omaha 1933-34 

Joseph  Bixby,  M.D.,  Geneva 1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R.  W.  Fouts,  M.D.,  Omaha 1937-38 

Homer  Davis,  M.D.,  Genoa 1938-39 

A.  L.  Miller,  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wherry,  M.D.,  Omaha 1941-42 

Dexter  D.  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M.D.,  Omaha 1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thomson,  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha 1949-50 

C.  H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E.  Wright,  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 11958-59 

E.  E.  Koebbe,  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln 1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers,  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright,  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln 1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 

Roger  D.  Mason,  M.D.,  McCook 1971-72 

Frank  P.  Stone,  M.D.,  Lincoln 1972-73 

John  D.  Coe,  M.D.,  Omaha 1973-74 

James  H.  Dunlap,  M.D.,  Norfolk 1974-75 

Warren  G.  Bosley,  M.D.,  Grand  Island 1975-76 

Harlan  L.  Papenfuss,  M.D.,  Lincoln 1976-77 

Arnold  W.  Lempka,  M.D.,  Omaha 1977-78 

Houtz  G.  Steenburg,  M.D.,  Torrington,  Wyo 1978-79 

Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings 1979-80 

Russell  L Gorthey,  M.D.,  Lincoln 1980-81 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Borrego  Springs,  CA. ...  1 981-82 

Allan  C.  Landers,  M.D.,  Scottsbluff 1982-83 

Dwaine  J.  Peetz,  M.D.,  Neligh 1983-84 

Herbert  E.  Reese,  M.D.,  Lincoln 1984-85 

Francis  D.  Donahue,  M.D.,  Omaha 1985-86 

Hiram  R.  Walker,  M.D.,  Kearney 1986-87 
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MEDICARE 


The  Players  and  their  Responsibilities 

Where  Medicare?  Hear  an  in-depth  discussion  of  the  program,  the 
issues,  the  trends,  and  the  potential  impact  on  your  practice, 

Sponsored  by  the  Nebraska  Medical  Association  and  the 
Nebraska  Society  of  Internal  Medicine. 

Featuring  representatives  of  the  Health  Care  Financing  Ad- 
ministration and  Blue  Cross/Blue  Shield  of  Iowa;  as  well  as  the 
chairman  of  the  Missouri  Society  of  Internal  Medicine’s  PRO 
Overview  Committee  and  a clinic  business  manager. 


1 :30-4:30  p.m. 

May  1,  1988 


The  Marriott  Hotel 
Omaha,  Nebraska 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

1740  West  92nd  St.,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  Maly,  Executive  Vice  President 
1117  N.  19th  St.,  3rd  Floor 
Arlington,  VA  22209 

American  Academy  of  Ophthalmology 

Thomas  P.  Kearns,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  S.W.,  Ste.  300  E 
Washington,  D.C.  20024 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1981  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glen  W.  Johnson,  Executive  Secretary 
515  Busse  Hwv.,  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St„  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr..  Chicago,  IL  60610 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Richard  E.  Buenger,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 

South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Ms.  Lois  Voeller,  Executive  Secretary 
2547  E.  21st  St.,  Tulsa,  OK  74114 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS 

L.  Dwight  Cherry,  M.D.,  Lincoln President  AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney; 

C.  A.  McWhorter,  M.D.,  Omaha President-Elect  John  D.  Coe,  M.D.,  Omaha;  Louis  J.  Gogela,  M.D., 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha. 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 


BOARD  OF  DIRECTORS 


L.  Dwight  Cherry.  M.D.,  Kearney Chairman 

C.  A.  McWhorter.  M.D.,  Omaha Vice-Chairman 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 

Hiram  R.  Walker,  M.D.,  Kearney Past  President 

Paul  E.  Collicott,  M.D Lincoln 

Richard  A.  Raymond,  M.D O’Neill 

Donald  J.  Pavelka,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Harry  R.  McFadden.  M.D.,  ProTem Omaha 

C.  T.  Frerichs,  M.D Beatrice 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Harry  W.  McFadden,  M.D.,  Chairman Omaha 

R.  A.  Blatny,  M.D Fairbury 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  O’Donohue,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 


SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman 

Mark  A.  Christensen.  M.D.,  Convention  Chairman 

David  L.  Bacon,  M.D 

Lawrence  C.  Rausch,  M.D 

Robert  A.  Beer,  M.D 

Mark  A.  Christensen,  M.D 

Richard  A.  Hranac,  M.D 

Donald  J.  Larson,  M.D 

Richard  M.  Tempero,  M.D 

Donald  E.  Waltemath,  M.D 

Rick  J.  Windle,  M.D 

Richard  S.  Yates,  M.D 

Eugene  M.  Zweiback,  M.D 

COMMISSION  ON  MEDICAL  SERVICES 


William  L.  Rumbolz,  M.D.,  Chairman Omaha 

Carl  J.  Cornelius,  Jr.,  M.D Sidney 

Richard  A.  Hranac,  M.D Kearney 

F.  William  Karrer,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Merton  Quaife,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer,  M.D.,  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

James  G.  Cummins,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Gary  D.  Milius,  M.D Lincoln 

William  F.  Rayburn,  M.D Omaha 

William  L.  Rumbolz,  M.D Omaha 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Stacie  R.  Bleicher,  M.D Lincoln 

Robert  M.  Nelson,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 


. Lincoln 
. Omaha 
Kearney 
. Lincoln 
. Omaha 
. Omaha 
Kearney 
. Lincoln 
. Omaha 
. Lincoln 
. Lincoln 
. Lincoln 
. Omaha 


AD-HOC  COMMITTEE  ON  GERIATRICS 


Richard  A.  Hranac,  M.D.,  Chairman Kearney 

Ronald  L.  Asher,  M.D North  Platte 

James  Carraher,  M.D Lincoln 

J.  Whitney  Kelley,  M.D Omaha 

Jane  F.  Potter,  M.D Omaha 

Richard  Thompson,  M.D Lincoln 

John  A.  Ursick,  M.D Omaha 

Vernon  G.  Ward,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ALTERNATE  HE  ALTH  PLANS 


Dale  E.  Michels,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Vernon  F.  Garwood,  M.D Lincoln 

Robert  L.  Haag,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 


Roger  D.  Mason,  M.D Omaha 

Margaret  A.  Moravec,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Layton  F.  Rikkers,  M.D Omaha 

Sebastian  J.  Troia,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius,  Jr.,  M.D.,  Chairman Sidney 

Gordon  D.  Adams,  M.D Norfolk 

Lewiston  W.  Birkmann,  M.D Lincoln 

James  S.  Carson,  M.D McCook 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Thomas  H.  Wallace,  M.D Gordon 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

James  R.  Commers,  M.D Omaha 

Sushil  S.  Lacy,  M.D Lincoln 

Donald  R.  Owen,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Ron  D.  Scott,  M.D Kearney 


AD-HOC  COMMITTEE  ON  LOW  LEVEL 


RADIATION  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

David  J.  Hoelting,  M.D Pender 

Ernest  0.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

William  H.  Northwall,  M.D Kearney 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  L Klutman,  M.D.,  Chairman Columbus 

Robert  G.  Osborne,  M.D.,  Vice-Chairman Lincoln 

Rodney  S.  W.  Basler,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Dale  W.  Ebers,  M.D Lincoln 

Richard  D.  Fitch,  M.D O’Neill 

Vernon  F.  Garwood,  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Bruce  W.  Henricks,  M.D Fremont 

Barbara  M.  Heywood,  M.D Papillion 

Mark  R.  Hutchins,  M.D Lincoln 

Max  W.  Linder,  M.D Lincoln 

Ann  E.  Lott,  M.D Lincoln 

William  R.  Marsh,  M.D Grand  Island 

John  T.  McGreer,  HI,  M.D Lincoln 

Dennis  G.  O’Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Richard  B.  Svehla,  M.D Omaha 

Timothy  O.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Daniel  S.  Durrie,  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

John  F.  Porterfield,  M.D Lincoln 

Gerald  Rounsborg,  M.D North  Platte 

Charles  S.  Wilson,  M.D Lincoln 
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AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


James  H.  Dunlap,  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

Ernest  W.  Chupp,  M.D Omaha 

F.  M.  Gawecki,  M.D Papillion 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry,  M.D Omaha 

A.  Dean  Gilg,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Richard  L.  O’Brien,  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
& ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Patrick  E.  Clare,  M.D.,  Vice-Chairman Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Stephen  J.  Lanspa,  M.D Omaha 

Morris  B.  Mellion,  M.D Omaha 

Paul  H.  Phillips,  M.D Scotts bluff 

Richard  A.  Raymond,  M.D O’Neill 

Eileen  C.  Vautravers,  M.D Lincoln 

Hobart  E.  Wallace,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairman Lincoln 

Charles  Heider,  Jr.,  M.D North  Platte 

Harry  E.  Keig,  M.D Papillion 

Barney  B.  Rees,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Jerry  K.  Seiler,  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Chairman Lincoln 

David  Bacon,  M.D Kearney 

Steven  T.  Bailey,  M.D Omaha 

A.  H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Carl  J.  Cornelius,  Jr.,  M.D., Sidney 

Richard  A.  Cottingham,  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Daniel  S.  Durrie,  M.D Omaha 

John  F.  Fitzgibbons,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Gordon  J.  Hmicek,  M.D Grand  Island 

Frederick  F.  Paustian,  M.D Omaha 

Richard  A.  Raymond,  M.D 0 Neill 

Herbert  E.  Reese,  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  BLUE  SHIELD  OF  IOWA-MEDIC  ARE 


Paul  E.  Collicott,  M.D,  Chairman Lincoln 

R.  A.  Blatny,  M.D Fairbury 

Steve  Brase Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Bob  Gallion Lincoln 

Vernon  Garwood.  M.D Lincoln 

Roger  Massie,  M.D Plainview 

Mrs.  Janice  Olson Lincoln 

Donald  Pavelka,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D..  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Donald  J.  Darst,  M.D Omaha 

David  R.  Dyke.  M.D Lincoln 

Dale  W.  Ehers.  M.D Lincoln 

Russell  L.  Gorthey.  M D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Harold  M.  Nordlund,  M.D York 

Richard  B.  Svehla,  M.D Omaha 

M.  Allen  Tompkins,  M.D.  Grand  Island 

Tom  F.  Tonniges,  M.D Hastings 

NMA  TASK  FORCE  ON  AIDS 

Monte  M.  Scott,  M.D.  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 


FOR  SALE:  Very  busy  established  family  prac- 
tice in  Lincoln.  Nebraska.  Office  near  open  hosp- 
itals. Good  lease.  Retiring  July,  1988.  Will  stay  to 
introduce.  High  income.  Reasonable.  Reply  to  Box 
034.  Nebraska  Medical  Journel,  1512  FirsTier 
Bank  Bldg..  Lincoln.  NE.  68508. 

AVAILABLE:  Practice  opportunity  for  family 
practice.  Board  certified  desired.  Grand  Island  NE. 
Please  reply  to  Box  030,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg..  Lincoln,  NE 
68508. 

EMERGENCY  MEDICINE:  For  Emergency 
Physician  who  possesses  excellent  clinical  and 
trauma  skills  within  a group  of  7 Emergency  Room 
Physicians  located  in  beautiful  northwest  Wiscon- 
sin area.  Please  send  C.V.  to  Dr.  M.  Jaghlit,  900  W. 
Clairemont  Ave.,  Eau  Claire,  WI  54701,  or  call 
(715)839-4404. 


AMA  NEWS  NOTES 

The  Massachusetts  House  of  Represen- 
tatives recently  approved  a proposal  that 
would  provide  universal  health  insurance 
coverage  for  the  state’s  residents.  The  vote 
was  100-53. 

Sponsor  of  the  $1.1  billion  measure  is  Gov. 
Michael  Dukakis,  one  of  the  primary  Dem- 
ocratic candidates  for  President. 

If  the  Senate  adopts  the  proposal,  as  it  did 
with  similar  bill  last  year,  approximately 
600,000  individuals  who  are  currently  uninsured 
would  be  eligible  for  coverage  by  1992. 
Massachusetts  would  become  the  first  state  to 
enact  a plan  mandating  universal  coverage. 

The  bill  would  require  employers  to  provide 
coverage  or  be  subject  to  an  unemployment 
tax  surcharge. 

* * * 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 
Omaha.  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 

INTERNIST:  Excellent  opportunity  for  BC/BE 
internist) s).  Integrated  health  system  in  fast  growing 
desert  community.  35  minutes  from  Palm  Springs. 
C ompensation  plan  which  includes  high  guaranteed 
base  and  incentive  component.  Send  CY  to:  Delta 
Hi-Desert  Medical  Group.  915  Camino  Del  Mar,  Del 
Mar.  CA  92014. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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The  New  Roche  Product  Books 


■ 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF”  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


NAME 


STREET  ADDRESS 


Medicines  that  matter 
from  people  who  care 
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STATE 


ZIP 


ROCHE — 
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ME 
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Copyright  © 

1986  by  Hoffmann- La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


We  Wrote  the  Books  on  Patient 
Medication  Education...  LJJI7?2 


NEW  VO  - a&tl* 

OF  MEDICI 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


t ||  f* 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


<u 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 
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edical 


Consider  the 
causative  organisms. . . 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (ce(aclor) 

Summary  Consult  the  package  literature  for 
prescribing  Information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  Streptococcus 
pneumoniae.  Haemophilus  influenzae . and 
Streptococcus  pyogenes  (group  A /3 -hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  ANO  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti- 
biotics It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
reguired.  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old  Ceclor  penetrates  mother's 
milk  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 


• Gastrointestinal  (mostly  diarrhea)  2 5% 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and.  freguently,  fever)  1 5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness. insomnia,  confusion,  hypertonia 
dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children) 

• Abnormal  urinalysis,  elevations  in  8UN  or 
serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Climtest* 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip.  Lilly)  |06i787L| 

PA  0709  AMP 
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Additional  information  available  lo  the 
protession  on  request  Irom  Eli  Lilly  ana 
Company.  Indianapolis.  Indiana  46285 

Ell  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


SSefy 


Each  month — D Q presents 
the  most  important  |y 
articles  on  cardiology. . . 


• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 


CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 
(203)  629-3550 


ARDIOLOGY 

OARD 

EVIEW 

A JOURNAL  FOR  CARDIOLOGISTS  AMI 
PHYSICIANS  IN  INTERNAL  MEDICINE 


Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  ! PETER  PEDUZZI.  PhD,  et  al. 

Elcctrophvsiological  Testing  and  Nonsustaincd  Ventricular 
Tachycardia  PKlfcR  R KOWEY.  MD.  et  ai 

Residual  Coronary  Arterv  Stenosis  after  Thrombolvtic 
Therapy  IXHVELL  F SATLER.  MD,  er  a) 

Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  PAUL  A.  GRAY  BURN.  MD.  « aL 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 

JOHN  R STRATTON.  MD 

Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  ' DANIEL  L.  KULICK.  MD.  ct  al. 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
Cardiomyopathy  RICKY  D LATHAM.  MD.  ct  al 

Overview  • Coronary  Angioplastv:  Evolving  Applications 

GEORGE  W YETROVEC.  MI) 


"Journals  reviewed  include:  Circulation.  American  Heart  Journal. 
Journal  of  the  American  College  of  Cardiology.  British  Heart 
Journal.  Chest.  The  American  Journal  of  Cardiology.  The  New 
England  Journal  of  Medicine.  Annals  of  Internal  Medicine. 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

1740  West  92nd  St.,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  Maly,  Executive  Vice  President 
1117  N.  19th  St,,  3rd  Floor 
Arlington,  VA  22209 

American  Academy  of  Ophthalmology 

Thomas  P.  Kearns,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  S.W.,  Ste.  300  E 
Washington,  D.C.  20024 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1981  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas.  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  .J.D..  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H Sammons,  M.D..  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glen  W.  Johnson,  Executive  Secretary 
515  Busse  Hwv..  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Richard  E.  Buenger,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 

South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Ms.  Lois  Voeller,  Executive  Secretary 
2547  E.  21st  St.,  Tulsa,  OK  74114 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd..  P O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Rvswvk.  Ed.D..  Executive  Director 
2730  South’  114th  St.  Omaha  68144 
American  Heart  Association,  Nebraska  Affilfate 
Dennis  N.  Nissen.  Executive  Director 
3624  Famam  St,  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O'Brien.  M.D.,  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretary 
360  Doctors  Bldg.,  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St,  Lower  Level  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder.  M.D..  President 
5445  South  Street  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  LA  51501 
Nebraska  Allergy  Society 

Linda  B.  Ford  M.D..  President 
401  E.  Gold  Coast  Rd..  Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D..  President 
Division  of  Nuclear  Medicine.  Dept  of  Radiology 
UNMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Joseph  Rapoport,  M.D..  President 
6901  No.  72nd  St.  Omaha  68122 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Paul  M.  Paulman,  M.D.,  Secretary-Tteasurer 
Phyllis  G.  Hansen,  Executive  Secretary 
River  City  Office  Park.  #202,  401  N.  117th,  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter.  PA-C,  President 
P.O.  Box  397.  North  Bend  68649 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D..  Chairman 
Charlotte  Hawthorne.  Administrator 
2115  N.  Kansas  Ave.,  Hastings  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L.  Keller,  M.D.,  President 
9641  No.  29th,  Omaha  68112 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela,  M.D.,  Past  President 
2221  South  17th  St..  Lincoln  68502 
Nebraska  Chapter  - American  College  of  Physicians 
Frederick  F Paustian,  M.D.,  F.A.C.P.,  Governor 
UNMC  - 42nd  & Dewey  Ave.,  Omaha  68105 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
P.O.  Box  31235,  Omaha  68131 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Linda  O.  Young,  M.Sy  R.D.^  President 

University  of  NE  - 214  Kuth  Leverton  Hall,  Lincoln  68503-0806 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  “O”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street.  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Priscilla  Allen,  R.N..  President 
3800  N.  6th,  #5.  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D .,  Secretary 
2300  South  13th  St..  Lincoln  68502 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani.  M.D..  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '34  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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AMA  NEWS  NOTES 

The  AMA  has  reiterated  its  concerns  about 
peer  review  organization  program  shortcomings 
and  called  for  elimination  of  the  new  PRO 
“bounty  system,”  in  separate  communications 
to  government  officials. 

In  a letter  to  William  L.  Roper,  M.D.,  HCFA 
administrator,  James  H.  Sammons,  M.D., 
AMA  executive  vice  president,  stated  that  the 
PRO  program  appears  to  be  placing  “an  undue 
emphasis  on  reducing  Medicare  costs,  as 
opposed  to  ensuring  that  beneficiaries  receive 
high  quality  care”  and  is  also  inconsistent  in  its 
physician  reviewer  decisions. 

In  a second  letter  to  Richard  P.  Kuserow, 
HHS  inspector  general,  Dr.  Sammons  called 
for  ending  the  newly  implemented  PRO 
“bounty  system”  through  which  high-level 
employees  receive  bonuses  based  on  the 
number  of  PRO  sanctions  they  impose  and  the 
amounts  they  recover  in  assessing  financial 
penalties  upon  physicians.  This  system  “vio- 
lates the  due  process  rights  of  physicians  by 
injecting  a personal  financial  interest  in  favor 
of  sanctions”  since  those  employees  eligible 
for  bonuses  have  the  authority  to  exclude 
physicians  from  Medicare  or  to  impose  sub- 
stantial monetary  penalties  upon  physicians, 
Dr.  Sammons  noted. 

* * * 

THE  AMA  has  called  upon  medical  society 
leadership  to  urge  support  for  AMA  amend- 
ments that  would  prohibit  restrictions  on  a 
physician’s  ability  to  prescribe  drugs  under 
HR  2470,  the  Medicare  catastrophic  benefits 
bill. 

In  an  urgent  AMA  legislative  “call  to 
action,”  state  medical  associations  and  national 
medical  specialty  societies  were  asked  in  mid- 
March  to  contact  conferees  from  their  states. 
The  AMA  supports  catastrophic  coverage,  but 
is  concerned  about  the  outpatient  drug  benefit 
provision  of  the  Senate  version  of  the  bill, 
which  would  require  the  HHS  secretary  to 
establish  standards  for  the  prescribing,  dis- 
pensing, and  utilization  of  each  drug  covered. 

In  a letter  to  Rep.  Dan  Rostenkowski  (D, 
111.),  House  Ways  and  Means  Committee 

(continued  on  page  11- A) 
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N. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  la  is  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock:  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block:  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and  or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  - PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  it 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T«  an) 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  useofa 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg  kg  day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headed  ness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS  -80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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AMA  NEWS  NOTES 

(continued  from  page  6-A) 

chairman,  the  AMA’s  Dr.  Sammons  strongly 
suggested  amendments  were  in  order  to 
correct  shortcomings  in  the  Senate  bill’s  drug 
provisions.  Dr.  Sammons  also  expressed  the 
AMA’s  strong  support  for  means  testing 
provisions  of  the  bill  to  vary  premiums 
according  to  levels  of  income. 

Rcstenkowski  has  predicted  that  compro- 
mise bill  will  reach  the  Senate  floor  following 
the  congressional  recess  in  April. 

* * * 

The  AMA  has  submitted  statements  for  the 
record  expressing  concern  over  the  impact  of 
Medicare  cuts  on  the  quality  of  care  and 
opposing  additional  reductions  in  letters  to  the 
chairmen  of  the  House  and  Senate  budget 
committees.  Both  the  House  Select  Committee 
on  Aging  and  the  House  Ways  and  Means 
Committee  have  held  hearings  on  the  impact 
that  reductions  in  Medicare  hospital  reim- 
bursement have  had  on  the  quality  of  and 
access  to  care. 

* * * 

The  AMA’s  Division  of  Membership  reports 
the  following: 

□ One  of  the  fastest  growing  groups  of  AMA 
members  is  osteopathic  physicians.  Although 
the  total  number  of  osteopaths  is  small,  2,827 
members  in  1987,  it  has  nearly  doubled  since 
1984. 


Most 
patients 
need 
only  one. 


□ Year-to-date  membership  is  2.6%  above 
the  same  period  in  1987  and  102.6%  of  its 
year-to-date  membership  goal.  The  AMA’s 
3,152  newest  members  constitute  46.6%  of  its 
year-end  membership  goal  for  1988. 

* * * 

The  AMA,  working  with  other  associations, 
will  attempt  to  seek  favorable  limitations  on 
the  application  of  new  Internal  Revenue 
Service  rules  pertaining  to  fund-raising.  On 
Feb.  10,  the  IRS  announced  that  medical 
societies,  trade  and  professional  associations, 
political  action  committees,  labor  unions, 
social  clubs,  and  all  other  non-charitable 
organizations  must  comply  with  new  fund- 

(continued  on  page  12-A) 
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AMA  NEWS  NOTES 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIOE  PREPARATIONS.  THESE  DRUGS  SHOULO 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g. . spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 
All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalmizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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(continued  from  page  11 -A) 

raising  disclosure  requirements,  which  were 
enacted  as  part  of  the  Revenue  Act  of  1987. 
Exempt  organizations  must  include  in  each 
solicitation  an  express  statement  that  dues 
contributions  or  gifts  to  such  organizations  are 
not  deductible  as  charitable  contributions. 

* * * 

At  its  February  meeting,  the  AMA’s  Board 
of  Trustees  recommended  the  following  action 
on  federal  legislation: 

Support  for  retiree  health  protection  and 
long-term  care  insurance  (S  1739).  Introduced 
by  Sen.  David  Durenberger  (R,  Minn.),  the  bill 
would  establish  a program  for  employers  to 
contribute  and  prefund  retirement  long-term 
health  care  needs  of  employees.  The  bill  would 
allow  an  employee  to  establish  a long-term 
individual  retirement  account  if  his  or  her 
employer  does  not  establish  such  an  account. 

Non-support  for  the  Nursing  Shortage  Re- 
duction Act  of  1987  (S  1402),  introduced  by 
Sen.  Edward  M.  Kennedy  (D.  Mass.).  This  bill, 
would  add  a new  part  to  Title  VIII  of  the  Public 
Health  Service  Act  to:  create  an  advisory 
committee  on  the  nursing  shortage;  demon- 
strate new  nursing  practice  models;  establish 
long-term  care  nursing  demonstrations;  and 
create  regional  nurse  recruitment  centers.  The 
Council  on  Legislation  believes  that  the 
shortage  of  bedside  nurses  cannot  be  relieved 
through  training  nurses  in  advanced  fields. 

Opposition  to  a bill  that  would  amend  the 
Medicare  and  Medicaid  programs  to  provide 
payment  under  Medicare  for  direct  graduate 
education  costs  related  to  nurse  clinical 
training  in  teaching  hospitals  (S  1765).  Intro- 
duced by  Sen.  George  J.  Mitchell  (D,  Maine),  it 
would  establish  Medicare  demonstration  pro- 
jects for  providing  community  nursing  and 
ambulatory  care  on  a prepaid  capitated  basis, 
and  it  would  expand  coverage  for  services  of 
nurse  practitioners  under  Medicare  and  Med- 
icaid. The  council  believes  that  not  only  could 
such  new  Medicare  reimbursement  policies  for 
community  nursing  and  capitated  nursing  care 
increase  program  costs,  they  too,  could  cause 
an  increase  in  the  shortage  of  hospital  nurses. 

(continued  on  page  14- A) 

12-A  Nebraska  Medical  Journal  May  1988 


^ASPECIAL 

PRACTICE 

SPECIALISTS 

★ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 


TSGT  SISLEY 

402-556-0715 

COLLECT 


AMA  NEWS  NOTES 

(continued  from  page  12- A) 

Support,  with  amendments,  for  bills  intro- 
duced by  Sen.  Alan  Cranston  (D,  Calif.)  and 
Rep.  Jim  Bates  (D,  Calif.)  that  would  establish 
a National  Clearinghouse  on  Emergency  Med- 
ical Services  (S  10/HR  3133).  A new  trauma 
care  block  grant  would  also  be  created,  and 
states  could  use  some  of  their  funds  to 
reimburse  designated  trauma  care  centers  for 
part  of  their  uncompensated  trauma  care 
costs.  The  council  believes,  however,  that  the 
bills  should  be  amended  in  two  ways.  Because 
there  are  many  other  critical  areas  in  emer- 
gency care  besides  trauma,  the  council  rec- 
ommends that  the  term  “emergency  medical 
services”  be  used  instead  of  “trauma  care” 
wherever  it  appears  in  the  bills.  In  addition,  in 
designating  Emergency  Medical  Services  Cen- 
ters, the  Health  and  Human  Services  secretary 
should  be  required  to  promulgate  regulations 
that  are  at  least  as  stringent  as  the  Guidelines 
for  Trauma  Care  Systems  issued  in  April, 
1987,  by  the  American  College  of  Emergency 
Physicians. 


* * * 


The  April  8 edition  of  JAMA  will  present 
many  perspectives  on  euthanasia  issues  that 
have  been  propelled  from  private  discussion 
status  into  unavoidable  professional  and  public 
focus  as  the  result  of  the  “It’s  Over,  Debbie” 
essay  published  in  the  January  8 issue. 

The  edition  will  serve  as  a major  professional 
forum  for  discussion  of  the  sensitive  topic 
which  has  aroused  extensive  and  unabated 
professional  and  public  controversy  since  the 
essay’s  publication. 

Featured  in  the  edition  will  be  varying 
viewpoints  in  the  “Letters  to  the  Editor” 
column  regarding  the  editorial  decision  to 
publish  the  anonymous  essay  and  its  profess- 
ional and  journalistic  propriety;  other  com- 
mentary; articles  by  medical  ethicists  discuss- 
ing the  “It’s  Over,  Debbie”  case  specifically 
euthanasia  in  general;  and  an  editorial  by 
George  Lundberg,  M.D.,  editor  of  JAMA.  The 
editorial  will  tell  why  Dr.  Lundberg  elected  to 
publish  the  essay  and  will  present  his  analysis 

(continued  on  page  1 7- A) 
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BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease  While  short-term  treatment  with  sucralfate 
can  result  in  complete  healing  of  the  ulcer,  a successful  course  of  treatment  with 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxm,  or  cimetidme  will  result 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents  The  bioavailability 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these 
agents  from  that  of  CARAFATE  by  two  hours  This  interaction  appears  to  be  nonsys- 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CAFtAFATE  in 
the  gastrointestinal  tract  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined  However,  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of  drug-related  tumongemcity.  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment  Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are. 
however,  no  adequate  and  well  controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  in  121  (4,7%), 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose. 
Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two.  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination 
HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088  1712-47) 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712  49)  Light  pink  scored 
oblong  tablets  are  embossed  with  CAFTAFATE  on  one  side  and  1 71 2 bracketed  by  Cs  on 
the  other  Issued  1/87 
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that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine1  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 


Nothing  works  like 


All  patients 


79.4% 


Smokers 


81.6%* 


Cimetidine: 


All  patients 


76.3% 


Smokers 


62.5% 


'Significantly  greater  than  cimetidine  smoker  group  (P<  05). 


O^RAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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Soldier  being  examined  for  effects  of  high-alritude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recendy  published  article,  “Who  Shall  Live 
and  Who  Shall  Die  in  Newsweek  Magazine. 


%lThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  Mt 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800- USA- ARMY. 

ARMY  RESERVE  MEDICINE. 
BE  ALLYOU  CAN  BE. 


EDITORIAL 


Medicare  and  the  Medical  Literature 

BENJAMIN  R.  GELBER,  M.D. 


Glenn  Hackbarth,  Deputy  Administrator  of 
HCFA  spoke  at  a recent  meeting  I attended.  I 
enjoyed  his  thoughtful  and  intelligent  presen- 
tation, but  I wish  we  could  teach  him  more 
about  what  medical  practice  is  really  like. 

Mr.  Hackbarth  recognizes  and  understands 
many  of  the  reasons  physicians  are  having 
problems  dealing  with  the  Medicare  program. 
He  pointed  out  that  our  government  was 
designed  with  checks  and  balances,  making 
conflict  between  the  administration  and  Con- 
gress inevitable.  This  makes  it  impossible  for 
Congress  and  the  administration  to  manage 
Health  Care  effectively,  although  it  doesn’t 
stop  them  from  trying.  As  soon  as  the 
programs  are  set  up,  Congress  changes  the 
rules.  The  workers  at  HCFA  don’t  like  that  any 
better  than  we  do. 

HCFA  is  trying  to  use  their  money  more 
efficiently  by  trying  to  limit  what  they  cover  to 
so-called  medically  necessary  treatment.  This 
is  difficult  because  there  are  no  standards  they 
can  use  to  determine  what  is  medically 
necessary.  Mr  Hackbarth  said  that  the  medical 
literature  did  not  help,  and  that  the  literature 
didn’t  give  physicians  guidelines  by  which  to 
make  clinical  decisions.  He  cited  a report  that 
a large  number  of  studies  are  poorly  designed 
and  poorly  controlled,  and  therefore  of  little 
value.  He  also  used  the  recent  carotid  endar- 
terectomy study  to  show  that  physicians  were 
confused  about  surgical  indications,  and  that 
as  a result  Medicare  was  paying  for  unnecessary 
surgery  which  subjected  patients  to  undesirable 
risk. 


The  medical  literature  is  not  meant  to  be 
used  as  a basis  for  government  policy.  We  have 
freedom  of  the  press  in  Medical  Journalism 
just  as  other  journalists  do.  All  of  us  who  read 
the  medical  literature  know  that  many  studies 
are  biased,  incomplete,  or  irrelevant.  Authors 
have  the  responsibility  to  be  honest  and 
accurate,  reviewers  oversee  them,  and  editors 
watch  them  both.  Medical  journals  give  us  a 
forum  for  our  ideas  and  prejudices,  allowing 
free  communication  among  all  who  are  inter- 
ested. It  is  the  responsibility  of  all  of  us  who 
read  the  literature  to  decide  on  the  value  of 
what  we  read,  and  how  we  will  use  it.  This  has 
been  the  purpose  of  medical  journals  for  many 
years.  If  the  government  wants  to  use  the 
literature  to  decide  what  it  should  pay  for,  they 
will  need  competent  people  to  read  and 
interpret  the  literature. 

If  Government  needs  a standard  in  order  to 
decide  what  to  pay  for,  I think  they  will  need  to 
set  their  own,  but  they  will  need  to  make  it 
clear  to  their  beneficiaries  that  Medicare  has 
decided  that  those  medical  treatments  and 
procedures  won’t  be  covered.  That’s  different 
from  saying  that  the  Doctor  made  a mistake.  If 
the  physician  and  patient  agree  that  treatment 
should  be  carried  out  even  when  Medicare 
rules  bar  coverage  they  should  be  free  to  go 
ahead.  This  could  limit  access  to  health  care 
based  on  ability  to  pay,  but  physicians  and 
patients  with  the  help  of  local  government 
dealt  with  that  long  before  the  Medicare 
program  existed,  and  we  can  do  it  again  if  we 
have  to. 
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Misuse  and  abuse  of  prescribed  narcotics 
is  a common  problem  in  medical  practice. 
Flagrant  misuse  of  the  license  to  prescribe 
narcotics  can  result  in  disciplinary  action 
and  even  loss  of  the  privilege  of  practicing 
medicine.  Since  narcotics  remain  an  in- 
valuable part  of  the  physician’s  repertory 
against  pain,  it  is  important  to  understand 
their  appropriate  use. 

The  surveillance  mechanisms  now  operative 
make  it  inevitable  that  anyone  who  regularly 
prescribes  narcotics  for  large  numbers  of 
patients  or  who  knowlingly  maintains  an  addict 
with  prescription  narcotics  outside  a compre- 
hensive program  for  substance  abuse  will  be 
reported  to  the  Maryland  Medical  and  Chirur- 
gical  Society  Committee  on  Drugs.  This  means 
at  least  an  embarrassing  series  of  questions 
and  could  culminate  in  an  even  more  embar- 
rassing visit  to  the  Committee. 

The  treatment  of  pain  differs  according  to 
the  origin  and  can  best  be  discussed  in  terms 
of  etiology.  It  is  traditional  to  discuss  the 
management  of  acute  pain,  of  cancer  pain,  and 
of  chronic  pain  separately.  When  treating 
acute  pain  and  cancer  pain,  the  principal 
concern  is  the  most  efficacious  use  of  the 
chosen  drug.  When  treating  chronic  pain,  the 
situation  is  much  different,  and  it  is  with  these 
patients  that  most  abuses  occur. 

General  Principles  of  Narcotic  Use 

Narcotics  ae  the  most  effective  of  all  pain- 
relieving  medications  and  in  many  situations 
are  the  only  effective  method  of  pain  control.1 
Nevertheless,  the  first  rule  of  use  is  that  if  a 
nonnarcotic  analgesic  will  suffice,  it  should  be 
used.  Narcotics  have  their  effect  in  the  central 
nervous  system,  unlike  the  antiflammatory 
analgesics  that  are  active  peripherally. 

No  one  narcotic  works  better  than  another 
provided  the  doses  are  equal.  Patients  do 


respond  quite  differently  in  terms  of  side 
effects.  Many  patients  unable  to  tolerate  one 
drug  will  respond  quite  well  without  side 
effects  to  another.  Narcotics  also  vary  greatly 
in  their  euphoric  affects.  Codeine  and  oxycodone 
(Tylox/Percodan)  are  generally  the  least  eu- 
phoria producing;  for  most  patients  merperi- 
dine  (Demerol)  and  morphine  provide  the 
greatest  euphoric  effect.  Heroin  has  no  greater 
analgesic  potential  than  any  other  narcotic  in 
comparable  dosage.  All  patients  who  take 
narcotics  will  develop  physiological  depend- 
ence and  tolerance  to  the  drugs.  Only  a small 
number  will  exhibit  true  psychological  depend- 
ence.2 

Appropriate  Use  of  Narcotics 
for  Chronic  Pain 

It  is  useful  and  practical  to  think  of  patients 
with  chronic  pain  problems  in  three  general 
groups.  There  are  a significant  number  of 
patients  with  complaints  of  chronic  pain 
without  physical  findings  or  imaging  abnormal- 
ities suggestive  of  an  organic  cause  of  the  pain. 
Some  of  these  have  overt  psychiatric  disease, 
but  most  have  a personality  dysfunction  and 
psychosocial  abnormalities.  Scheduled  drugs 
or  other  narcotics  for  pain  control  are  never 
indicated  in  these  patients  in  the  absence  of 
clear  physical  indication. 

There  is  another  group  of  patients  with  an 
organic  cause  for  pain  who  have  not  been  fully 
evaluated  or  treated.  The  appropriate  course 
is  not  maintenance  of  narcotics  but  a definitive 
diagnosis  and  appropriate  treatment. 

A third  group  of  sufferers  have  an  organic 
pain  problem  for  which  no  specific  therapy  is 
available.  In  a small  number  of  such  patients 
maintenance  with  narcotics  may  be  the  only 
relief  possible.  However,  this  course  is  feasible 
only  after  an  attempt  at  multidisciplinary 
management  of  the  pain.  After  thorough 


130  Nebraska  Medical  Journal  May  1988 


evaluation  in  a facility  expert  in  pain  therapy,  it 
may  be  decided  that  narcotic  maintenance  is  a 
valid  course  of  therapy.  This  is  a decision  and 
therapy  tool  for  experts,  never  for  primary  care 
physicians. 

The  chronic  pain  syndrome  is  characterized 
by  a complaint  of  incapacitating  pain,  anxiety, 
and  depression  and  by  misuse  of  drugs, 
particularly  tranquilizers  and  analgesics.  Two- 
thirds  of  these  patients  suffer  from  back 
problems,  and  the  majority  of  the  remainder 
have  headache,  peripheral  neuropathy,  and 
spinal  cord  or  brain  injury.  A small  number  of 
patients  suffer  from  chronic  pain  syndromes  of 
visceral  origin. 

The  average  patient  has  undergone  several 
operations,  usually  on  the  spine,  is  seriously 
depressed,  and  is  using  more  than  commonly 
prescribed  doses  of  narcotic  and  other  scheduled 
drugs.  The  patients  obtain  these  drugs  from 
more  than  one  physician  or  by  badgering  a 
personal  physician  for  more  medication  than 
should  be  prescribed.  It  is  never  acceptable 
therapy  to  allow  such  patients  to  set  their  own 
doses  or  to  insist  on  choosing  the  medications. 
It  is  never  acceptable  to  knowingly  maintain 
these  patients  on  excessive  doses  of  drugs; 
true  addicts  should  be  referred  to  programs  for 
substance  dependence  rather  than  be  main- 
tained on  a narcotic  analgesic  on  the  pretext  of 
pain  relief.  Patient  insistence  on  any  of  these 
courses  of  prescribing  is  never  an  excuse  for 
inappropriate  use  of  medications.'5 

Patient  Evaluation 

The  evaluation  of  a patient  with  chronic  pain 
begins  with  a thorough  physical  examination, 
laboratory  and  x-ray  studies  as  indicated,  and 
definitive  diagnosis  (Table  1).  When  no  diag- 
nosis can  be  made  substantiating  the  cause  of 
pain  or  when  no  definitive  therapy  is  available 
to  treat  the  cause,  referral  to  a comprehensive 
pain  program  should  be  considered.  These 
programs  also  emphasize  diagnosis,  usually 
through  a multidisciplinary  approach,  utilizing 
whatever  specialists  are  necessary.  They  also 
emphasize  treatment  of  anxiety  and  depression, 
and  virtually  all  make  withdrawal  from  narcotics 
and  inappropriate  tranquilizers  a condition  of 
treatment.  Withdrawal  from  these  drugs  must 
be  individualized,  but  a good  rule  to  follow  is 
reduction  of  drugs  by  10  percent  per  day. 
Psychiatric  assessment  is  mandatory. 


Table  1 

DO’S  AND  DON’TS  OF  CHRONIC  PAIN 

DO 

• Insist  upon  a reasonable  diagnosis. 

• Treat  that  diagnosis  appropriately. 

• Refer  patients  you  can’t  diagnose  to  a specialized 
pain  unit. 

• Watch  for  the  medical  addict  or  seller. 

DON’T 

• Treat  “PAIN”  without  a diagnosis. 

• Use  long-term  narcotics  without  concurrence 
from  an  expert. 

• Let  the  patient  do  the  prescribing  (choose  the  drug 
or  the  dose). 

• Use  injectable  drugs. 

• Use  any  scheduled  drugs  for  a long  time  without  a 
review. 

• Maintain  a known  addict  on  the  pretext  of  pain. 

• Leave  the  depressed,  addicted  chronic  pain 
sufferer  without  appropriate  referral  for  treat- 
ment. 

It  is  not  the  purpose  of  this  article  to  discuss 
the  multimodal  management  of  chronic  pain, 
but  is  it  important  to  stress  that  withdrawal 
from  all  narcotics  forms  the  foundation  of 
almost  every  pain  treatment  program  in  the 
United  States.  A small  number  of  patients  with 
well-defined,  truly  untreatable  organic  pain- 
producing  problems  are  considered  candidates 
for  longterm  maintenance  of  narcotics.  In  these 
patients,  the  amount  of  drugs  is  carefully 
controlled,  escalation  is  never  allowed,  and 
substance  abuse  is  never  tolerated  by  the 
therapist.  These  few  patients  are  the  only  ones 
with  benign  pain  syndromes  where  long-term 
narcotic  use  is  employed.  In  most  pain 
programs,  they  represent  a small  fraction  of 
the  total  number  of  patients  seen.  In  all  other 
benign  pain  states,  narcotic  or  scheduled  drug 
administration  is  not  used  as  a part  of  pain 
therapy. 

Psychologic  Narcotic  Dependence 

These  patients,  who  used  to  be  called 
addicts,  demonstrate  a constant  pattern  of 
drug-seeking  behavior  and  overuse  (Table  2). 
They  are  the  patients  who  threaten  the 
doctor’s  reputation  and  license.  The  patterns 
of  drug  use  are  very  similar,  and  the  excuses 
used  for  acquisition  of  drugs  are  monotonous. 
These  patients  commonly  complain  bitterly  of 
intractable  pain  without  any  physical  evidence 
for  a cause.  They  escalate  the  dose  of  drugs, 
steadily  demanding  more  and  more.  They 
often  obtain  drugs  from  multiple  sources. 

They  call  at  night  and  on  the  weekends  at 
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Table  2 

SIGNS  OF  MEDICAL  ADDICT 

• Chronic  pain  complaints  without  findings  of 
disease 

• Increasing  demand  of  narcotics  or  other  scheduled 
drugs. 

• Using  other  drugs  as  analgesics. 

• Obtaining  drugs  from  multiple  sources. 

• Lose  drugs  regularly. 

• Their  own  doctor  is  “out  of  town”  and  can’t 
prescribe. 

• Often  need  drugs  on  a weekend. 

• Often  call  at  night  or  holidays. 

• Want  undated  prescriptions. 

• Want  prescriptions  without  amount. 

• The  major  sign  is  the  constant  use  of  more  drugs  than 
you  prescribe. 

the  most  inopportune  times,  for  more  drugs. 
They  frequent  emergency  rooms  indicating 
that  their  own  physicians  are  unavailable  and 
ask  for  small  amounts  of  drugs  to  tide  them 
over  a weekend  or  vacation.  Visits  to  the 
physician’s  home  are  common.  Drugs  are 
purported  to  be  lost  frequently.  The  excuses 
are  virtually  always  the  same,  the  most 
common  being  “I  dropped  them  in  the  toilet” 
or  “They  were  stolen  from  my  car.”  Such 
patients  report  that  family  members  are  using 
the  patients’  drugs  inappropriately,  and  patients 
often  seek  drugs  to  help  them  over  a period  of 
stress  or  to  cover  a projected  period  of 
absence.  They  frequently  ask  for  undated 
prescriptions  or  prescriptions  without  amount. 
Any  of  these  signs  should  alert  the  physician  to 
psychologic  substance  dependence,  and  such 
patients  should  be  referred  to  a substance- 
abuse  program.  Most  will  refuse  to  go,  but  this 
is  no  excuse  for  maintaining  their  drug  use 
inappropriately. 

Another  group  of  patients  present  with  the 
same  behavior,  but  they  sell  the  drugs  rather 
than  use  them.  Many  controlled  substances 
have  a significant  value  for  illicit  sale.  This  is  a 
much  more  common  problem  that  most 
physicians  believe,  but  one  that  can  be 
eliminated  by  judicious  use  of  all  controlled 
drugs. 

Prescribing  Scheduled  Drug 

Many  states  have  monitoring  programs  that 
constantly  evaluate  the  prescribing  habits  of 
physicians  with  regard  to  controlled  substances. 
Patients  who  are  heavy  users  of  these  drugs 
are  identified,  and  physicians  who  prescribe 


consistently  for  individual  patients  or  who 
prescribe  unusual  amounts  of  controlled  drugs 
are  brought  under  scrutiny.  At  the  very  least, 
injudicious  prescribing  can  bring  an  embarras- 
sing letter  from  the  Med-Chi  Committee  on 
Drugs.  A pattern  of  inappropriate  use  of 
narcotics  may  necessitate  a practice  review 
that  could  culminate  in  revocation  of  license  if 
the  abuses  have  been  flagrant. 

Furthermore,  the  very  patients  who  are  so 
insistent  on  narcotic  administration  and  so 
resistant  to  any  attempt  to  control  their 
medications  now  are  successfully  suing  physi- 
cians who  have  allowed  this  misuse  to  continue. 
There  are  no  benefits  for  the  physician  in 
improper  prescribing  of  narcotics,  and  the 
risks  are  many  and  serious. 

The  two  major  pain  problems  in  the  general 
population  are  headache  and  back  pain. 
Scheduled  drugs  are  virtually  never  indicated 
for  either.  Most  headaches  are  caused  by 
tension  and  respond  to  simple  measures  aided 
by  stress  management.  The  headache  of  spinal 
osteoarthritis  should  be  treated  with  simple 
physical  measures  (heat,  exercise,  TENS, 
collar,  home  traction).  The  most  serious 
problems  such  as  migraine  and  cluster  head- 
aches are  best  left  to  the  expert.  Narcotics  may 
be  used  but  only  with  patients  well  known  to 
the  physician  and  in  the  context  of  a defined 
treatment  plan  controlled  by  a specialist  in 
headache  therapy.  Narcotics  and  scheduled 
drugs  should  never  be  given  to  an  unknown 
patient,  used  at  patient  insistence  in  large 
quantities,  or  prescribed  for  long  periods.  Any 
patient  requiring  controlled  substances  for 
headache  control  should  be  referred  to  experts 
for  management. 

In  most  patients,  back  pain  has  no  definable 
cause.  Scheduled  drugs  are  almost  never 
indicated  for  long-term  use.  During  acute 
episodes  of  severe  muscle  spasm  or  sciatica, 
narcotics  are  useful.  Most  such  patients  should 
be  hospitalized.  Narcotics  given  for  a few  days 
usually  suffice  to  control  the  pain.  Any  patient 
still  complaining  after  two  weeks  needs  reeval- 
uation, not  more  scheduled  drugs.  Treatment 
of  most  patients’  low  back  pain  includes  weight 
control,  exercise,  avoidance  or  modification  of 
pain-producing  activities;  TENS,  heat  or  cold, 
massage,  and  other  active  therapies  may  be 
needed  in  severe  situations.  Muscle  relaxants 
are  not  very  effective;  nonsteroidal  antiin- 
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flammatory  drugs  are  the  best  medication. 
Only  those  patients  with  nerve  root  compression 
or  severe  mechanical  syndromes  with  muscle 
spasm  need  restriction  of  activity  or  narcotics. 

Scheduled  drugs  play  no  role  in  the  man- 
agement of  most  pain  complaints.  When  they 
are  necessary,  begin  with  codeine.  It  has 
the  least  abuse  potential.  Oxycodone  (Tylox  or 
Percodan)  is  much  more  likely  to  be  misused. 
There  is  little  excuse  for  Dilaudid  or  Demerol 
in  any  but  truly  severe  pain  states.  Short-term 
use  is  the  key.3  A few  days  is  nearly  always 
enough.  Don’t  continue  scheduled  drugs  for 
chronic  complaints. 

The  most  difficult  of  all  patients  to  manage 
are  those  with  disabling  chronic  pain  com- 
plaints. In  general,  narcotics  play  no  role  in 
their  overall  treatment.  The  goal  of  any 
physician  involved  in  their  care  should  be 
accurate  delineation  of  the  cause  of  the  pain 
and  the  prescription  of  appropriate  treatment. 
Only  in  rare  instances  will  this  require 
narcotics.  The  physician  who  allows  the 
patient  to  manipulate  therapy  by  choosing  the 
narcotics  and  their  amounts  for  whatever 
reason  is  providing  inappropriate  care  and  is 
placed  at  unnecessary  risk  for  disciplinary  or 
legal  action.  When  narcotic  prescription  is 
indicated,  the  drug  should  be  used  according 
to  established  principles  in  doses  that  are 
appropriate  and  in  ways  prescribed  by  the 
physician.  There  is  no  excuse  for  allowing  any 
patient  to  misuse  controlled  substances.  Doctors 
often  contribute  to  patients’  problems  by 
doing  what  they  want.  Drug-seeking  patients 
can  be  persistent,  manipulative,  and  extremely 
difficult  to  manage.  The  physician  who  is 
inexperienced  in  dealing  with  them  is  well 
advised  to  seek  help  when  the  first  signs  of 
drug-seeking  behavior  occur. 

Narcotics  do  not  play  a major  role  in 
managing  chronic  pain.  Conversely,  their  ap- 
propriate use  in  pain  of  cancer,  postoperative 
pain,  and  severe  injury  is  very  important.  Drug 
selection,  proper  dose  scheduling,  tolerance, 
and  addiction  are  all  factors  of  concern. 
Attention  to  a few  details  will  be  repaid  by 
better  pain  control  for  patients  and  fewer 
potential  legal  hazards  for  prescribers. 

Appropriate  Use  of  Narcotics 
for  Acute  Pain 

Narcotics  remain  the  most  important  method 


for  control  of  severe  acute  pain.  The  drugs 
should  be  given  in  appropriate  doses  for 
restricted  periods.  With  severe  soft  tissue  injury 
or  fracture,  the  painful  experience  usually  is 
limited  from  48  to  72  hours  if  appropriate 
treatment  has  been  instituted.  Oral  narcotics 
are  usually  satisfactory  after  the  first  dose. 
Codeine  and  oxycodone  are  appropriate  choices. 
Remember  that  most  narcotics  are  poor  oral 
analgesics  because  of  their  lack  of  absorption. 
If  more  pain  control  is  needed  than  can  be 
obtained  from  these  two  drugs,  Methadone  5 
to  10  mg  orally  every  4 to  6 hours  is  the  best 
alternative.  The  patient  who  denies  analgesic 
effect  from  methadone  and  asks  for  oral 
merperidine  or  morphine  is  probably  looking 
for  sme  effect  other  than  analgesia.  No  one 
who  is  not  knowledgeable  about  narcotics 
should  use  methadone. 

There  is  virtually  never  a reason  for  continu- 
ing narcotics  for  more  than  one  week  after 
acute  injury.  Of  course,  it  is  possible  to  think  of 
exceptions,  but  as  a general  rule,  a one-week 
supply  should  be  adequate.  The  patient  who 
continues  to  request  narcotics  should  be 
reinvestigated  to  be  certain  that  the  original 
process  has  healed.  If  so,  there  is  no  reason  to 
beleive  that  continued  narcotic  use  is  required.3 

The  most  common  acute  pain  problem 
requiring  narcotics  is  postoperative  pain.  The 
usual  method  of  treatment  of  postoperative 
pain  is  not  particularly  effective.  Injectable 
drugs  are  administered  at  the  patient’s  request 
by  a nurse,  usually  every  four  hours.  When  the 
time  between  patient  request,  nurse  compliance, 
and  the  lag  time  for  the  onset  of  analgesia  are 
considered,  it  is  estimated  the  average  post- 
operative patient  receives  no  more  than  50 
percent  pain  relief  for  two  and  a half  of  each 
four  to  five  hours.  Regular  administration  of  a 
moderate  dose  of  the  narcotic  every  three  to 
four  hours  for  48  hours  is  preferable  to 
maintain  a constant  blood  level.2  Analgesia  is 
greatly  prolonged,  and  as  long  as  the  patient  is 
examined  regularly  by  the  nurse,  there  is  little 
fear  of  toxicity,  except  in  the  elderly  or  the 
particularly  susceptible,  such  as  the  post- 
craniotomy patient.  Adjuvant  therapy,  with  a 
drug  such  a hydroxyzine  (Vistaril)  given  at  the 
same  time,  can  prolong  the  analgesic  effect  and 
reduce  postoperative  anxiety.  Most  patients 
are  pain  free  in  one  week.  Narcotic  use  for 
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more  than  two  weeks  is  virtually  never 
indicated. 

Appropriate  Use  of  Narcotics 
in  Cancer  Pain 

Most  patients  with  severe  pain  complicating 
cancer  and  its  therapy  can  be  treated  effectively 
with  narcotics.  Not  to  do  so  causes  unnecessary 
suffering.  The  drugs  are  most  useful  in 
patients  where  the  expected  life-span  is  one 
year  or  less.  Patients  with  longer  potential 
survival  should  be  considered  for  interventional 
pain-relieving  procedures.  For  most  with  shorter 
life  expectancy,  the  use  of  narcotics  is  the  best 
alternative,  and  the  drugs  used  should  be  oral. 
Codeine,  oxycodone,  and  methadone  are  the 
best  choices.  Pain  relief  should  be  attempted 
with  nonnarcotic  analgesics;  then  a progression 
to  codeine,  oxycodone,  and  methadone  (in  that 
order)  is  desirable.  The  problem  of  physiolog- 
ical dependence  is  unimportant,  but  tolerance 
greatly  limits  the  long-term  use  of  narcotics. 
The  best  way  to  solve  the  tolerance  problem  is 
by  changing  drugs.  The  patient  is  allowed  to 
escalate  the  dose  of  a particular  drug  as  long  as 
pain  relief  is  achieved  without  undue  side 
effects.  When  the  manifestations  of  tolerance 
have  reduced  efficacy  of  the  drug,  it  is  time  to 
change.  Switching  to  a different  narcotic,  using 
approximately  half  the  dose  to  which  the 
patient  has  become  tolerant,  will  often  restore 
potency.  By  changing  drugs  periodically,  it  is 
possible  to  achieve  long-lasting  pain  control. 

It  also  should  be  remembered  that  anxiety 
and  depression  play  a major  role  in  cancer 
pain.  The  appropriate  use  of  antidepressants 
and  antianxiety  agents  often  will  greatly 
reduce  the  need  for  narcotics  and  sometimes 
completely  obviate  it.3 

Some  patients  with  cancer  pain  are  best 
treated  with  the  use  of  epidural  or  intrathecal 
continual  administration  of  narcotics.  A variety 
of  small  pumps  and  reservoirs  are  being 
developed  for  this  still-innovative  technique, 
but  it  shows  great  promise  for  the  treatment  of 
cancer  pain  without  the  need  for  large  doses  of 
narcotics.  The  efficacy  of  the  technique  is 
without  question,  but  the  safety  for  long-term 
use  required  by  most  cancer  patients  oral 
medications  suffice. 

Cancer  patients  tolerate  enormous  doses  of 
oral  narcotics  as  long  as  escalation  of  dose  is 
slow.  Side  effects,  not  absolute  amount,  should 


limit  intake.  Many  physicians  and  nurses  have 
an  irrational  concern  about  addiction  in  these 
patients  and  so  limit  or  withhold  narcotics. 
The  goal  must  be  pain  relief,  and  this  goal  can 
be  achieved  without  the  concerns  about 
addiction  that  are  important  in  chronic  pain  of 
benign  origin. 

Discussion 

Drug  therapy  is  still  the  mainstay  for 
treatment  for  both  acute  and  chronic  pain.  1 
There  are  general  principles  of  appropriate 
analgesic  use:  it  is  better  to  use  nonnarcotic 
analgesics  whenever  possible.  With  acute  pain 
states,  such  as  postoperative  pain,  narcotic 
analgesics  are  indicated.  The  physician  should 
use  oral  medications  when  possible  and  the 
lesser  narcotics,  such  as  codeine  or  oxycodone, 
when  they  are  successful.  Acute  pain  states 
rarely  last  for  many  days,  and  narcotics  should 
not  be  continued  beyond  the  time  when 
healing  is  expected  to  take  place.  The  patient 
should  not  be  allowed  chronic  use  of  narcotics 
for  an  acute  pain  state. 

The  same  general  principles  apply  in  cancer 
pain,  except  that  patients  with  neoplastic 
disease  may  be  maintained  on  narcotics  for 
long  periods.  Oral  narcotics  are  best,  and 
judicious  switching  from  one  drug  to  another 
may  be  helpful.  Despite  considerable,  almost 
fanatical  support  in  the  lay  press,  there  is  no 
indication  that  cocaine,  herion,  or  the  can- 
nabinoids,  have  any  advantage  over  other 
analgesic  medications.  The  “cocktail”  combin- 
ations of  tranquilizing  and  analgesic  drugs 
(such  as  the  Brompton  mixture)  cannot  be 
shown  to  be  more  useful  than  judicious, 
individualized  use  of  the  appropriate  narcotics 
with  adjuvants  for  diagnosed  anxiety  and 
depression.  Nonspecific  use  of  antianxiety 
depressant  mixtures  is  less  satisfactory. 

Narcotic  analgesics  are  used  to  manage  severe 
pain.  The  dose  should  be  individualized,  and 
the  route  of  administration  should  be  chosen 
to  provide  the  safest  and  most  effective 
analgesia.  No  specific  analgesic  dose  is  effective 
for  all  patients,  and  it  may  be  necessary  to 
manipulate  the  dose  significantly  to  provide 
pain  relief.2  It  is  appropriate  to  titrate  the  dose 
up  or  down  to  achieve  pain  relief  without  side 
effects.  Narcotics  should  be  administered 
regularly.  Continuous  pain  requires  continuous 
analgesia,  but  a fixed-dose  level  should  not  be 
established  without  optimization. 
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evaluation  in  a facility  expert  in  pain  therapy,  it 
may  be  decided  that  narcotic  maintenance  is  a 
valid  course  of  therapy.  This  is  a decision  and 
therapy  tool  for  experts,  never  for  primary  care 
physicians. 

The  chronic  pain  syndrome  is  characterized 
by  a complaint  of  incapacitating  pain,  anxiety, 
and  depression  and  by  misuse  of  drugs, 
particularly  tranquilizers  and  analgesics.  Two- 
thirds  of  these  patients  suffer  from  back 
problems,  and  the  majority  of  the  remainder 
have  headache,  peripheral  neuropathy,  and 
spinal  cord  or  brain  injury.  A small  number  of 
patients  suffer  from  chronic  pain  syndromes  of 
visceral  origin. 

The  average  patient  has  undergone  several 
operations,  usually  on  the  spine,  is  seriously 
depressed,  and  is  using  more  than  commonly 
prescribed  doses  of  narcotic  and  other  scheduled 
drugs.  The  patients  obtain  these  drugs  from 
more  than  one  physician  or  by  badgering  a 
personal  physician  for  more  medication  than 
should  be  prescribed.  It  is  never  acceptable 
therapy  to  allow  such  patients  to  set  their  own 
doses  or  to  insist  on  choosing  the  medications. 
It  is  never  acceptable  to  knowingly  maintain 
these  patients  on  excessive  doses  of  drugs; 
true  addicts  should  be  referred  to  programs  for 
substance  dependence  rather  than  be  main- 
tained on  a narcotic  analgesic  on  the  pretext  of 
pain  relief.  Patient  insistence  on  any  of  these 
courses  of  prescribing  is  never  an  excuse  for 
inappropriate  use  of  medications.3 

Patient  Evaluation 

The  evaluation  of  a patient  with  chronic  pain 
begins  with  a thorough  physical  examination, 
laboratory  and  x-ray  studies  as  indicated,  and 
definitive  diagnosis  (Table  1).  When  no  diag- 
nosis can  be  made  substantiating  the  cause  of 
pain  or  when  no  definitive  therapy  is  available 
to  treat  the  cause,  referral  to  a comprehensive 
pain  program  should  be  considered.  These 
programs  also  emphasize  diagnosis,  usually 
through  a multidisciplinary  approach,  utilizing 
whatever  specialists  are  necessary.  They  also 
emphasize  treatment  of  anxiety  and  depression, 
and  virtually  all  make  withdrawal  from  narcotics 
and  inappropriate  tranquilizers  a condition  of 
treatment.  Withdrawal  from  these  drugs  must 
be  individualized,  but  a good  rule  to  follow  is 
reduction  of  drugs  by  10  percent  per  day. 
Psychiatric  assessment  is  mandatory. 


Table  1 

DO’S  AND  DON’TS  OF  CHRONIC  PAIN 
DO 

• Insist  upon  a reasonable  diagnosis. 

• Treat  that  diagnosis  appropriately. 

• Refer  patients  you  can’t  diagnose  to  a specialized 
pain  unit. 

• Watch  for  the  medical  addict  or  seller. 

DON’T 

• Treat  “PAIN”  without  a diagnosis. 

• Use  long-term  narcotics  without  concurrence 
from  an  expert. 

• Let  the  patient  do  the  prescribing  (choose  the  drug 
or  the  dose). 

• Use  injectable  drugs. 

• Use  any  scheduled  drugs  for  a long  time  without  a 
review. 

• Maintain  a known  addict  on  the  pretext  of  pain. 

• Leave  the  depressed,  addicted  chronic  pain 
sufferer  without  appropriate  referral  for  treat- 
ment. 

It  is  not  the  purpose  of  this  article  to  discuss 
the  multimodal  management  of  chronic  pain, 
but  is  it  important  to  stress  that  withdrawal 
from  all  narcotics  forms  the  foundation  of 
almost  every  pain  treatment  program  in  the 
United  States.  A small  number  of  patients  with 
well-defined,  truly  untreatable  organic  pain- 
producing  problems  are  considered  candidates 
for  longterm  maintenance  of  narcotics.  In  these 
patients,  the  amount  of  drugs  is  carefully 
controlled,  escalation  is  never  allowed,  and 
substance  abuse  is  never  tolerated  by  the 
therapist.  These  few  patients  are  the  only  ones 
with  benign  pain  syndromes  where  long-term 
narcotic  use  is  employed.  In  most  pain 
programs,  they  represent  a small  fraction  of 
the  total  number  of  patients  seen.  In  all  other 
benign  pain  states,  narcotic  or  scheduled  drug 
administration  is  not  used  as  a part  of  pain 
therapy. 

Psychologic  Narcotic  Dependence 

These  patients,  who  used  to  be  called 
addicts,  demonstrate  a constant  pattern  of 
drug-seeking  behavior  and  overuse  (Table  2). 
They  are  the  patients  who  threaten  the 
doctor’s  reputation  and  license.  The  patterns 
of  drug  use  are  very  similar,  and  the  excuses 
used  for  acquisition  of  drugs  are  monotonous. 
These  patients  commonly  complain  bitterly  of 
intractable  pain  without  any  physical  evidence 
for  a cause.  They  escalate  the  dose  of  drugs, 
steadily  demanding  more  and  more.  They 
often  obtain  drugs  from  multiple  sources. 

They  call  at  night  and  on  the  weekends  at 
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Table  2 

SIGNS  OF  MEDICAL  ADDICT 

• Chronic  pain  complaints  without  findings  of 
disease 

• Increasing  demand  of  narcotics  or  other  scheduled 
drugs. 

• Using  other  drugs  as  analgesics. 

• Obtaining  drugs  from  multiple  sources. 

• Lose  drugs  regularly. 

• Their  own  doctor  is  “out  of  town’’  and  can’t 
prescribe. 

• Often  need  drugs  on  a weekend. 

• Often  call  at  night  or  holidays. 

• Want  undated  prescriptions. 

• Want  prescriptions  without  amount. 

• The  major  sign  is  the  constant  use  of  more  drugs  than 
you  prescribe. 

the  most  inopportune  times,  for  more  drugs. 
They  frequent  emergency  rooms  indicating 
that  their  own  physicians  are  unavailable  and 
ask  for  small  amounts  of  drugs  to  tide  them 
over  a weekend  or  vacation.  Visits  to  the 
physician's  home  are  common.  Drugs  are 
purported  to  be  lost  frequently.  The  excuses 
are  virtually  always  the  same,  the  most 
common  being  “I  dropped  them  in  the  toilet” 
or  “They  were  stolen  from  my  car.”  Such 
patients  report  that  family  members  are  using 
the  patients'  drugs  inappropriately,  and  patients 
often  seek  drugs  to  help  them  over  a period  of 
stress  or  to  cover  a projected  period  of 
absence.  They  frequently  ask  for  undated 
prescriptions  or  prescriptions  without  amount. 
Any  of  these  signs  should  alert  the  physician  to 
psychologic  substance  dependence,  and  such 
patients  should  be  referred  to  a substance- 
abuse  program.  Most  will  refuse  to  go,  but  this 
is  no  excuse  for  maintaining  their  drug  use 
inappropriately. 

Another  group  of  patients  present  with  the 
same  behavior,  but  they  sell  the  drugs  rather 
than  use  them.  Many  controlled  substances 
have  a significant  value  for  illicit  sale.  This  is  a 
much  more  common  problem  that  most 
physicians  believe,  but  one  that  can  be 
eliminated  by  judicious  use  of  all  controlled 
drugs. 

Prescribing  Scheduled  Drug 

Many  states  have  monitoring  programs  that 
constantly  evaluate  the  prescribing  habits  of 
physicians  with  regard  to  controlled  substances. 
Patients  who  are  heavy  users  of  these  drugs 
are  identified,  and  physicians  who  prescribe 


consistently  for  individual  patients  or  who 
prescribe  unusual  amounts  of  controlled  drugs 
are  brought  under  scrutiny.  At  the  very  least, 
injudicious  prescribing  can  bring  an  embarras- 
sing letter  from  the  Med-Chi  Committee  on 
Drugs.  A pattern  of  inappropriate  use  of 
narcotics  may  necessitate  a practice  review 
that  could  culminate  in  revocation  of  license  if 
the  abuses  have  been  flagrant. 

Furthermore,  the  very  patients  who  are  so 
insistent  on  narcotic  administration  and  so 
resistant  to  any  attempt  to  control  their 
medications  now  are  successfully  suing  physi- 
cians who  have  allowed  this  misuse  to  continue. 
There  are  no  benefits  for  the  physician  in 
improper  prescribing  of  narcotics,  and  the 
risks  are  many  and  serious. 

The  two  major  pain  problems  in  the  general 
population  are  headache  and  back  pain. 
Scheduled  drugs  are  virtually  never  indicated 
for  either.  Most  headaches  are  caused  by 
tension  and  respond  to  simple  measures  aided 
by  stress  management.  The  headache  of  spinal 
osteoarthritis  should  be  treated  with  simple 
physical  measures  (heat,  exercise,  TENS, 
collar,  home  traction).  The  most  serious 
problems  such  as  migraine  and  cluster  head- 
aches are  best  left  to  the  expert.  Narcotics  may 
be  used  but  only  with  patients  well  known  to 
the  physician  and  in  the  context  of  a defined 
treatment  plan  controlled  by  a specialist  in 
headache  therapy.  Narcotics  and  scheduled 
drugs  should  never  be  given  to  an  unknown 
patient,  used  at  patient  insistence  in  large 
quantities,  or  prescribed  for  long  periods.  Any 
patient  requiring  controlled  substances  for 
headache  control  should  be  referred  to  experts 
for  management. 

In  most  patients,  back  pain  has  no  definable 
cause.  Scheduled  drugs  are  almost  never 
indicated  for  long-term  use.  During  acute 
episodes  of  severe  muscle  spasm  or  sciatica, 
narcotics  are  useful.  Most  such  patients  should 
be  hospitalized.  Narcotics  given  for  a few  days 
usually  suffice  to  control  the  pain.  Any  patient 
still  complaining  after  two  weeks  needs  reeval- 
uation, not  more  scheduled  drugs.  Treatment 
of  most  patients’  low  back  pain  includes  weight 
control,  exercise,  avoidance  or  modification  of 
pain-producing  activities;  TENS,  heat  or  cold, 
massage,  and  other  active  therapies  may  be 
needed  in  severe  situations.  Muscle  relaxants 
are  not  very  effective;  nonsteroidal  antiin- 
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flammatory  drugs  are  the  best  medication. 
Only  those  patients  with  nerve  root  compression 
or  severe  mechanical  syndromes  with  muscle 
spasm  need  restriction  of  activity  or  narcotics. 

Scheduled  drugs  play  no  role  in  the  man- 
agement of  most  pain  complaints.  When  they 
are  necessary,  begin  with  codeine.  It  has 
the  least  abuse  potential.  Oxycodone  (Tylox  or 
Percodan)  is  much  more  likely  to  be  misused. 
There  is  little  excuse  for  Dilaudid  or  Demerol 
in  any  but  truly  severe  pain  states.  Short-term 
use  is  the  key.3  A few  days  is  nearly  always 
enough.  Don’t  continue  scheduled  drugs  for 
chronic  complaints. 

The  most  difficult  of  all  patients  to  manage 
are  those  with  disabling  chronic  pain  com- 
plaints. In  general,  narcotics  play  no  role  in 
their  overall  treatment.  The  goal  of  any 
physician  involved  in  their  care  should  be 
accurate  delineation  of  the  cause  of  the  pain 
and  the  prescription  of  appropriate  treatment. 
Only  in  rare  instances  will  this  require 
narcotics.  The  physician  who  allows  the 
patient  to  manipulate  therapy  by  choosing  the 
narcotics  and  their  amounts  for  whatever 
reason  is  providing  inappropriate  care  and  is 
placed  at  unnecessary  risk  for  disciplinary  or 
legal  action.  When  narcotic  prescription  is 
indicated,  the  drug  should  be  used  according 
to  established  principles  in  doses  that  are 
appropriate  and  in  ways  prescribed  by  the 
physician.  There  is  no  excuse  for  allowing  any 
patient  to  misuse  controlled  substances.  Doctors 
often  contribute  to  patients’  problems  by 
doing  what  they  want.  Drug-seeking  patients 
can  be  persistent,  manipulative,  and  extremely 
difficult  to  manage.  The  physician  who  is 
inexperienced  in  dealing  with  them  is  well 
advised  to  seek  help  when  the  first  signs  of 
drug-seeking  behavior  occur. 

Narcotics  do  not  play  a major  role  in 
managing  chronic  pain.  Conversely,  their  ap- 
propriate use  in  pain  of  cancer,  postoperative 
pain,  and  severe  injury  is  very  important.  Drug 
selection,  proper  dose  scheduling,  tolerance, 
and  addiction  are  all  factors  of  concern. 
Attention  to  a few  details  will  be  repaid  by 
better  pain  control  for  patients  and  fewer 
potential  legal  hazards  for  prescribers. 

Appropriate  Use  of  Narcotics 
for  Acute  Pain 

Narcotics  remain  the  most  important  method 


for  control  of  severe  acute  pain.  The  drugs 
should  be  given  in  appropriate  doses  for 
restr  icted  periods.  With  severe  soft  tissue  injury 
or  fracture,  the  painful  experience  usually  is 
limited  from  48  to  72  hours  if  appropriate 
treatment  has  been  instituted.  Oral  narcotics 
are  usually  satisfactory  after  the  first  dose. 
Codeine  and  oxycodone  are  appropriate  choices. 
Remember  that  most  narcotics  are  poor  oral 
analgesics  because  of  their  lack  of  absorption. 
If  more  pain  control  is  needed  than  can  be 
obtained  from  these  two  drugs,  Methadone  5 
to  10  mg  orally  every  4 to  6 hours  is  the  best 
alternative.  The  patient  who  denies  analgesic 
effect  from  methadone  and  asks  for  oral 
merperidine  or  morphine  is  probably  looking 
for  sme  effect  other  than  analgesia.  No  one 
who  is  not  knowledgeable  about  narcotics 
should  use  methadone. 

There  is  virtually  never  a reason  for  continu- 
ing narcotics  for  more  than  one  week  after 
acute  injury.  Of  course,  it  is  possible  to  think  of 
exceptions,  but  as  a general  rule,  a one-week 
supply  should  be  adequate.  The  patient  who 
continues  to  request  narcotics  should  be 
reinvestigated  to  be  certain  that  the  original 
process  has  healed.  If  so,  there  is  no  reason  to 
beleive  that  continued  narcotic  use  is  required.3 

The  most  common  acute  pain  problem 
requiring  narcotics  is  postoperative  pain.  The 
usual  method  of  treatment  of  postoperative 
pain  is  not  particularly  effective.  Injectable 
drugs  are  administered  at  the  patient’s  request 
by  a nurse,  usually  every  four  hours.  When  the 
time  between  patient  request,  nurse  compliance, 
and  the  lag  time  for  the  onset  of  analgesia  are 
considered,  it  is  estimated  the  average  post- 
operative patient  receives  no  more  than  50 
percent  pain  relief  for  two  and  a half  of  each 
four  to  five  hours.  Regular  administration  of  a 
moderate  dose  of  the  narcotic  every  three  to 
four  hours  for  48  hours  is  preferable  to 
maintain  a constant  blood  level.2  Analgesia  is 
greatly  prolonged,  and  as  long  as  the  patient  is 
examined  regularly  by  the  nurse,  there  is  little 
fear  of  toxicity,  except  in  the  elderly  or  the 
particularly  susceptible,  such  as  the  post- 
craniotomy patient.  Adjuvant  therapy,  with  a 
drug  such  a hydroxyzine  (Vistaril)  given  at  the 
same  time,  can  prolong  the  analgesic  effect  and 
reduce  postoperative  anxiety.  Most  patients 
are  pain  free  in  one  week.  Narcotic  use  for 
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more  than  two  weeks  is  virtually  never 
indicated. 

Appropriate  Use  of  Narcotics 
in  Cancer  Pain 

Most  patients  with  severe  pain  complicating 
cancer  and  its  therapy  can  be  treated  effectively 
with  narcotics.  Not  to  do  so  causes  unnecessary' 
suffering.  The  drugs  are  most  useful  in 
patients  where  the  expected  life-span  is  one 
year  or  less.  Patients  with  longer  potential 
survival  should  be  considered  for  interventional 
pain-relieving  procedures.  For  most  with  shorter 
life  expectancy,  the  use  of  narcotics  is  the  best 
alternative,  and  the  drugs  used  should  be  oral. 
Codeine,  oxycodone,  and  methadone  are  the 
best  choices.  Pain  relief  should  be  attempted 
with  nonnarcotic  analgesics;  then  a progression 
to  codeine,  oxycodone,  and  methadone  (in  that 
order)  is  desirable.  The  problem  of  physiolog- 
ical dependence  is  unimportant,  but  tolerance 
greatly  limits  the  long-term  use  of  narcotics. 
The  best  way  to  solve  the  tolerance  problem  is 
by  changing  drugs.  The  patient  is  allowed  to 
escalate  the  dose  of  a particular  drug  as  long  as 
pain  relief  is  achieved  without  undue  side 
effects.  When  the  manifestations  of  tolerance 
have  reduced  efficacy  of  the  drug,  it  is  time  to 
change.  Switching  to  a different  narcotic,  using 
approximately  half  the  dose  to  which  the 
patient  has  become  tolerant,  will  often  restore 
potency.  By  changing  drugs  periodically,  it  is 
possible  to  achieve  long-lasting  pain  control. 

It  also  should  be  remembered  that  anxiety 
and  depression  play  a major  role  in  cancer 
pain.  The  appropriate  use  of  antidepressants 
and  antianxiety  agents  often  will  greatly 
reduce  the  need  for  narcotics  and  sometimes 
completely  obviate  it.3 

Some  patients  with  cancer  pain  are  best 
treated  with  the  use  of  epidural  or  intrathecal 
continual  administration  of  narcotics.  A variety 
of  small  pumps  and  reservoirs  are  being 
developed  for  this  still- innovative  technique, 
but  it  shows  great  promise  for  the  treatment  of 
cancer  pain  without  the  need  for  large  doses  of 
narcotics.  The  efficacy  of  the  technique  is 
without  question,  but  the  safety  for  long-term 
use  required  by  most  cancer  patients  oral 
medications  suffice. 

Cancer  patients  tolerate  enormous  doses  of 
oral  narcotics  as  long  as  escalation  of  dose  is 
slow.  Side  effects,  not  absolute  amount,  should 


limit  intake.  Many  physicians  and  nurses  have 
an  irrational  concern  about  addiction  in  these 
patients  and  so  limit  or  withhold  narcotics. 
The  goal  must  be  pain  relief,  and  this  goal  can 
be  achieved  without  the  concerns  about 
addiction  that  are  important  in  chronic  pain  of 
benign  origin. 

Discussion 

Drug  therapy  is  still  the  mainstay  for 
treatment  for  both  acute  and  chronic  pain.  1 
There  are  general  principles  of  appropriate 
analgesic  use:  it  is  better  to  use  nonnarcotic 
analgesics  whenever  possible.  With  acute  pain 
states,  such  as  postoperative  pain,  narcotic 
analgesics  are  indicated.  The  physician  should 
use  oral  medications  when  possible  and  the 
lesser  narcotics,  such  as  codeine  or  oxycodone, 
when  they  are  successful.  Acute  pain  states 
rarely  last  for  many  days,  and  narcotics  should 
not  be  continued  beyond  the  time  when 
healing  is  expected  to  take  place.  The  patient 
should  not  be  allowed  chronic  use  of  narcotics 
for  an  acute  pain  state. 

The  same  general  principles  apply  in  cancer 
pain,  except  that  patients  with  neoplastic 
disease  may  be  maintained  on  narcotics  for 
long  periods.  Oral  narcotics  are  best,  and 
judicious  switching  from  one  drug  to  another 
may  be  helpful.  Despite  considerable,  almost 
fanatical  support  in  the  lay  press,  there  is  no 
indication  that  cocaine,  herion,  or  the  can- 
nabinoids,  have  any  advantage  over  other 
analgesic  medications.  The  “cocktail”  combin- 
ations of  tranquilizing  and  analgesic  drugs 
(such  as  the  Brompton  mixture)  cannot  be 
shown  to  be  more  useful  than  judicious, 
individualized  use  of  the  appropriate  narcotics 
with  adjuvants  for  diagnosed  anxiety  and 
depression.  Nonspecific  use  of  antianxiety 
depressant  mixtures  is  less  satisfactory. 

Narcotic  analgesics  are  used  to  manage  severe 
pain.  The  dose  should  be  individualized,  and 
the  route  of  administration  should  be  chosen 
to  provide  the  safest  and  most  effective 
analgesia.  No  specific  analgesic  dose  is  effective 
for  all  patients,  and  it  may  be  necessary  to 
manipulate  the  dose  significantly  to  provide 
pain  relief.2  It  is  appropriate  to  titrate  the  dose 
up  or  down  to  achieve  pain  relief  without  side 
effects.  Narcotics  should  be  administered 
regularly.  Continuous  pain  requires  continuous 
analgesia,  but  a fixed-dose  level  should  not  be 
established  without  optimization. 
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Narcotics  have  significant  side  effects.  The 
most  important  are  nausea  and  vomiting, 
sedation,  constipation,  and  respiratory  de- 
pression are  best  treated  by  reducing  the  dose 
and  increasing  the  frequency  of  administra- 
tion. Constipation  is  a long-term  effect  and  can 
be  treated  with  stool  softeners.  Nausea  and 
vomiting  are  likely  to  be  idiosyncratic,  and 
while  they  can  be  treated  with  drugs,  switching 
to  another  narcotic  is  more  likely  to  bring 
relief. 

Tolerance  will  occur.  It  means  that  a larger 
dose  of  narcotic  analgesic  is  continuously 
required  to  maintain  adequate  pain  relief. 
Tolerance  occurs  with  physiologic  dependence, 
but  neither  imply  psychological  dependence. 
Many  health  personnel  confuse  physiological 
with  psychological  dependence,  and  both 
nurses  and  physicians  frequently  withhold 
medication  in  the  mistaken  assumption  that 
the  patient  will  develop  a psychological  de- 
pendence quickly.  Many  postoperative  patients 
suffer  unnecessarily  because  of  this  misguided 
attempt  to  limit  narcotic  analgesia. 

Several  maneuvers  can  reduce  the  develop- 
ment of  tolerance  in  patients  who  require  long- 
term narcotic  therapy.  Narcotics  may  be 
combined  with  nonnarcotic  analgesics.  Non- 
opioid analgesics  may  be  used  in  combination 
with  narcotics.  Switching  narcotics  with  a 
starting  dose  of  about  half  the  projected  equal 
analgesic  dose  is  often  effective  since  cross- 
tolerance between  narcotics  is  not  complete. 
Stopping  the  drugs  for  a short  period  and  then 
restarting  is  sometimes  effective. 

Physical  dependence  almost  always  is  de- 


veloped with  prolonged  narcotic  administration. 
Then  abstinence  will  produce  a characteristic 
syndrome  in  which  the  patient  feels  anxiety, 
irritability,  nervousness,  chills  and  hot  flashes, 
salivation,  lacrimation,  insomnia,  rhinorrhea, 
diaphoresis,  piloerection,  nausea,  vomiting, 
abdominal  cramps,  and  multifocal  myoclonus. 
Usually,  the  abstinence  syndrome  occurs  with 
relationship  to  the  half-life  of  the  drug  taken. 
Most  occur  in  the  first  6 to  12  hours  and  peak 
at  24  to  72  hours.  With  long-acting  drugs,  the 
peak  may  be  delayed  to  36  to  48  hours.  The 
abstinence  syndrome  can  be  avoided  by  slowly 
withdrawing  the  patient  from  the  drug  over  7 
to  10  days. 

Psychological  dependence  is  a more  serious 
problem.  Drug  use  alone  will  not  produce 
psychological  dependence.  Many  other  social, 
psychological,  and  environmental  factors  are 
operative;  physician  administration  of  narcotics 
does  not  produce  the  psychological  dependence 
syndrome.  Addicted  patients  require  man- 
agement by  an  expert,  and  referral  to  a 
substance  abuse  program  of  comprehensive 
pain  management  program  is  appropriate. 
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WITH  recent  improvements  in 
medical  therapy,  surgical  pro- 
cedures are  performed  less  fre- 
quently tor  gastric  and  duodenal  ulcer  dis- 
ease.1 ! Surgery  is  usually  reserved  for  severe 
disease  resistant  to  medical  management  and 
for  complications  of  peptic  ulcer  disease.1  The 
optimal  surgical  management  in  these  situ- 
ations remains  controversial.  We  reviewed  our 
experience  with  the  surgical  treatment  of 
gastric  and  duodenal  ulcer  disease  during  the 
past  6 years  to  determine  the  current  indica- 
tions for  operations,  operations  performed, 
and  outcome. 

Materials  and  Methods: 

The  records  of  150  patients  who  underwent 
operations  for  gastric  and  duodenal  ulcer 
disease  from  1980  to  1986  at  the  University  of 
Nebraska  Medical  Center  and  the  Omaha 
Veterans  Administration  Hospital  were  re- 
viewed to  determine  the  diagnosis,  indication 
for  operation,  type  of  operation  performed, 
occurrence  of  postoperative  complications, 
and  disease  recurrence.  Patients  with  gastric 
cancer  were  excluded.  The  study  group  was 
comprised  of  110  men  and  40  women  ranging 
in  age  from  22  to  93  years. 

Results: 

Duodenal  and  gastric  ulcers  were  present  in 
123  (82%)  and  27  (187c)  patients,  respectively. 
The  most  frequent  indications  for  operation 
for  duodenal  ulcer  disease  were  perforation 
(n=42)  and  hemorrhage  (n=40)  (Table  1). 
Hemorrhage  (n=  12)  and  intractability  (n=10) 
were  the  most  common  indications  for  surgery 
for  gastric  ulcer. 

The  operations  performed  for  duodenal 
ulcer  disease  are  shown  in  Table  2.  Ninety 
(63%)  of  the  operations  were  performed 
emergently.  Sixty  percent  of  the  patients 
undergoing  operations  for  bleeding  duodenal 


ulcer  had  resective  procedures.  There  were  no 
significant  differences  in  morbidity  and  mor- 
tality rates  for  patients  undergoing  vagotomy 
and  antrectomy  and  individuals  receiving 
vagotomy  and  pyloroplasty  for  bleeding  duo- 
denal ulcer  (29%  and  13%  versus  43%  and 
25%,  respectively).  Only  21%  of  the  patients 
undergoing  surgery  for  perforated  duodenal 
ulcer  had  a definitive  anti-ulcer  procedure 
performed.  Omental  patch  alone  was  per- 
formed in  patients  with  history  of  perforation 
greater  than  12  hours  (45%),  peritonitis  (68%), 
age  greater  than  70  years  (35%),  and  concur- 
rent medical  illness  (35%).  Gastroduodenos- 
tomy  (Billroth  I)  and  gastrojejunostomy  (Bill- 
roth II)  reconstructions  were  employed  in  32 
and  30  of  the  patients,  respectively,  under- 
going vagotomy  and  antrectomy.  Gastric  re- 
section with  or  without  vagotomy  was  the  most 
frequently  performed  procedure  for  gastric 
ulcer  disease  (Table  3). 

The  overall  morbidity  and  mortality  rates 
w7ere  25%  and  13%,  respectively.  Morbidity 
and  mortality  rates  were  significantly  greater 
for  emergent  than  for  elective  operations 
(Table  4).  The  most  frequent  complications 
were  pneumonia  and  incidental  splenectomy 
Reoperation  in  the  early  postoperative  period 
was  necessary  in  3 patients.  Death  most 
frequently  resulted  from  sepsis  related  to  pre- 
existing peritonitis  or  intraabdominal  abscess 
and  respiratory  failure. 

Sixteen  patients  (11%)  underwent  opera- 
tions for  recurrent  ulcer  disease  at  our 
institutions  during  the  short  follow-up  period. 
Half  of  these  recurrences  occurred  in  patients 
who  underwent  omental  patch  alone  for 
treatment  of  perforated  duodenal  ulcer.  Oper- 
ations wrere  performed  in  4 additional  patients 
for  postgastrectomy  disorders. 

•Correspondence  to:  Jon  S.  Thompson,  M.D.,  Department  of  Surgery, 
University  of  Nebraska  Medical  Center.  42nd  & Dewey  Avenue,  Omaha. 
Nebraska  68105. 
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Table  1 

Indication  for  Operation 


Table  3 

Operations  Performed  for  Gastric  Ulcer  Disease 


Duodenal  Ulcer  Gastric  Ulcer  Total 


Bleeding  Perforation  Intractability  Obstruction  Total 


Bleeding 

40 

12 

52 

Vagotomy  and 

Perforation 

42 

5 

47 

antrectomy 

2 

0 

8 

0 

10  (37%) 

Gastric 

Intractability 

25 

10 

35 

resection 

5 

2 

2 

0 

9 (33%) 

Obstruction 

16 

0 

16 

Vagotomy  and 

Total 

123 

27 

150 

pyloroplasty 

5 

0 

0 

0 

5 (19%) 

Omental 

patch  alone 

0 

3 

0 

0 

3 (11%) 

Table  2 

Table  4 

Operations  Performed  for  Duodenal  Ulcer  Disease 

Morbidity  and  Mortality  Rates 

Bleeding 

Perforation  Intractability  Obstruction 

Total 

Number 

Morbidity 

Mortality 

Vagotomy  and 

24 

14  10 

53  (43%) 

Indication 

antrectomy 

5 

Perforation 

47 

10  (21%) 

9 (19%) 

Omental 
patch  alone 

0 

33 

0 0 

33  (27%) 

Bleeding 

52 

19  (37%) 

10  (19%) 

Vagotomy  and 

Obstruction 

16 

7 (44%) 

0 (0%) 

pyloroplasty 

16 

1 

2 1 

20  (16%) 

Intractabililty 

35 

2 (6%) 

0 (0%) 

Highly 

selective 

vagotomy 

0 

3 

8 3 

14  (11%) 

Urgency 

Emergency 

95 

29  (31%)* 

19  (20%)  # 

Vagotomy 
and  gastro- 

Elective 

55 

9 (16%) 

0 (0%) 

jejunostomy 

0 

0 

1 2 

2 (2%) 

* p<.l  vs 

elective 

Gastric 

# p<.005 

vs  elective 

resection 

0 

0 

1 0 

1 (1%) 

Discussion: 

Beginning  just  prior  to  FDA  approval  of 
cimetidine  in  1977,  there  has  been  a marked 
decrease  in  both  the  incidence  of  peptic  ulcer 
disease  and  the  need  for  surgical  treatment.1'4 
Welch  and  coworkers1  found  that  hospital 
admissions  declined  by  39%  and  the  number 
of  operations  decreased  by  16%  between  1974 
and  1986.  Fineberg  and  Pearlman-  and  Wyllie1 
reported  a 30%-40%  reduction  in  operations 
for  peptic  ulcer  disease  during  the  5 years  after 
the  introduction  of  cimetidine.  The  most 
significant  decrease  has  been  in  elective 
operations  for  intractability  and  obstruction.1 
A decade  ago  intractability  was  the  most 
frequent  indication  for  operation  (51%)  fol- 
lowed by  obstruction  (26%),  hemorrhage  (17%) 
and  perforation  (6%). 4 In  the  present  series 
bleeding  and  perforation  were  the  most  fre- 
quent indications  for  operation  for  duodenal 
ulcer  disease  and  intractability  remained  the 
most  common  reason  for  surgery  in  gastric 
ulcer  disease. 

The  overall  morbidity  and  mortality  rates  of 
25%  and  13%  in  the  present  study  are  similar 


to  other  reports.1-  5 Postoperative  morbidity 
and  mortality  have  actually  increased  during 
the  past  decade  because  of  the  larger  propor- 
tion of  complicated  ulcers  and  emergent 
operations.’  Sixty-three  percent  of  our  opera- 
tions were  performed  on  an  emergent  basis; 
morbidity  and  mortality  rates  were  significant- 
ly greater  in  these  patients  than  in  those 
undergoing  elective  procedures.  Sepsis  and 
multiple  organ  failure  were  the  main  causes  of 
death  both  in  our  study  and  others.1 

There  is  a wide  variety  of  operations  for 
peptic  ulcer  disease.  The  important  issues  in 
selecting  the  appropriate  operation  are  the 
severity  of  the  ulcer  disease,  i.e.  risk  of 
recurrence,  and  the  morbidity  and  mortality  of 
the  procedure  in  that  particular  setting. 
Vagotomy  and  antrectomy  was  the  most 
frequent  operation  employed  in  the  present 
study.  This  procedure  has  an  overall  mortality 
rate  of  approximately  1%  in  elective  oper- 
ations but  recurrence  develops  in  only  1-2%  of 
patients.11-  Because  of  the  low  recurrence  rate, 
this  operation  is  the  approach  favored  by  many 
surgeons.1- ’ 7 Despite  a 10%  recurrence  rate 
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vagotomy  and  pyloroplasty  also  has  its  pro- 
ponents because  of  lower  perioperative  mor- 
bidity and  mortality  rates  and  perhaps  a lower 
incidence  of  long-term  complications  com- 
pared with  vagotomy  and  antrectomy.4-  8- 

A more  recent  surgical  alternative  for  peptic 
ulcer  disease  is  highly  selective  vagotomy.  " 14 
Several  studies  have  shown  that  highly  selec- 
tive vagotomy  is  followed  by  lower  operative 
morbidity  and  mortality  rates,  and  a lower 
incidence  of  long-term  side  effects  (dumping, 
diarrhea,  and  weight  loss)  than  truncal  va- 
gotomy combined  with  either  resection  or 
drainage.  However,  the  ulcer  recurrence 
rate  is  at  least  as  high  as  after  vagotomy  and 
pyloroplasty  (10 % -1591 ).  Since  ulcer  recur- 
rence can  be  more  effectively  treated  than 
most  of  the  postgastrectomy  syndromes,  an 
increasing  number  of  surgeons  are  performing 
highly  selective  vagtomy.  Even  if  the  recur- 
rence rate  was  209c  and  patients  with  recur- 
rence underwent  vagotomy  and  antrectomy, 
parietal  cell  vagotomy  would  still  have  lower 
overall  long-term  morbidity  and  mortality 
rates  than  vagotomy  and  antrectomy  in  a 
similar  group  of  patients.14  Although  this 
operation  was  initially  proposed  for  use  in 
elective  situations,  highly  selective  vagotomy  is 
also  efficacious  for  perforation,  certain  cases  of 
obstruction  and  bleeding,  and  possibly  gastric 
ulcers.1'  1 Despite  the  potential  ad- 

vantages of  this  procedure,  it  was  elected  in 
only  11%  of  patients  in  the  present  study. 

Two  thirds  of  patients  undergoing  operation 
for  hemorrhage  had  a resective  procedure. 
There  were  no  significant  differences  in 
morbidity  and  mortality  rates  for  vagotomy 
and  resection  compared  to  vagotomy  and 
drainage  although  the  latter  procedure  was 
selected  for  older  and  less  stable  patients. 
Both  Welch  et  al  and  Stone  and  coworkers18 
employed  vagotomy  and  antrectomy  in  80%  of 
patients  with  bleeding  duodenal  ulcer.  Mor- 
bidity and  mortality  rates  are  similar  for  good 
risk  patients  with  either  procedure  and  the  risk 
of  rebleeding  and  recurrences  are  less  with 
resection.1  ' 18  19 

Definitive  procedures  were  performed  at  the 
time  of  operation  for  perforated  ulcer  in  only 
21%  of  our  patients.  The  majority  of  patients 
undergoing  omental  patch  alone  were  more 
than  70  years  old.  had  perforated  more  than  12 
hours  prior  to  surgery,  and  had  significant 


peritonitis  on  abdominal  exploration.  Cout- 
softides  and  HimaP’  and  Sawyers  et  al21 
reported  similar  experiences.  However,  other 
authors  have  performed  definitive  procedures 
in  50%  to  60%  of  patients  with  perforated 
ulcers.JJ  24  Recurrent  ulcers  develop  in  as 
many  as  two  thirds  of  patients  after  omental 
patch  alone.  The  frequency  of  this  complica- 
tion is  highest  in  patients  with  previous 
symptoms  of  ulcer  disease.2  - ’ 27  Thus,  defini- 
tive procedures  should  be  performed  unless 
the  anticipated  morbidity  is  prohibitive.  High- 
ly selective  vagotomy  can  be  added  to  omental 
patch  with  minimal  additional  morbidity.21  24  28 

Summary: 

The  frequency  of  surgical  intervention  for 
gastric  and  duodenal  ulcer  disease  is  declining. 
Since  most  operations  are  performed  for 
complications  of  these  diseases,  morbidity  and 
mortality  rates  remain  high.  Resection  was 
often  selected  for  bleeding  ulcers  but  defini- 
tive procedures  were  performed  infrequently 
for  perforation.  Highly  selective  vagotomy  is 
being  utilized  increasingly  as  an  alternative  to 
truncal  vagotomy. 
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CASE  3-1987 

A 79-YEAR-OLD  white  female 
was  transferred  to  University 
of  Nebraska  Hospital  after  an 
attempted  suicide  because  of  chronic,  incapa- 
citating diarrhea  with  fecal  incontinence. 

Her  past  history  is  significant  for  diarrhea 
that  started  in  the  spring  of  1980.  It  was  an 
acute  onset  with  stool  frequency  varying  from 
4-25  times  per  day  without  flatulence,  cramp- 
ing or  warning,  and  often  involuntary.  She 
denied  the  presence  of  blood  or  mucous  in  her 
stools.  They  were  not  excessively  foul  smelling. 
She  had  no  history  of  fever,  chills,  nausea, 
vomiting,  jaundice,  or  tenesmus.  Her  diarrhea 
was  intermittent,  ceasing  for  periods  of  up  to 
three  months  and  lasting  as  long  as  four  to  five 
months.  The  diarrhea  was  not  aggravated  by 
particular  foods  or  milk  products.  She  traveled 
to  Tahiti  approximately  one  year  before  the 
onset  of  her  symptoms  and  takes  frequent 
trips  to  Colorado.  She  denied  drinking  well, 
stream,  or  mountain  water. 

She  had  been  hospitalized  four  times  in  the 
past,  (4/80,  8/80,  9/86,  and  12/86)  for 
diagnostic  evaluation  of  her  diarrhea.  A pre- 
vious diagnosis  of  giardiasis  was  made  in  the 
past.  She  has  received  treatment  with  met- 
ronidazole intermittantly  for  the  past  year. 
Other  treatments  include  codeine,  metoclo- 
pramide,  diphenoxylate  hydrochloride  with 
atropine  sulfate,  and  Lomotil,  all  without 
improvement.  Trials  of  Questran  and  Azulfi- 
dine  had  been  tried  in  the  past,  but  they  were 
both  poorly  tolerated,  causing  nausea  and 
vomiting. 

During  her  latest  hospitalization  prior  to 
transfer,  an  upper  GI  series  with  small  bowel 
follow-through  demonstrated  a small  hiatal 
hernia  with  mid-esophageal  diverticuli.  A 
barium  enema  exam  revealed  marked  redun- 
dency  of  the  colon  without  evidence  of 


diverticulosis,  mucosal  abnormalities,  or  con- 
stricting masses.  A colonoscopy  to  the  level  of 
the  hepatic  flexture  revealed  normal-appear- 
ing mucosa  with  normal  vasculature  and  no 
masses.  The  patient  was  transferred  for 
further  evaluation  of  diarrhea  and  psychiatric 
counseling  for  her  suicide  attempt. 

Her  past  medical  history  contained  the 
following  medical  problems:  1.)  hypertension  x 
10  years,  treated  with  hydrochlorothyazide 
and  propranolol,  well-controlled;  2.)  hypothy- 
roidism of  unknown  duration,  treated  with 
thyroid  hormone  30mgm/day;  3.)  polymyalgia 
rheumatica,  diagnosed  in  March  1984,  treated 
with  prednisone,  lOmg/day;  4.)  hypokalemia, 
secondary  to  diuretics;  5.)  compression  frac- 
ture of  T12  diagnosed  in  January  1986.  Past 
surgeries  include:  1.)  abdominal  aortic  aneur- 
ysm repair  in  July  1984;  2.)  hysterectomy  BSO 
in  1951.  She  is  allergic  to  penicillin.  Family 
history  is  non-contributory. 

Physical  exam  on  admission  demonstrated  a 
well-developed  well-nourished  elderly  female 
who  appeared  younger  than  her  stated  age. 
Vital  signs:  blood  pressure  lying  - 170/88  mm 
Hg,  upright  - 168/88  mm  Hg,  pulse  - 80/min., 
respirations  - 16/min.,  temperature  - 37.4°  C.; 
weight  - 66  kg.  The  skin  was  warm  and  dry 
without  lesions  or  rash.  No  palpable  adeno- 
pathy detected.  HEENT  was  within  normal 
limits  including  a normal  fundoscopic  exami- 
nation. Neck  was  supple  without  thyromegaly. 
Auscultation  of  the  chest  revealed  rales  on  late 
inspiration  bilaterally  throughout  the  posterior 
lobes.  The  breasts  were  without  mass,  dimp- 
ling or  retraction  and  no  axillary  adenopathy 
was  found.  The  heart  exam  revealed  a regular 
rate  and  rhythm  without  murmur,  click,  gallop, 
or  rub.  The  abdomen  was  soft  with  slightly 
hyperactive  bowel  sounds.  Previous  surgical 
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scars  were  noted.  The  liver  was  percussed  to 
be  approximately  12  cm  in  the  midclavieular 
line  with  palpable  edge  on  inspiration  3cm 
below  the  costal  margin.  The  rectal  exam 
demonstrated  erythema  about  the  perineal 
area  but  no  fistulas  were  found.  Sphincter  tone 
was  slightly  decreased.  The  rectal  vault  was 
normal  without  masses.  Stool  smear  was  heme- 
negative. The  extremities  showed  no  cyanosis, 
clubbing,  or  edema.  Neurologic  exam  was 
unrevealing. 

After  admission  to  the  hospital  her  hydro- 
chlorthiazide  was  discontined  and  her  pro- 
pranolol was  slowly  reduced.  The  following 
diarrhea-related  examinations  were  perform- 
ed. 

Stool  Studies: 

1 frequency  - 2-16  times/day,  average 
7/ day 

2.  24  hr.  volume  - 142  grams 

3.  WBC’s  - fecal  leukocytes  - negative 

4.  Sudan  stain  - negative  for  fat 

5.  quantitative  24  hours  stool  for  fat  x 3 - 
normal 

6.  phenolphthalein  - negative 

7.  ova  & parasites  - negative 

8.  cultures  for  enteric  pathogens  - negative 

9.  stool  sodium  - 29  meq/liter 
potassium  - 89  meq/liter  with  measured 

stool 

osmolality  of  254 

10.  C.  difficele  toxin  - negative 

Blood  Studies: 

1.  sodium  - 134,  potassium  - 4.1,  chloride  - 

102  C02  - 28 

2.  Serum  electrophoresis:  total  protein  - 
5.5  GM/DL,  albumin  - 3.4  GM/DL, 

alpha  1 - 0.22  GM/DL,  alpha  2 - 0.76 
GM/DL,  beta  0.5  GM/DL,  gamma  - 

0.62  (0.7  - 1.7) 

3.  TSH  - 17.0,  T4  - 0.8  NG/DL  (0.6  - 1.8), 

free  T3  - 1.2  NG/DL  (3.0  - 8.6) 

4.  Serum  B12  - 138  PG/ML  (230-1140), 

Folate  - 3.7  NG/ML  (2.2-117) 

5.  Calcium  - 8.1,  phosphorus  - 2.1 

6.  ESR  - 13  mm/Hr 

Special  Assays: 

VIP  - 34  PG/ML  (<50) 

Calcitonin  - 6 PG/ML  (basal  <14) 
Gastrin  - 75  PG/ML  (0-115) 

X-Ray  Studies: 

1.  Upper  GI  with  small  bowel  follow 


through  - normal  (previous  study) 

2.  Barium  enema  - normal  (previous  study) 

3.  Small  bowel  x-ray  - normal 

4.  LS  Spine  - T12  compression  fracture, 

degenerative  disk  disease,  arterio- 
sclerotic disease 

Small  Bowel  Studies: 

Aspirate  (O&P,  colony  count,  cultures) 

- negative 

Lacatose  tolerance  test: 

Grams  lactose  given  fast  Vfc  hr  1 hr  2 hr  3 hr 
84  96  140  142  111  110 

Schilling  Test  - 19%  labeled  B12 
excreted  in  24  hours  (N>10%).  This 
study  was  accomplished  without  in- 
trinsic factor. 

Upper  Endoscopy: 

1.  hiatus  hernia 

2.  torduous  distal  esophagus 

Anal  Rectal  Manometry: 

The  anal  sphincter  pressure  was  low, 
basal  pressure  measuring  between 
5 and  15  cm.  of  water.  Maximum 
squeeze  pressure  was  also  low  be- 
tween 20  and  30.  A response  to  bal- 
loon distension,  internal  anal  sphinc- 
ter relaxation,  and  external  sphincter 
contraction  were  observed  as  normal. 
However,  rectal  sensation  was  impair- 
ed; only  a faint  sensation  of  disten- 
sion was  felt  at  50  cc  of  air. 

Other  Studies: 

ANA  - negative 
Rheumatoid  factor  - 147  IU. 

A diagnostic  procedure  was  then  performed. 

Differential  Diagnosis 

DR.  DANIEL  SCHAFER:  This  case  is  not 
difficult  to  sum  up.  This  is  a 79-year-old  lady 
with  diarrhea  for  nearly  a decade.  She  has  had 
several  monumental  medical  workups  and 
there  is  no  obvious  reason  for  her  diarrhea. 
There  are  a few  things  that  are  missing  that  I 
wondered  about.  One  of  them  was  the  re- 
sponse of  her  diarrhea  to  fasting.  Is  there  any 
data? 

DR.  EAMONN  QUIGLEY:  I am  afraid  we 
were  unable  to  obtain  such  data  in  this  lady. 
First,  due  to  circumstances  beyond  our  control 
she  was  admitted  to  the  hospital  already 
fasting,  and  the  24-hour  stool  output  volumes 
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that  you  referred  to  previously  were  both 
obtained  while  she  remained  fasting.  Second, 
throughout  the  remainder  of  her  time  in  the 
hospital,  we  were  unable  to  obtain  respresen- 
tative  stool  volumes  while  she  ate  a “normal” 
diet,  as  either  the  preparation  for  or  the 
performance  of  various  tests  precluded  in- 
gestion of  a "normal”  diet  for  a prolonged  time. 

DR.  SCHAFER:  Also,  in  examining  her 
laboratory  data,  it  is  noted  that  her  gamma- 
globulin level  is  low  at  0.62,  just  below  the 
level  of  normal.  Were  quantitative  gamma- 
globulins performed  on  this  patient? 

DR.  QUIGLEY:  Yes.  Estimation  of  the 
major  immunoglobulin  classes  in  serum  failed 
to  reveal  a selective  immunoglobulin  deficien- 
cy. 

DR.  SCHAFER:  This  is  important  in  a 
differential  diagnosis.  I will  try  and  point  that 
out  later.  The  other  problem  is  a rheumatoid 
factor  of  147.  I do  not  know  the  units  of  that 
value. 

DR.  HOWARD  MONSOUR:  International 
units. 

DR.  SCHAFER:  So  this  is  an  elevated 
rheumatoid  factor,  but  probably  not  for  her 
age.  Is  that  correct? 

DR.  MONSOUR:  Correct. 

DR.  SCHAFER:  Today’s  topic  is  really  not 
diarrhea,  because  there  are  many  types  of 
diarrhea,  but  chronic  diarrhea  of  unknown 
etiology.  We  are  going  to  focus  the  differential 
diagnosis  on  that  as  opposed  to  acute  diarrheal 
syndromes  which  have  a vastly  different 
differential  diagnosis.  The  normal  physiology 
to  keep  in  mind  here  is  the  flow  rate  of  fluid 
through  the  gastrointestinal  tract.  In  the 
duodenum  the  normal  flow  rate  of  fluid  is  nine 
liters  per  day.  In  the  jejunum,  about  three 
liters  per  day  of  isotonic  fluid  reaches  the 
ileum.  At  the  ileocecal  valve  this  is  approxi- 
mately one  liter  per  day  as  progressive 
absorption  occurs  down  in  the  small  bowel 
again  of  isotonic  matter,  and  the  colon  then 
does  its  job  as  a major  absorptive  organ, 
dehydrating  the  fluid  that  reaches  it  to  an 
average  of  about  100  ml/day  of  isotonic, 
mostly  formed,  stools.  A disorder  somewhere 
in  the  bowel  allows  an  increase  in  total  volume. 

The  definition  of  diarrhea  is  one  that  is 


difficult  to  come  by,  but  from  the  patient  we 
have  before  us,  who  has  a total  volume  of  142 
grams  of  stool  per  day,  this  would  not  meet  the 
criteria  for  diarrhea  in  most  centers.  Most  GI 
study  units  would  demand  a stool  output  of 
200  grams  per  day.  A normal  person  mayhave 
up  to  about  160-180  grams  a day.  Most  people 
will  only  have  about  100  grams  a day.  So  this 
patient  did  not  technically  have  diarrhea. 

What  the  patient  did  have  was  increased 
frequency  of  stools  with  stool  number  up  to  20 
per  day.  Frequency  does  not  estimate  diarrhea 
volume.  Dr.  Fortran  has  studied  a group  of 
people  who  have  chronic  diarrhea.  If  one  plots 
stool  frequency  versus  the  stool  volume,  there 
is  a large  scatter  of  values.1  One  cannot 
estimate  stool  volume  from  stool  frequency. 
We  have  a patient  who  averaged  7 stools  a day 
and  the  stool  volume  was  142  grams.  She  does 
not  have  large  volume  diarrhea.  Because 
cannot  estimate  stool  volume  from  stool 
frequency,  it  is  very  important  to  have 
consistent  measurements  of  stool  volume.  As  a 
matter  of  fact,  I would  consider  that  the  single 
most  important  piece  of  data. 

The  next  most  important  piece  of  data,  if  we 
look  in  broad  differential  categories,  would  be 
the  response  of  diarrhea  to  fasting.  This  allows 
us  to  quickly  separate  dietary-related  diarrhea 
from  secretory  diarrheas.  Unfortunately,  we  do 
not  have  data  on  this  patient.  A pertinent 
published  paper  of  chronic  diarrheal  syn- 
dromes that  have  been  worked  up  and 
investigated  in  detail  at  a research  center  in 
Texas  was  by  Winter,  Price  and  Davis.1  This 
was  a summary  of  87  cases;  the  most  frequent 
cause  of  diarrhea  in  this  group  was  surrepti- 
tious drug  ingestion  ( 2 3 f/r ) . All  of  these  were 
women.  Irritable  bowel  syndrome  was  thought 
to  be  the  cause  of  16  percent.  Idiopathic  secretory 
diarrhea  was  present  in  15  percent.  An  entity 
that  I would  like  to  spend  a little  time  on,  bile 
acid  diarrhea,  was  found  in  10.3  percent; 
pancreatic  insufficiency  was  demonstrated  in  6 
percent.  Thirty  percent  of  patients  were 
undiagnosable  or  were  related  to  very  rare 
diseases. 

In  our  patient,  the  evidence  is  against  her 
taken  surreptitious  drugs.  A suicide  attempt 
in  order  to  stop  the  diarrhea  that  you  have 
induced  yourself  would  be  an  unusual  psycho- 
logical state.  The  evidence  that  she  had 
irritable  bowel  syndrome  is  lacking,  both  from 
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her  history  (did  not  have  pain  or  cramping)  and 
from  her  anal  rectal  manometry  which  showed 
she  was  not  overly  sensitive.  As  a matter  of 
fact,  she  had  decreased  sensitivity  to  balloon 
dilatation  of  the  rectum.  The  medical  literature 
tells  us  that  people  with  irritable  bowel 
syndrome  have  increased  rather  than  decreas- 
ed sensitivity  to  distention  of  the  rectum. 

Idiopathic  secretory  diarrhea  is  not  the  case 
in  this  patient.  Her  stool  volumes  are  too  small. 
I do  not  think  that  she  has  secretory  diarrhea, 
and  I will  try  and  show  you  that  by  calculation 
of  her  osmolality.2 

Bile-acid  induced  diarrhea  is  an  unusual 
syndrome  that  has  been  very  difficult  to 
define.  It  is  certainly  true  that  people  who  have 
ileal  disease  or  have  had  an  ileal  resection  will 
have  diarrhea  that  is  due  to  increased  bile  acid 
load  in  the  colon.  Also,  if  one  instills  bile  acids 
into  the  distal  colon,  one  can  induce  catharsis. 
There  are  a few  patients  in  the  literature  (less 
than  20)  who  have  had  chronic  diarrheal 
syndromes  that  have  responded  to  Questran. 
The  reason  that  I would  reject  this  diagnosis  is 
the  statement  that  “a  procedure  was  perform- 
ed.” If  this  had  been  a therapeutic  challenge  or 
some  other  less  specific  statement  than  “a 
procedure”  being  performed,  a Questran  chal- 
lenge would  strengthen  the  possibility  of  her 
having  bile-acid-induced  diarrhea.  Also,  there 
is  evidence  of  her  having  Questran  in  the  past 
without  resolution  of  her  symptoms.  There  is  a 
new  test  for  bile-acid-induced  diarrhea  using 
selenium  labeled  bile  acid  which  may  differen- 
tiate people  with  diarrhea  due  to  bile  acid 
secretions  from  other  people  with  chronic 
diarrhea  syndromes.1  But  I know  that  we 
do  not  have  this  test  available  to  us,  so  I think 
that  it  is  was  also  not  the  procedure  of  choice. 
So  although  bile-acid-induced  diarrhea 
remains  a diagnostic  possibility,  it  was  not  the 
diagnosis  in  our  patient.  Our  patient  did  not 
have  pancreatic  insufficiency.  She  had  no  fat  in 
her  stool  on  three  different  tests  so  we  can  rule 
out  pancreatic  insufficiency. 

Carbohydrate  malabsorption  can  cause 
chronic  diarrhea.  Our  patient  did  not  have 
diarrhea  that  was  related  to  food  ingestion. 
Ulcerative  colitis  is  always  found  in  a few 
patients  who  have  chronic  diarrhea.  I do  not 
think  this  is  a possibility.  Although  there  are 
people  who  have  ulcerative  colitis  who  do  not 
have  bloody  diarrhea,  it  would  be  unimagin- 


able for  a patient  to  have  chronic  ulcerative 
colitis  for  seven  years  with  repeated  hospitali- 
zations, consistently  heme-negative  stools,  and 
have  ulcerative  colitis  as  the  cause  of  her 
diarrhea.  I think  that  is  not  possible. 

I do  not  think  bacterial  overgrowth  is  a 
possibility  in  this  patient  who  has  had  no 
surgical  procedures  and  has  normal  x-ray 
findings.  We  are  left  with  a anal  sphincter 
defect.  I called  our  motility  expert,  Dr. 
Quigley,  to  interpret  the  elegant  anal-rectal 
manometry  that  this  patient  had  which  indeed 
showed  defects  both  in  her  basal  pressure  and 
maximal  pressure  of  her  anal  sphincter.  Now 
there  are  two  problems.  Could  age  or  seven 
years  of  diarrhea  have  influenced  the  anal 
rectal  manometry?  Dr.  Quigley,  if  I did  not 
misinterpret  him,  told  me  that  the  diarrhea 
would  not  and  the  age  may.  When  pressing 
him,  I asked  him  if  it  was  possible  that  her 
symptoms  were  caused  by  this  sphincter 
defect.  He  gave  me  an  unambiguous  “maybe 
not”.  Therefore,  I will  reject  her  anal  sphincter 
defect  as  the  cause  of  her  diarrhea  since  she 
did  have  sufficient  pressure  to  remain  contin- 
ent through  most  of  the  period  of  her  seven 
years. 

Total  villous  atrophy  is  an  unusual  cause  of 
diarrhea  and  is  not  the  problem  in  this  patient. 
She  may  have  cancer  although  several  of  the 
laboratory  tests  would  make  me  think  that  she 
did  not  have  cancer  related  to  her  major 
diarrheal  problems.  Such  cancers  could  in- 
clude pancreatic  cholera  with  a normal  VIP 
level.  I have  taken  care  of  over  ten  patients 
with  pancreatic  cholera,  and  only  seven  of 
them  had  elevations  in  their  VIP’s.  There 
certainly  are  people  who  have  pancreatic 
cholera  who  do  not  have  elevations  in  VIP’s. 
The  problem  here  is  that  she  did  not  have  a 
huge  volume  of  secretory  diarrhea.  Also,  these 
patients  must  receive  large  amounts  of  potassium. 
Our  patient  does  not  have  osmotic  diarrhea  or 
fistulas  simply  by  history  and  inspection.  What 
are  we  left  with  here?  She  did  not,  on  the  basis 
of  calcitonin  assay  and  the  gastrin  assay,  have 
either  Zollinger-Ellison  syndrome  or  a medul- 
lary carcinoma  of  the  thyroid. 

Let  us  examine  the  remainder  of  her  values 
which  were  garnered  during  this  extensive 
workup.  One  of  the  most  important  things, 
since  we  could  rule  out  most  of  the  things  in 
her  differential  diagnosis  from  history  and 
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physical  examination,  would  be  to  look  at  the 
stool  osmolality  and  the  so-called  osmotic  gap. 

The  osmotic  gap  for  stool  is  calculated  by 
multiplying  the  sodium  plus  the  potassium 
times  two  and  subtracting  that  from  the 
osmolality  of  the  stool  sample.2  In  patients  who 
have  an  osmotic  gap  of  less  than  0,  they  will 
have  a secretory  diarrhea.  If  they  have  an 
osmotic  gap  of  greater  than  160,  they  generally 
have  an  osmotic  diarrhea.  Those  that  are  in 
between  are  indeterminant.  Our  patient  has  an 
osmotic  gap  of  18  which  puts  her  in  the 
indeterminant  category.  So  I am  left  with  a 
lady  who  had  a large  workup  and  no  laboratory, 
x-ray  or  physiological  reason  for  having  chronic 
diarrhea. 

There  are  multiple  chronic  diarrheal  syn- 
dromes, including  infectious  causes.  For  in- 
stance, trichinosis  may  cause  chronic  diarrhea, 
and  this  patient  may  well  have  trichinosis.  But 
there  is  a syndrome  that  she  fits  very,  very 
well.  This  is  a rare  disease  known  as 
collagenous  colitis.4  This  is  a form  of  colitis 
described  in  fewer  than  100  patients.  It 
primarily  strikes  elderly  women,  although  the 
age  range  is  from  23  to  86,  the  mean  age  was 
54.  Women  were  favored  by  a 4 to  1 ratio.  The 
major  symptom  is  non-bloodv,  intermittant 
diarrhea  up  to  20  stools  a day,  and  the  diarrhea 
of  the  100  pateints  has  lasted  as  long  as  11 
years  and  usually  longer  than  three  years  in 
duration.  One  other  disease  has  been  associat- 
ed with  this  in  a minority  of  cases  and  that  is 
rheumatoid  arthritis.  Our  patient  did  have  an 
elevated  rheumatoid  factor.  The  x-ray  findings 
in  these  patients,  identical  to  our  patient,  is 
that  they  have  normal  x-rays,  both  of  the  colon 
and  of  the  upper  GI  tract.  The  stool  findings 
are  completely  non-specific.  The  serum  stud- 
ies also  show  no  elevation  or  changes  in 
hormone  levels.  The  endoscopic  findings  are 
mostly  normal  although  patchy  areas  of  edema 
or  colitis  have  been  identified  in  some  patients. 
The  pathologic  finding  is  a peculiar  linear 
subepithelial  fibrous,  acellular  band,  that  can 
range  from  7 to  100  microns  thick.  This  is 
dispersed  irregularly  throughout  the  colon. 
There  have  been  cases  where  this  has  been 
described  only  in  the  proctosigmoid  region  of 
the  colon.  Multiple  biopsies  may  have  to  be 
taken  to  identify  this  collagenous,  subepithel- 
ial band. 

The  differential  diagnosis  of  collagenous 


colitis  includes  ulcerative  colitis  and  micro- 
scopic colitis,  a syndrome  that  is  even  more 
poorly  defined  than  collagenous  colitis5  (See 
Table  1).  The  natural  history  and  even  the 
clinical  setting  of  microscopic  colitis  is  very 
poorly  defined.  It  is  different  on  a pathologic 
basis  in  that  it  does  not  show  the  fibrous  band 
but  it  does  show  small  amounts  of  pus  cells  in 
the  crypt  of  the  colon.  Now  the  one  reason  I do 
not  think  our  patient  had  this  is  that  she  really 
had  no  neutrophils  at  all  in  her  stool  specimen. 

Table  1 

DIFFERENTIAL  DIAGNOSIS  OF 
COLLAGENOUS  COLITIS 

ULCERATIVE  COLITIS 
MICROSCOPIC  COLITIS 
ISCHEMIC  COLITIS 
RADIATION  COLITIS 
AMYLOIDOSIS 
SYSTEMIC  SCLEROSIS 

Ischemic  colitis  is  a possibility  although  the 
normal  colonoscopy  would  tend  to  rule  that 
out.  She  was  not  exposed  to  radiation. 
Amyloidosis,  that  may  be  seen  in  relation  to 
polymyalgia  rheumatica  or  her  other  rheumatic 
complaints,  is  certainly  a possibility.  She  does 
not  have  systemic  sclerosis. 

Could  we  have  missed  an  infectious  cause? 
Can  these  cause  a diarrhea  without  white  cells 
in  the  colon?  That  is  absolutely  the  case  and  do 
not  think  that  infectious  causes  cannot  do  that. 
For  instance,  the  most  common  cause  of  acute 
diarrhea,  toxogenic  E.  coli  diarrhea,  is  not 
associated  with  white  cells  in  the  stools.  That 
is  because  it  is  a toxin  that  causes  the  diarrhea, 
not  the  infectious  agent  itself.  I do  not  think 
that  she  had  inflammatory  diarrhea.  She  does 
not  have  irritable  bowel  syndrome  on  the  basis 
of  her  anal  rectal  motility  and  absence  of  the 
pain  associated  with  that  syndrome.  She  does 
not  have  cramps. 

Laxative  ingestion  is  unlikely.  We  are 
depending  on  the  phenothaline  test,  although 
there  are  many  laxatives  that  are  not  detected 
bv  phenophthalein  or  stool  studies.  Drug 
induced  diarrhea  remains  a possibility.  She 
was  on  propranolol.  I am  certain  that  she  has 
spent  part  of  this  time  off  propraolol  and  her 
diarrhea  did  not  stop.  She  does  not  have 
diverticuli.  She  does  not  have  malabsorption. 
Hyperthyroidism  is  an  unlikely  cause  of  her 


144  Nebraska  Medical  Journal  May  1988 


diarrhea  since  her  TSH  was  elevated  and  her 
pulse  was  80. 

So  my  best  guess  is  that  the  procedures  that 
were  performed  were  probably  multiple  colon- 
ic biopsies  and  that  the  pathologic  findings  will 
be  subepithelial  fibrosis.  The  diagnosis  should 
be  collagenous  colitis.  The  treatment  of  this 
condition  and  the  response  to  treatment  is 
going  to  be  very  difficult.  Investigators  have 
suggested  that  steroids  may  be  the  best 
treatment  although  this  patient  was  on  ster- 
oids for  her  polymyalgia  rheumatica  and 
received  no  relief.  Another  treatment  suggestion 
is  Azulfidine.  The  patient  was  sensitive  to 
Azulfidine.  I do  not  think  the  clinicians  were 
brave  enough  to  try  that  again.  If  I am  not 
correct,  what  is  it? 

Well,  the  other  possibilities  are  the  things 
that  I could  not  determine,  particularly  bile 
salt  sensitivity  which  statistically  would  be  the 
next  most  common  cause.  An  occult  infection 
such  as  trichinosis  certainly  has  not  been  ruled 
out  and  is  possible  that  it  was  a different 
procedure  that  would  have  defined  that 
particular  illness.  And  the  last  possibility  is 
that  although  a duodenal  aspirate  has  been 
reported  to  be  normal,  you  wonder  about 
recurrent  giardiasis.  Hence,  my  interest  is  in 
the  immunoglobulins.  People  with  hypogam- 
maglobulinemia, especially  if  they  have  selective 
IGA  hypogammaglobulinemia,  will  be  con- 
stantly reinfected  with  giardiasis.  Multiple 
treatments  will  not  rid  them  of  their  giardiasis. 
They  will  just  immediately  become  reinfected. 
And  so  the  possibility  remains  that  the 
procedure  may  have  been  a laboratory  test  or 
another  duodenal  aspirate  to  show  the  recur- 
rence of  giardiasis  in  a patient  with  hypo- 
gammaglobulinemia. 

All  of  these  are  diagnostic  possbilities  in  this 
patient.  Because  she  fits  so  coolly  into  the 
category  of  collagenous  colitis,  I will  take  that 
as  my  best  guess. 

DR.  MONSOUR:  Dr.  Quigley,  what  was 
your  presumptive  diagnosis  at  this  time  with 
this  patient? 

DR.  QUIGLEY:  First  of  all,  I would  like  to 
compliment  Dr.  Schafer  on  what  has  been  an 
excellent  discussion  of  this  lady’s  problem.  In 
terms  of  presumptive  diagnosis  and  differen- 
tial diagnosis,  our  thoughts  at  this  stage  were 
very  much  in  line  with  those  outlined  by  Dr. 


Schafer.  However,  on  going  into  her  history,  we 
also  considered  some  other  factors  which 
might  have  been  relevant  to  her  symptom- 
otology. 

First,  we  wondered  whether  some  of  her 
medications,  in  particular  propranoloF  and 
the  thiazide  diuretic,8  might  have  been  rele- 
vant. However,  on  going  over  the  time  course 
of  these  medications  carefully  with  the  patient, 
she  was  unsure  as  to  whether  the  diarrhea  had 
antedated  or  followed  their  institution.  Never- 
theless, we  withdrew  both  drugs  but  failed  to 
significantly  influence  the  volume  of  stool 
output. 

Second,  we  were  also  concerned  that  incon- 
tinence rather  than  diarrhea  per  se  may  have 
been  the  underlying  problem.  Indeed,  it  had 
been  fecal  incontinence  and  the  need  to  live 
her  life  within  about  3 feet  of  the  bathroom 
which  had  finally  precipitated  this  lady’s 
suicide  attempt.  One  should  always  bear  in 
mind  that  many  patients  with  fecal  incon- 
tinence present  to  their  physician  complaining 
of  diarrhea,  being  too  embarrassed  to  spon- 
taneously volunteer  the  true  nature  of  their 
problem.9- 10  Of  further  interest,  this  lady  had  a 
myelogram  performed  at  another  hospital  a 
few  years  previously  which  had  demonstrated 
some  evidence  of  spinal  cord  compression. 
Therefore,  we  wondered  whether  there  might 
be  a primary  neurological  explanation  for 
incontinence  in  her  case.  However,  while 
anorectal  manometry  certainly  did  show  some 
abnormalities,  electromyography  failed  to  show 
evidence  of  any  abnormality  in  the  extrinsic 
innervation  to  the  anal  sphincter.  Furthermore, 
it  became  clear  from  examination  of  stool 
specimens  that  this  lady  did  indeed  have  true 
diarrhea,  suggesting  that  her  anorectal  dys- 
function played  an  exacerbating  rather  than  a 
primary  pathgentic  role. 

DR.  MONSOUR:  Thank  you.  We  have  Dr. 
Jones  from  the  Pathology  Department  to 
present  the  biopsy  results.  Multiple  colonic 
biopsies  were  obtained. 

DR.  JERRY  JONES:  The  diagnostic  pro- 
cedure that  was  performed  was  multiple 
biopsies  of  the  colonic  mucosa.  There  were  five 
of  them  there  were  submitted,  one  each  from 
the  hepatic  flexure,  the  transverse  colon,  the 
descending  colon,  the  sigmoid  colon  and  the 
rectum.  All  five  of  these  biopsies  were 
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abnormal,  and  all  of  them  revealed  essentially 
the  same  degree  of  abnormality.  The  most 
striking  feature  in  the  biopsy  specimens  was 
the  presence  of  an  inflammatory  infiltrate 
which  was  present  in  the  lamina  propria  of  the 
mucosa.  The  surface  mucosa  was  intact  in  all 
sections.  There  wrere  no  areas  of  ulceration. 
There  may  be  some  slight  decrease  in  the 
number  of  goblet  cells.  There  is  an  occasional 
poly  w’hich  is  present,  although  not  seen  here, 
involving  the  surface  of  the  epithelium.  But  the 
inflammatory  infiltrate  is  eye  catching  and 
again,  in  all  of  the  specimens,  appeared  to  be 
of  about  the  same  magnitude.  We  would 
classify  this  as  a moderate  inflammatory 
infiltrate.  It  is  a mixed  inflammatory  infiltrate, 
with  plasma  cells  and  lymphocytes  admixed 
with  moderate  numbers  of  eosinophils  and 
occasional  polys.  There  are  no  areas  of 
cryptitis.  There  are  no  crypt  abscesses.  As  in 
this  photomicrograph,  the  overall  architecture 
of  the  mucosal  glands  is  preserved  and  there  is 
no  apparent  gland  disorientation  or  gland 
distruction  (Figure  1). 

FIGURE  1 


Pertinent  to  Dr.  Schafer’s  diagnosis,  colla- 
genous colitis  is  characterized  by  a thickened, 
hyalinized,  eosinophilic  band  just  beneath  the 
surface  epithelium.  The  band  can  vary  in 
thickness.  Normal  thickness  is  somewhere 
around  seven  microns.  In  most  cases  of 
collagenous  colitis  it  will  be  greater  than  ten 
microns  in  thickness  and  some  can  be  up  to 
100  microns  in  thickness.  Some  people  have 
correlated  the  degree  of  diarrhea  with  the 
thickness  of  the  collagenous  band  beneath  the 
epithelium.  It  is  seen  predominantly  in  the 
intercryptal  areas  beneath  the  surface  epithe- 
lium. In  all  of  the  sections  that  we  examined, 
we  did  not  see  any  thickened  subepithelial 
collagenous  band  which  some  people  refer  to 
as  a basement  membrane.  The  other  inflam- 
matory features  in  the  mucosa  would  be 
consistent  with  collagenous  colitis  in  that,  in 
addition  to  the  thickened  subepithelial  base- 
ment membrane,  there  may  be  non-specific 
inflammatory  infiltrate  in  the  lamina  propria. 
Again,  importantly,  there  are  no  ulcerations. 
There  are  no  crypt  abscesses.  There  are  no 
granulomas  which  are  identified  in  any  of  the 
sections. 

The  next  slide  is  a little  higher  power.  We 
see  the  surface  epithelium  here  and,  again,  we 
can  see  the  inflammatory  infiltrate  which  is 
about  the  same  as  we  saw  in  the  previous  slide. 
Overall  the  glands  appear  relatively  intact, 
without  any  distortion  of  gland  architecture. 
We  can  see  some  of  the  pink  cells  which  are 
eosinophils.  Here  at  a higher  power,  again,  we 
can  see  the  nice  pink  eosinophils  which  are 
present.  Polys  are  quite  sparse  although  the 
eosinophils  are  reasonably  prominent  and  are 
scattered  amongst  the  plasma  cells  and  lym- 
phocytes. Here  again,  is  a higher  power  view 
showing  the  plasma  cells,  the  lymphocytes, 
the  eosinophils,  and  a rare  poly.  Dr.  Schafer 
did  mention  that  in  microscopic  colitis, 
in  addition  to  the  mixed  inflammatory  in- 
filtrate, there  may  be  involvement  of  the 
glands  and  crypts  by  polys  leading  to  cryptitis 
or  frank  crypt  abscesses.  However,  that  is  not 
present  in  all  cases.  (Figures  2,  3,  4). 

The  changes  present  in  these  biopsy  speci- 
mens are  non-diagnostic  by  themselves  and 
consist  of  non-specific  subacute  and  chronic 
inflammation.  However,  in  association  with  the 
clinical  history  and  clinical  findings,  the  biopsy 
findings  would  certainly  be  consistent  with  the 
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FIGURE  2 


FIGURE  3 


FIGURE  4 
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changes  that  have  been  described  in  micro- 
scopic colitis.  Therefore,  the  biopsy  findings  in 
this  case  were  read  as  consistent  with  micro- 
scopic colitis,  in  association  with  the  clinical 
history  and  clinical.  FINAL  DIAGNOSIS: 
Microscopic  Colitis. 

In  this  disease,  as  reflected  in  these  biopsy 
specimens,  this  is  diffuse  involvement  of  the 
entire  colon  and  all  of  the  biopsies  from 
multiple  sites  usually  reveal  about  the  same 
degree  of  charge.  There  are  some  cases  where 
the  biopsies  have  been  reported  as  appearing 
relatively  normal  in  some  sites,  or  varying  in 
some  degree  from  site  to  site.  But,  in  general, 
all  of  the  colon  is  involved  and  each  of  the 
biopsy  specimens  reveal  similar  changes.  As 
far  as  collagenous  colitis  is  concerned,  the 
thickness  of  the  subepithelial  basement  mem- 
brane may  vary  from  biopsy  site  to  biopsy  site. 
Some  people  have  described  the  collagenous 
membrane  as  being  much  thicker  in  the 
proximal  colon  and  of  normal  thickness  in  the 
rectal  biopsy  in  some  cases.  So,  if  the  possibility 
of  collagenous  colitis  exists,  a single  rectal 
biopsy  could  be  misleading  and  multiple 
biopsies  should  be  obtained  for  complete 
evaluation. 

DR.  JOHN  FOLEY:  Are  there  any  studies 
on  the  lymphocytes  looking  at  their  elonality  or 
DNA  studies  on  them? 

DR.  JONES:  Not  that  I am  aware  of.  As  far 
as  I know,  both  of  these  diseases  have  been 
recently  described  in  the  literature.  We  have 
not,  to  my  knowledge,  had  any  cases  of 
collagenous  colitis.  This  is  the  only  case  that 
wTe  have  diagnosed  as  microscopic  colitis. 
Microscopic  colitis  wras  initially  described, 
although  not  named  as  such,  in  1980.  It  was 
not  until  1982  that  Dr.  Kingum  described  the 
associations  more  carefully.  So  it  has  only  been 
in  the  last  four  or  five  years  that  this  disease 
has  obtained  more  prominence  and  very  few 
cases  have  been  described.  I know  of  no  one 
who  has  done  any  studies  characterizing  the 
lymphocytes  in  the  inflammatory  infiltrate 
or  who  has  performed  any  DNA  studies. 

DR.  SCHAFER:  I think  the  reference  here  in 
the  list  gives  the  most  recent  studies.  It  does 
not  contain  any  immunologic  studies  at  all. 

DR.  MONSOUR:  Dr.  Quigley,  would  you  be 
able  to  give  a follow  up  on  the  patient? 


DR.  QUIGLEY:  We  did  in  fact  “bite  the 
bullet”  in  this  case,  and  despite  her  past 
history  of  intolerance  to  the  drug,  commenced 
Azulfidine,  but  unfortunately  she  failed  to 
tolerate  it  even  in  doses  as  low  as  125  mg. 
daily.  Largely  on  a speculative  basis,  she  was 
discharged  on  Cholestyramine,  and  I am 
pleased  to  report  that  she  has  been  doing  very 
well  on  this  regime.  Her  physician,  who  I spoke 
to  a few  days  ago,  has  titrated  the  dose  of 
Cholestyramine  to  a level  that  she  can  tolerate 
without  nausea  yet  wThich  keeps  the  number  of 
stools  down  to  3-4  per  day.  As  these  stools  are 
reasonably  well  formed,  she  is  coping  pretty 
well  and  remains  continent.  I am  at  a loss  to 
explain  why  she  should  have  improved  with 
Cholestyramine,  as  I am  unaware  of  any 
relationship  between  bile  salt  malabsorption 
and  the  condition  of  microscopic  colitis.  Final- 
ly, I would  like  to  comment  that  it  is  my 
impression,  having  read  the  papers  which  Dr. 
Schafer  has  alluded  to,  that  collagenous  colitis 
and  microscopic  colitis  probably  form  part  of  a 
spectrum  of  the  same  disease. 

DR.  SCHOLER:  I had  a question  about  the 
rectal  pressures.  I found  it  very  interesting  that 
the  patient  felt  only  a faint  sensation  of 
distention  at  50cc  of  air.  Did  you  feel  that  was 
a normal  change  of  aging  or  in  some  way 
related  to  her  disease? 

DR.  QUIGLEY:  Impairment  of  rectal  sensa- 
tion and  loss  of  rectal  compliance  have  both 
been  well  described  in  patients  with  chronic 
ulcerative  colitis.11  However,  as  far  as  I know, 
studies  of  anorectal  function  have  not  been 
performed  in  patients  with  either  microscopic 
or  collagenous  colitis.  As  the  loss  of  compli- 
ance in  chronic  ulcerative  colitis  patients  is  felt 
to  be  due  to  reduction  in  rectal  volume 
consequent  on  mural  fibrosis,  and  as  the 
histological  changes  in  microscopic  colitis  are 
confined  to  an  inflammatory  infiltrate  alone, 
one  would  speculate  that  compliance  should 
be  normal.  I certainly  do  feel  that  this  lady’s 
rectal  sensation  was  abnormal  and  contributed 
to  her  clinical  problem  by  predisposing  her  to 
incontinence  in  the  presence  of  a liquid  stool,12 
but  I am  unable  to  provide  a pathological  basis 
for  this. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Presacral  Mass 


JOE  STAVAS,  M.D. 


CLINICAL  HISTORY:  62  year  old  male,  6 months  status  post  abdominal- 
perineal  resection  for  rectal  cancer.  Now  with  new  perineal  pain.  Normal  CEA  Level. 

ILLUSTRATIONS: 


Figure  1 — CT  scan  through  lower  pelvis  showing  a discrete  presacral  mass 
(arrows). 


Figure  2 — Patient  in  prone  position  for  biopsy.  Percutaneous  CT  guided 
transgluteal  biopsy  needles  in  central  and  peripheral  portion  of  mass  (arrows). 
Biopsy  positive  for  maglignant  cells. 
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COMMENTS: 

This  case  demonstrates  a common 
concern  after  an  A-P  resection; 
is  there  recurrent  tumor?  The 
virgin  presacral  space  consists  of  the  lower 
sigmoid  mesocolon  and  mesorectum,  both 
predominately  fat  containing  structures  attached 
to  the  sacrum  with  a peritoneal  wrap  through 
which  nerves  and  vessels  course.  During 
imaging  with  CT  or  MRI  only  the  mesentery 
fat  is  wholely  appreciated,  between  the  bony 
sacrum  and  lower  sigmoid  and  rectal  walls. 
Following  an  abdominal  perineal  resection  the 
presacral  space  is  altered  during  removal  of 
the  rectum  and  replaced  with  “postsurgical 
changes”,  mainly  fibrosis.  On  the  first  post- 
operative CT  scan,  the  answer  to  the  question 
of  recurrent  tumor  cannot  be  answered  defin- 
itely since  there  will  be  tissue  edema,  hemor- 
rhage, and/or  pelvic  fluid. 

Many  clinicians  routinely  follow  post  A-P 
resection  patients  with  serial  CT’s  (figure  1).  If 
there  is  an  enlarging  mass  on  CT  or  if  new 
clinical  symptoms  develop  such  as  perineal 
pain  or  irritation  then  recurrent  tumor  is  highly 
suspicious.  CEA  levels  may  be  elevated  or 
normal  as  in  this  case.  MRI  can  also  image  the 
postoperative  pelvis.  Currently  there  is  little 
agreement  as  to  specific  signal  characteristics 
that  allow  tumor  vs.  scar  differentiation.  A 
definite  advantage  over  CT  is  in  the  patient 
with  numerous  surgical  staples  that  cause 
prohibitive  streak  artifacts  that  obscure  pre- 
sacral anatomy.  Pelvic  surgical  staples  or  clips 
are  not  a contraindiction  to  MRI  scanning.  On 
the  horizon  are  radionuclide  tumor  markers 
that  will  seek  out  recurrent  tumor  on  a near 
microscopic  level,  long  before  gross  mass 
changes  take  place. 

A diagnosis  of  tumor  can  easily  be  made 
with  a percutaneous  transglutealsciatic  foramen 
needle  biopsy  under  CT  guidance  (figure  2).  A 
skinny  needle  (22  gauge)  is  usually  of  adequate 
size  in  retrieving  diagnostic  cells  and  the 
procedure  can  be  safely  performed  as  an  out- 
patient. We  routinely  perform  out-patient 


biopsies  in  this  type  of  patient  with  two  to  four 
hours  of  postprocedure  observation.  (Some 
biopsies  of  visceral  organs  and  chest  lesions 
may  require  a longer  observation  period  but 
can  still  be  performed  on  an  out-patient  basis). 

Besides  recurrent  cancer  and  fibrosis,  addi- 
tional postoperative  presacral  masses  may 
occur  such  as  an  abscess  or  infected  hematoma 
and  are  easily  detected  by  CT. 

Other  presacral  masses  may  occur  in  the 
nonoperative  patient.  Drop  metastasis  (pri- 
marily from  a GI  source)  and  appendiceal, 
tubo-ovarian,  or  diverticular  abscesses  also 
frequent  the  presacral  space.  Transgluteal 
diagnostic  aspiration  and  therapeutic  tube 
drainage  often  spare  surgery  and  speed  recovery. 

The  presacral  space  is  best  imaged  by  CT 
and  any  abnormal  mass  in  this  area  is 
suspicious  for  pathology.  Disease  location  and 
extent  can  be  determined  and  an  exact 
diagnosis  made  by  needle  aspiration  with 
therapeutic  drainage  in  the  case  of  abscess  or 
other  large  fluid  collections. 
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SIXTY  YEARS  AGO 


A Menace  of  Modern  Surgery 


G.  D.  REMY,  M.D.,  Ainsworth,  NE 
Nebraska  State  Medical  Journal 
May  1927 


The  last  fifty  years  has  witnessed  a wonderful 
advancement  along  all  scientific  lines;  not  the 
least  of  which  has  been  in  the  science  of  medicine 
and  surgery.  Of  the  two  most  prominent  divi- 
sions of  medical  science,  internal  medicine  and 
surgery,  it  would  be  impossible  to  say  which  had 
made  the  greater  advancement;  but  it  is  safe  to 
say  that  the  advancement  in  surgery  has  been 
much  the  more  spectacular. 

Before  the  discovery  of  a safe  general  anes- 
thetic, surgical  operations  were  performed  only 
in  the  most  extreme  cases.  After  the  discovery 
of  ether  and  chloroform,  the  operation  being  less 
trying  upon  both  patient  and  Surgeon,  surgery 
became  more  popular.  But  it  was  not  until  along 
in  the  sixties,  after  Pasteur  had  shown  that  fer- 
mentation and  putrefaction  were  caused  bv  the 
presence  of  countless  living  organisms,  and  that 
the  processes  could  be  prevented  by  means  of 
asepsis  and  antisepsis,  that  surgery  took  on  real 
activity,  and  men  became  truly  skilled  in  the  art 
of  surgery. 

It  is  within  the  last  twenty-five  or  thirty  years, 
well  within  the  professional  lifetime  of  surgeons 
still  living  and  operating,  that  surgery  has  made 
its  most  wonderful  strides.  The  skilled  surgeon 
of  today  is  almost  a miracle  worker.  He  cuts 
his  way  into  the  interior  of  a human  body,  enters 
fields,  which  until  a generation  ago,  were  for- 
bidden territory  and  removes  offending  tissue? 
with  as  much  assurance  as  the  automobile  me- 
chanic raises  the  hood  of  your  car  and  tests  out 
the  different  parts.  His  assurance  is  not  assum- 
ed. it  is  real,  because  he  knows  his  anatomy  and 
his  pathology,  and  he  knows  perfectly  what  he 
mav  or  may  not  do  safely. 

There  is  nothing  at  all  spectacular  about  the 
action  of  internal  medicine.  It  acts  slowly  and, 
not  always,  too  surely,  but  it  acts;  and  the  skilled 
internist,  familiar  with  the  workings  of  the  hu- 
man system  in  sickness  and  in  health ; and,  with 
the  potency  of  his  drugs,  and  their  effect  upon 
the  human  organism,  in  health  and  disease,  may 
be  almost,  if  not  quite,  as  certain  of  his  results  as 


the  man  with  the  knife.  But  the  skill  of  the  in- 
ternist is  masked  under  a gradual  improvement 
and  a slow  recovery  of  the  patient  and  makes  no 
appeal  to  the  general  public.  Even  the  doctor 
often  becomes  disgusted  with  himself  and  all 
drugs  on  account  of  the  slowness  with  which  the 
patient  responds  to  treatment. 

But,  with  surgery,  everything  is  different. 
There  is  the  bustle  of  preparation  for  the  opera- 
tion : the  white  gowned,  and  masked,  surgeon 
with  his  attendent  helpers ; the  anesthetizing  of 
the  patient:  the  operation,  with  the  blood  flowing 
freely;  then  the  closing  and  dressing  of  the 
wound,  and  the  putting  of  the  patient  to  bed, 
where  he  soon  passes  out  or  gets  better,  either  of 
which  results  is  satisfactory  to  the  untrained,  un- 
thinking mind.  Yes,  every  thing  about  an  oper- 
ation is  spectacular;  and  herein  lies  one  of  the 
menaces  of  modern  surgerv.  Not  every  man  is 
so  constituted  by  nature  as  to  become  a success- 
ful surgeon,  and  but  few  of  us  are  able  to  recog- 
nize our  limitations. 

The  trend  of  the  times  is  toward  operation, 
and  more  operations.  Thousands  are  being 
swept  along  with  the  tide  into  the  field  of  oper- 
ative surgery  who  would  have  been  able  to  ren- 
der much  more  valuable,  and  much  less  danger- 
ous service,  to  mankind,  as  automobile  me- 
chanics or  blackmiths,  than  as  surgeons.  Gen- 
eral anesthesia  and  a knowledge  of  antisepsis 
has  made  it  easy  for  the  merest  tyro  to  cut  into 
the  human  bodv  and  then  heal  the  wound.  But 
cutting  and  healing  is  only  an  insignificant  part 
of  scientific,  successful  surgery.  Knowing  when 
to  cut.  how  to  cut.  and  what  not  to  cut ; along 
with  knowing  what  to  do  after  you  have  cut,  are 
the  essence  of  successful,  scientific  surgery,  and 
no  one  without  this  knowledge  should  be  allowed 
to  operate  except  in  the  case  of  an  emergency. 

It  has  never  been  positively  determined  just 
which  route  man  took  in  his  evolution  from  the 

protoplastic  state  to  his  present  condition  ; but  1 
have  heard  it  intimated  that  he  came  by  way  of 
the  peacock  route.  The  peacock  loves  to  spread 
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his  tail  and  strut.  He  wants  to  be  noticed  and 
admired  by  the  crowd.  We  are  all  very  much 
like  the  peacock,  we  love  the  acclamation  of  the 
people.  The  showy  surgical  operation ; the  man 
with  nerve  to  cut.  like  the  chiropractors  ad,  hold 
a strong  appeal  for  a credulous  public,  and  finds 
them  ready  to  acclaim  him,  almost,  a superman. 
This  love  of  acclamation  leads  many  a good  man 
away  from  some  field  of  usefulness,  where  he 
might  be  a help  and  a stay  to  his  fellow  man,  in 
time  of  neetl,  into  realms  demanding  larger  cali- 
bre, more  accurate  knowledge,  greater  skill  and 
training  than  he  possesses,  and  makes  of  him  n 
menace  instead  of  a help  to  his  fellow. 

It  is  easy  to  lure  a medical  student  away  from 
a lecture  on  anatomy  or  theory  and  practice  of 
medicine,  or  some  other  dry  subject,  but  it  is  rare, 
indeed,  that  he  misses  a surgical  clinic.  But  there 
is  another  lure,  stronger,  perhaps,  than  the  lure 
of  vanity,  which  is  active  in  drawing  young  men 
into  the  field  of  operative  surgery.  It  is  the  lure 
of  the  almighty  dollar.  The  wide  difference  in 
the  size  of  the  fee  in  the  average  medical  or  ob- 
stetrical case  and  the  average  surgical  case,  is 
not  a difference  based  on  difference  in  intelli- 
gence, education,  ability  or  skill  of  the  operator; 
but  a difference  which  is  made  possible  through 
the  credplity  of  the  people,  and  their  propensity 
for  being  humbuged  and  imposed  upon. 

Would  any  sane  minded  individual  claim  that 
it  took  a higher  grade  of  intelligence,  more  edu- 
cation, a longer  period  of  study,  or  more  skill  to 
perform  a simple  appendectomy  than  to  conduct 
a woman  through  the  lying-in  period?  Of 
course,  not.  He  knows  better  than  to  attempt 
it  before  an  intelligent  medical  audience;  and 
yet,  the  average  fee  in  the  one  case  is  from  $25.00 
to  $50.00  and  in  the  other  from  $100.00  to 
$250.00  owing  to  the  patient’s  ability  to  pay.  Take 
another  illustration,  that  of  a laparotomy  for  the 
removal  of  a pus  tube,  and  compare  it  with  a 
case  of  pneumonia.  Would  any  one  claim  that 
it  takes  more  time,  a higher  grade  of  intellect, 
more  thought  and  Study  to  safely  conduct  the 
former  case  than  the  latter.  Of  course,  not. 
And  yet,  the  fee  in  the  former  case  will  vary 
from  $150.00  to  $500.00,  owing  to  the  ability  of 
the  patient  to  pay,  and  the  surgeon’s  gall  and 
ability  to  charge;  and  in  the  latter,  from  $50.00 
to  $75.00,  owing  to  the  duration  of  the  disease 
and  the  distance  of  the  patient  from  the  doctor’s 
office.  Is  it  any  wonder  that  so  many  doctors 
are  anxious  to  do  a little  surgery  to  help  in  keep- 
ing the  'wolf  from  the  door?  Another  menace 
of  surgery  is  the  habit  of  thought  it  engenders, 
and  its  influence  upon  the  number  of  operations 
performed;  and  this  applies  to  all  surgeons,  skill- 


ed and  unskilled. 

I began  the  practice  of  medicine  long  enough 
ago  to  come  in  contact  with  the  old  army  surgeon 
who  served  through  the  Civil  war.  As  a rule, 
they  were  strong,  able  men,  and  not  bad  surgeons 
for  their  day  and  time;  but  they  were  not  con- 
sidered good  counsel  in  the  case  of  an  accident. 
During  the  war  of  The  Rebellion  the  lack  of 
knowledge  of  antiseptics,  and  their  value  in  all 
operations,  as  well  as  the  lack  of  facilities  for 
the  care  of  the  wounded  made  conservative  sur- 
gery almost  nil.  The  surgeon  sacrificed  limbs 
freely  for  the  sake  of  saving  the  soldier’s  life,  and 
in  so  doing  established  a habit  of  thought  which 
he  carried  with  him  into  civil  practice.  Now  a 
surgeon,  performing  many  operations,  acquires 
the  surgeon’s  habit  of  thought.  He  views  all 
cases  from  the  surgeons’s  point  of  vision,  and 
sees  just  how  easy  the  whole  matter  can  be 
remedied  by  a little  cutting,  which,  to  him,  sig- 
nifies nothing.  He  is  honest  in  his  convictions. 
He  believes  the  operation  to  be  for  the  best 
interest  of  the  patient.  But  at  this  point,  as  1 
have  several  times  done,  call  in  an  internist,  a 
diagnostician,  a man  who  does  no  surgery,  and 
observe  the  difference  in  the  point  of  view.  He 
is  a conservative,  and  at  once  sees  how  all  the 
trouble  can  be  removed  by  taking  a little  time; 
and  many  times  he  is  right ; thus  saving  the  pa- 
tient a surgical  fee  as  well  as  the  discomfort  of 
an  operation. 

Now  if  this  habit  of  thought  can  influence 
the  real  surgeon,  where  the  fee  is  never  an  ob- 
ject, how  much  greater  will  be  its  influence  with 
the  man  who,  though  not  in  reality  a surgeon,  for 
there  is  a real  difference  between  a surgeon  and 
a man  who  cuts,  is  nevertheless  performing  oper- 
ations ; and  where  the  fee  is  one  of  the  main  con- 
sideration ! Perhaps  the  internal  medicine  man 
is  as  prone  to  acquire  a habit  of  thought  in  line 
with  his  work,  as  the  surgeon,  and  become  too 
conservative,  and  deny  an  operation  where  an 
operation  is  really  necessary.  To  prevent  an 
error  in  either  direction  it  might  be  well  to  make 
universal  a custom  which  is  being  practiced  now, 
in  most  of  the  better  hospitals,  of  having  the  pa- 
tient examined  by  both  the  diagnostician  and 
the  surgeon  before  a decision  is  arrived  at. 

The  degree  of  Doctor  of  Medicine,  as  con- 
ferred by  our  medical  schools,  bestows  upon  the 
recipient  the  right,  when  he  has  passed  the  State 
Board  of  Examiners,  to  practice  both  medicine 
and  surgery.  This  is  as  it  should  be.  There 
are  constantly  arising,  in  the  work  of  the  general 

practitioner,  emergencies  where  it  is.  imperative 
that  he  do  a little  surgery,  but  there  should  be 
limitations. 
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The  College  of  Surgeons,  notwithstanding  the 
fact  that  they  were  accused  of  trying  to  monop- 
olize the  whole  field  of  surgery,  is  a step  in  the 
right  direction,  but  it  does  not  go  far  enough. 
The  society  was  not  organized  with  any  monop- 
olistic idea  in  view,  but  to  protect  the  people. 
But  its  requirements  are  not  high  enough.  Al- 
most any  doctor  who  has  performed  a few  suc- 
cessful operations,  saying  nothing  of  those  that 
were  unsuccessful,  may  be  able  to  get  recom- 
mendations which  will  admit  him  to  membership 
in  the  society.  The  society,  itself,  recognizes 
that  some  such  mistakes  have  been  made,  but 
they  are  powerless  to  correct  them.  There  should 
be  certain  requirements  as  to  time,  education, 
ability  and  experience,  before  any  man  was  al- 
lowed to  work  as  a general  surgeon ; and  this 
experience,  should  not  be  gained  at  the  expense 
of  the  life  and  health  of  the  general  public.  Any 
doctor  wishing  to  set  himself  up  as  a general 


surgeon  should  be  compelled,  first,  to  serve  an 
apprenticeship,  of  a fixed  term  of  years,  under  a 
recognized  reputable  surgeon.  Not  only  assist- 
ing him,  but  performing  the  different  operations 
under  his  supervision  and  with  his  assistance; 
and  then  to  pass  a satisfactory  examination  be- 
fore a competent  body  of  surgeons.  If  this  were 
done  it  would  destroy  our  right  to  complain 
about  high  surgical  fees.  They  would  be  en- 
titled to  large  fees  and  other  doctors  and  the 
general  public-  would  recognize  this  right. 

Why  electrocute  a criminal  for  killing  another 
criminal  in  a bootleggers  war  over  the  division 
of  spoils,  and  allow  men  to  go  on  learning  surgery 
at  the  expense  of  the  lives  and  health  of  a credu- 
lous public?  The  crime  element,  in  the  one 
case,  may  be  greater  than  the  other,  but  the  vic- 
tim, in  either  case,  is  equally  dead. 
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What  Is  The  Nebraska  Medical  Association? 


L.  DWIGHT  CHERRY,  M.D. 
President,  Nebraska  Medical  Association 


By  the  time  this  President’s  Page  is  published 
in  the  Journal,  you  will  have  a new  president, 
Doctor  C.  A.  McWhorter.  I have  known  and 
respected  Mac  for  many  years,  but  during  the 
last  year  when  he  has  been  President-Elect,  I 
have  gotten  to  know  him  better  and  respect 
him  even  more.  You  can  look  forward  to  a 
productive,  fruitful  year  under  Doctor  Mc- 
Whorter’s direction. 

During  the  last  year  as  President  and  even 
before  as  President-Elect  and  as  a Board 
member,  I was  frequently  asked  by  younger 
members  of  the  medical  profession  what  is  the 
Nebraska  Medical  Association  and  how  does  it 
function?  I shall  attempt  to  briefly  outline 
answers  to  these  questions  largely  taken  from 
the  articles  and  bylaws  of  the  Nebraska 
Medical  Association.  Anybody  wishing  further 
details  and  information  can  secure  copies  of 
these  articles  of  incorporation  and  the  bylaws 
from  the  Association  office  upon  request. 

I shall  quote  the  seven  listed  purposes  as  I 
feel  they  are  the  most  essential  part  of  the 
articles  of  incorporation.  The  purposes  of  this 
Association  are  as  follows: 

1.  To  advance  the  science  and  art  of 
medicine; 

2.  To  elevate  the  standard  of  medical 
education; 

3.  To  improve  public  health; 

4.  To  disseminate  to  its  members  and  others 
facts  and  opinions  relating  to  medical  know- 
ledge, treatment  and  procedures; 

5.  To  provide  a vehicle  for  fellowship  among 
those  engaged  in  the  practice  of  medicine  in 
the  State  of  Nebraska; 

6.  To  provide  for  an  association  of  Nebraska 
physicians  to  cooperate  with  the  American 
Medical  Association  in  appropriate  areas; 

7.  To  monitor  proposed  legislation  and  to 


L.  Dwight  Cherry,  M.D. 


provide  facts  and  opinions  to  state  and 
government  officials  on  matters  pertaining  to 
public  health  and  to  the  interest  of  its 
members. 

The  structure  and  function  of  the  Nebraska 
Medical  Association  are  designed  to  carry  out 
the  above-mentioned  purposes.  The  Nebraska 
Medical  Association  consists  of  component 
societies  which  are  county,  or  district  medical 
societies,  house  officer  associations,  and  med- 
ical student  associations  throughout  the  state. 
These  component  societies  get  their  charter 
from  the  Nebraska  Medical  Association.  They 
may  organize  in  any  manner  that  they  see  fit  as 
long  as  their  organization  does  not  conflict 
with  the  articles  and  bylaws  of  the  Nebraska 
Medical  Association. 

Membership  in  the  Nebraska  Medical  Asso- 
ciation is  attained  by  first  becoming  an  active 
member  in  a component  society.  Every  reput- 
able physician  licensed  in  the  State  of  Nebraska 
holding  a degree  of  doctor  of  medicine  or 
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bachelor  of  medicine  and  every  reputable 
osteopath  licensed  in  the  State  of  Nebraska 
shall  be  eligible  for  membership  in  a component 
society  and  thus  in  the  Nebraska  Medical 
Association.  This  wide-spread  professional 
representation  is  the  strength  of  the  societies 
and  the  Association.  In  this  day  and  age  of 
many  detractors  to  the  profession,  united 
strength  is  vital. 

The  House  of  Delegates  is  the  legislative 
body  of  the  Association.  The  delegates  are 
elected  by  the  component  societies.  They  are 
the  body  that  holds  the  ultimate  decision- 
making powers  in  the  Nebraska  Medical 
Association.  They  meet  at  least  twice  annually 
and  are  an  extremely  democratic  body.  Their 
studies  and  deliberations  are  carried  out  first 
by  reference  committees  made  up  of  delegates. 
Any  member  of  the  Nebraska  Medical  Associ- 
ation is  welcome  to  present  resolutions, 
evidence  or  testimony  to  these  reference 
committees.  Non-members  of  the  Nebraska 
Medical  Association  may  present  evidence  to 
the  reference  committees  by  invitation.  The 
reports  of  the  reference  committees  are  then 
brought  to  the  House  of  Delegates  where  floor 
debate  is  carried  out  by  the  delegates, 
including  those  delegates  sitting  on  the  reference 
committees.  There  are  several  mechanisms  for 
calling  special  sessions  of  the  House  of 
Delegates  if  they  are  needed. 

The  Board  of  Councilors  is  the  judicial 
power  of  the  Nebraska  Medical  Association. 
The  state  is  divided  into  twelve  councilor 
districts  and  the  councilors  are  elected  by 
secret  ballot  in  the  House  of  Delegates  for  a 
three-year  term.  Nominations  for  these  coun- 
cilors come  from  the  councilor  district.  The 
Board  of  Councilors  shall  hear  and  decide 
upon  all  questions  of  discipline  affecting  the 
conduct  of  members  or  of  a component 
society,  as  well  as  carry  out  other  duties  as 
directed  by  the  House  of  Delegates  or  the 
Board  of  Directors. 

The  Board  of  Directors  consists  of  the 
President,  the  President-Elect,  the  Immediate 
Past  President,  the  Secretary-Treasurer,  the 
Speaker  and  Vice-Speaker  of  the  House  of 
Delegates,  the  Chairman  of  the  Board  of 
Councilors,  and  three  at-large  directors.  These 
are  all  elected  by  secret  ballot  by  the  House  of 
Delegates  and  their  duties  are  that  of  directors 
of  any  corporation.  They  run  the  business  on  a 


day-to-day  basis,  they  select  and  direct  the 
staff  to  carry  out  the  business  and  they  are 
responsible  for  the  publication  of  the  Journal 
of  the  Nebraska  Medical  Association.  They  are 
mandated  to  carry  out  the  directives  and 
orders  of  the  House  of  Delegates. 

The  House  of  Delegates  elect  the  delegates 
to  the  American  Medical  Association.  At  the 
present  time  we  have  four  delegates  and  four 
alternate  delegates  representing  the  Nebraska 
Medical  Association  in  the  AMA  House  of 
Delegates.  They  report  back  to  our  House  of 
Delegates,  and  to  the  members  of  the  Associa- 
tion by  way  of  their  report  which  appears  in  the 
Journal. 

The  Council  on  Professional  Ethics  is  an 
extremely  important  council  for  the  protection 
of  all  members  of  the  Association.  It  consists  of 
five  members  elected  for  a term  of  five  years. 
They  are  nominated  by  the  President  of  the 
Nebraska  Medical  Association  and  elected  by 
the  House  of  Delegates.  They  act  as  the 
appellate  group  to  review  all  judgements  and 
decisions  of  the  Board  of  Councilors,  in  all 
disciplinary  proceedings  where  appropriate 
appeals  have  been  made,  and  act  in  other 
matters  as  directed  by  the  House  of  Delegates 
or  the  Board  of  Directors.  Fortunately,  this 
Council  rarely  needs  to  function,  but  is 
certainly  an  important  appeal  mechanism  for 
members  of  the  Association. 

There  are  six  commissions  which  carry  out 
the  assigned  studies  and  advise  the  Board  and 
the  House  on  various  functions.  Each  of  these 
six  commissions  has  multiple  committees 
under  it.  The  duties  of  these  commissions  are 
indicated  by  their  names,  for  further  details, 
please  see  the  articles  and  bylaws.  They  are: 

A.  Commission  on  Association  Affairs; 

B.  Commission  on  Medical  Services; 

C.  Commission  on  Legislation  and  Govern- 
mental Affairs; 

D.  Commission  on  Medical  Education; 

E.  Commission  on  Public  Affairs; 

F.  Commission  on  Hospital  Medical  Staff. 

Under  these  commissions  there  are  approx- 
imately 20  committees.  These  are  extremely 
hard-working,  conscientious  members  of  the 
Nebraska  Medical  Association.  They  meet  as 
needed  throughout  the  entire  year  reporting  to 
the  Board  of  Directors  and  to  the  House  of 
Delegates,  the  results  of  their  studies  and  their 
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recommendations  which  come  forth  from  these 
studies.  Anyone  wishing  to  become  active  in 
the  affairs  of  the  Nebraska  Medical  Association 
merely  has  to  make  this  known  to  the 
President-Elect  or  to  the  Executive  Director 
and  indicate  their  area  of  interest  and  they  will 
promptly  be  assigned  to  a committee  in  this 
area.  By  working  on  these  committees,  one 
quickly  begins  to  appreciate  the  tremendous 
amount  of  effort  and  good  provided  by  the 
Nebraska  Medical  Association. 

Lastly,  but  not  least,  the  staff  for  the 
Nebraska  Medical  Association,  which  is  ex- 
tremely conscientious  and  hard-working  consists 
of  an  Executive  Director  and  Assistant  Execu- 
tive Director  and  four  loyal,  wonderful,  hard- 
working ladies  in  the  office.  I have  been 


impressed  during  my  term  on  the  Board  and  as 
President-Elect  and  President,  with  the  dili- 
gence, the  courtesy,  the  dedication  of  these  six 
wonderful  staff  people.  I can  assure  you  that  if 
you  have  any  questions  or  problems,  they  will 
welcome  your  request  and  will  act  on  them 
promptly.  They  are  there  to  serve  the  Nebraska 
Medical  Association  and  they  serve  it  well, 
indeed. 

I hope  this  brief  outline  gives  you  some  idea 
of  how  the  Nebraska  Medical  Association 
functions.  Its  strength  lies  in  the  large  member- 
ship consisting  of  a large  percentage  of  the 
physicians  in  the  State  of  Nebraska. 

Respectfully  submitted, 

L.  Dwight  Cherry,  M.D. 

President 


THE  AUXILIARY 

Decade  of  Change 

1975  - 1985 


1974- 75 

1975- 76 

1976- 77 

1977- 78 

1978- 79 

1979- 80 

1980- 81 

1981- 82 

1982- 83 

1983- 84 

1984- 85 


Mrs.  Kenneth  (Helen)  McGinnis,  Lincoln 
Mrs.  W.  Scott  (Patsy)  Moore,  Lincoln 
Mrs.  Gordon  (Harriette)  Francis,  G.I. 
Mrs.  Guy  (Dorothy)  Matson,  Lincoln 
Mrs.  Harry  D.  (Dorothy)  Schaffer,  Lincoln 
Mrs.  F.  William  (Bev)  Karrer,  Omaha 
Mrs.  Clifford  (Betty)  Hadley,  Lyons 
Mrs.  L.  Palmer  (Shirley)  Johnson,  Lincoln 
Mrs.  Bryce  (Wanda)  Shopp,  Imperial 
Mrs.  Glen  (Elba)  Lau,  Lincoln 
Mrs.  Duane  (Helen)  Krause,  Fremont 


The  decade  from  1975-1985  has  been  one  of 
growth  and  change  for  the  Nebraska  Medical 
Association  Auxiliary.  Perhaps  one  of  the  most 
significant  forms  of  this  change  has  been  the 
change  of  name  from  “Woman’s  Auxiliary  to 
the  Nebraska  Medical  Association”  to  the 
“Nebraska  Medical  Association  Auxiliary”, 
reflecting  the  major  role  that  women  play  in 
the  medical  profession  and  acknowledging  that 
the  Auxiliary  is  composed  of  the  spouses  of 
members  of  the  Nebraska  Medical  Association, 
be  they  male  or  female. 


During  1975  the  50th  anniversary  of  the 
Woman’s  Auxiliary  to  the  Nebraska  Medical 
Association  was  observed  at  a special  luncheon 
featuring  the  50  year  narrative  history  of  the 
organization  as  prepared  by  Mrs.  George 
Robertson.  Another  emphasis  of  that  year  and 
the  rest  of  the  decade  has  been  continued 
committment  to  the  proposed  Health  Gallery 
project  located  in  Morrill  Hall  on  the  University 
of  Nebraska  campus  in  Lincoln.  1975  saw  the 
beginning  of  a major  fund-raising  drive  to 
provide  the  financial  support  for  this  project. 

A model  of  the  Health  Gallery  was  con- 
structed and  a Mobile  Health  van  began  to 
tour  the  state  to  visit  schools  and  provide 
health  information  to  those  unable  to  visit  the 
Gallery  in  Lincoln.  The  fund-raising  continued 
in  various  ways  throughout  the  state.  Among 
the  projects  were  a quilt  raffle  with  blocks 
donated  by  past  presidents  of  the  organization, 
the  “Flaps  for  Fitness”  project  of  selling 
mudflaps  to  major  trucking  companies,  the 
“Rent-a-Retreat”  project  of  donating  rental 
properties  owned  by  members  of  the  Associa- 
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tion  and  Auxiliary  for  rental  by  other  members, 
various  luncheon  benefits  and  style  shows. 

AMA-ERF,  which  received  a national  award 
in  1975  for  its  per  capita  contribution,  and 
Nebraska  Medical  Foundation  were  also  con- 
tinuing projects  of  the  Auxiliary.  Funds  were 
raised  for  AMA-ERF  through  the  sale  of 
watches,  stationery,  Christmas  cards  and  the 
use  of  the  Sharing  Card,  a project  which  sent 
cards  signed  by  those  who  contributed  to  the 
project  to  all  members  of  the  NMA.  NMF 
raised  funds  through  contributions  and  Bridge 
playing  benefits.  The  International  Health 
Committee  continued  to  collect  eyeglasses  for 
several  years  during  this  decade  and  Radio 
Talking  Books  became  one  of  the  interests  of 
the  members. 

Continuing  programs  of  the  NMA  during 
1975-85  were: 

Shape  Up  for  Life  - a health  and  fitness 
program 

Organ  Donor  Awareness 

Gems  - babysitter  training 

Kitchens  a la  Carte  - a MOMSA  benefit 

Health  Careers  Day 

Colo-rectal  Screening  - in  cooperation  with 
the  American  Cancer  Society 
Brochure  for  handicapped  to  alert  them  to 
doctors  offices  and  buildings  that  are 
accessible  to  handicapped 
Auto  Safety  Seats  - child  restraints  being 
provided  by  hospitals  at  minimal  cost  or 
rental 


Voter  registration  provided  in  hospitals 
during  election  year 

Numerous  varied  programs  of  the  individual 
auxiliaries  across  the  state 

Legislation  continued  to  be  a major  emphasis 
of  the  Auxiliary  with  members  receiving  notice 
of  a Legislative  Alert  necessitating  correspon- 
dence with  senators  whenever  the  need  arose. 
Each  year  a day  was  spent  in  attendance  at  the 
state  legislature  and  meeting  with  our  repre- 
sentatives. An  important  aspect  of  the  legisla- 
tive concern  of  the  Auxiliary  was  MEDPAC 
membership.  MEDPAC  is  a political  action 
committee  of  vital  importance  in  these  times  of 
radical  legislative  change  concerning  the  future 
of  the  medicine. 

Through  all  of  our  many  and  various 
projects  and  programs  the  diversity  of  our 
state  can  be  easily  seen.  The  programs  and 
interests  of  those  of  us  in  the  rural  areas  can  be 
totally  different  from  those  of  us  in  the  cities 
and  yet  we  find  as  many  similarities  as  we  find 
differences.  We  all  feel  a strong  committment 
to  our  communities  and  to  the  future.  The 
decade  has  shown  us  that  we  can  continue  to 
grow  and  change,  watch  our  membership 
decline  and  increase  and  yet  always  remain  a 
viable  and  effective  organization  within  our 
communities  and  our  state. 

Mrs.  George  (Kate)  Robertson 
Historian,  1974-87 
Mrs.  James  (Phyllis)  Chapin 
Historian,  1987-88 


IN  MEMORIAM 


Rex  W.  Wilson,  M.D.  (Born  December  4,  1914 
— died  March  3,  1988)  Medical  Specialty  — 
Family  Practice.  Doctor  Wilson  was  a 
graduate  of  the  University  of  Michigan 
Medical  School  in  1943  and  practiced  in 
O’Neill.  He  was  a member  of  the  Nebraska 
Medical  Association.  Surviving  Doctor  Wilson 
are  his  wife,  Ruth;  daughters,  Joan  Klaas- 
meyer,  Conway,  Ark.,  and  Patricia  Hurley, 
Iowa  City,  Iowa;  sons,  Robert,  Fordyce,  Ark., 
and  Richard  and  Michael,  both  of  Seattle, 
Wash.,  and  a brother,  Dr.  Carroll  Wilson, 
Raytown,  MO. 


William  C.  Kenner,  Jr.,  M.D.  (Born  March  25, 
1901  — died  February  29,  1988)  Medical 
Specialty  — General  Practice.  Doctor  Kenner 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1924  and  practiced  in 
Nebraska  City.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  He  is  survived 
by  one  son.  Dr.  William  C.  Kenner,  III  of 
Issaquah,  Wash.,  grandchildren  and  great- 
grandchildren. 
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NEW  MEMBERS 


Steven  D.  Schulz,  M.D. 

Box  609 

Holdrege,  NE  68949 

Jerry  L.  Easterday,  M.D. 
120  W.  2nd,  Box  46148 
Papillion,  NE  68046 

Tod  W.  Voss,  M.D. 

112  E.  Main  St. 

Pierce,  NE  68767 

David  H.  Bingham,  M.D. 
2221  S.  17th,  #106 
Lincoln,  NE  68502 

James  M.  Carraher,  M.D. 
P.O.  Box  81009 
Lincoln,  NE  68501 

Paul  G.  Dworak,  M.D. 

6940  Van  Dorn 
Lincoln,  NE  68506 

Jerry  J.  Hynes,  M.D. 

5440  South  St.,  #700 
Lincoln,  NE  68506 

Michael  B.  Keralis,  M.D. 
600  N.  Cotner,  #306 
Lincoln,  NE  68505 

Dan  A.  Morgenstern,  M.D. 
2929  S.  40th  St.,  #300 
Lincoln,  NE  68506 

Cary  Peterson,  M.D. 

2121  S.  56th  St. 

Lincoln,  NE  68506 


Hope  Sass,  M.D.  (reinstated) 
P.O.  Box  81009 
Lincoln,  NE  68506 

Michael  A.  Schmidt,  M.D. 
P.O.  Box  81009 
Lincoln,  NE  68501 

Leslie  A Spry,  M.D. 

120  Wedgewood 
Lincoln,  NE  68510 

Joseph  M.  Stavas,  M.D. 

1919  S.  40th,  #312 
Lincoln,  NE  68506 

Richard  J.  Stitcher,  M.D. 
2121  S.  56th  St. 

Lincoln,  NE  68506 

John  C.  Vidoloff,  M.D. 

2200  S.  52nd 
Lincoln,  NE  68506 

Stephen  P.  Youngberg,  M.D. 
100  N.  56th,  #407 
Lincoln,  NE  68504 

Joseph  R.  McCaslin,  M.D. 
(reinstated) 

4920  Center  St. 

Omaha,  NE  68506 

Thomas  R.  Ohrt,  M.D. 

8303  Dodge  St. 

Omaha,  NE  68114 


Richard  A.  Stemm,  M.D. 

8300  Dodge  St.,  #206 
Omaha,  NE  68114 

John  C.  Welch,  M.D. 

2115  N.  Kansas,  #130 
Hastings,  NE  68901 

J.  G.  Desai,  M.D.  (reinstated) 
109  N.  29th 
Norfolk,  NE  68701 

Ronald  W.  Anderson,  M.D. 
407  S.  19th 
Blair,  NE  68008 

Paul  W.  Post,  M.D. 

4009  Avenue  B,  #11 
Scottsbluff,  NE  69361 

Janet  Bernard-Stevens,  M.D. 
801  William  Ave. 

North  Platte,  NE  69101 

Richard  K.  Ward,  M.D. 

1454  28th  Ave. 

Columbus,  NE  68601 

Paul  W.  Esposito,  M.D. 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Douglas  S.  Harrington,  M.D. 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

James  D.  Ruskin,  M.D. 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 
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COMING  MEETINGS 


NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

FAMILY  PRACTICE  REVIEW  — May  9-20, 
1988,  Omaha,  Nebraska 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  — 
July  27-31,  1988,  Snowmass,  Colorado 

The  “International  Symposium  on  In- 
flammatory Heart  Disease:  A Multi- 

disciplinary’ Approach  to  Myocarditis  and 
Heart  Allograft  Rejection”  will  convene  in 
Snowmass,  Colorado  on  July  27,  1988 
through  July  31,  1988.  Hosted  by  the 
University  of  Nebraska  Medical  Center,  the 
international  program  faculty  of  cardiovascular 
physicians  and  scientists  and  abstract  pre- 
senters will  address  pivotal  issues  in  the 
etiology,  clinical  presentation,  immuno- 
pathogenesis,  therapy  and  biological  impact  of 
major  categories  of  inflammatory  heart  dis- 
ease. Discussions  will  focus  on  both  human 
and  animal  model  experience  with  heart 
allograft  rejection  and  idiopathic  inflammatory 
heart  disease,  as  well  as  infectious,  toxic  and 
allergic  forms  of  inflammatory  myocardial 
injury. 

The  Registration  Fee  of  $300  includes  the 
scientific  sessions,  course  syllabus,  continental 
breakfasts,  breaks,  lunches,  western  cookout 
and  rodeo  and  semi-formal  reception  and 
banquet.  The  program  is  approved  for  3 1 V2 
hours  of  AMA  Category  I credit.  AB- 


STRACTS FOR  POSTERS  AND  EXHIBITS 
ARE  BEING  ACCEPTED  NOW! 

CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  - 
July  31 -August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information  contact: 
Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105.  Telephone  (402)  559-4152. 


CREIGHTON  UNIVERSITY 

HYPERTENSION  UPDATE  — May  12, 
1988,  AK-SAR-BEN  Coliseum,  Omaha.  Cor- 
sponsored  with  University  of  Nebraska 
College  of  Medicine.  Program  Director: 
Syed  M.  Mohiuddin,  M.D.  Hours:  14  Cat.  1, 
14  Prescribed  AAFP.  Fee:  $200.00. 

FAMILY  MEDICINE  UPDATE  — May  27- 

28,  1988,  Village  East,  Okoboji,  IA.  Program 

HYPERTENSION  UPDATE  - May  12, 
1988,  AK-SAR-BEN  Coliseum,  Omaha.  Co- 
sponsored with  University  of  Nebraska 
College  of  Medicine.  Program  Director: 
Syed  M.  Mohiuddin,  M.D.  Hours:  3 Cat.  1, 
2.75  Prescribed  AAFP.  Fee  $25.00  (includes 
lunch). 

FAMILY  MEDICINE  UPDATE  - May  27- 

29,  1988,  Village  East,  Okoboji,  IA.  Program 
Director:  Fred  J.  Pettid,  M.D.  Hours:  14 
Cat.  1,  14  Prescribed  AAFP.  Fee  $200.00. 
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CELEBRATE  NEBRASKA  88  PEDIATRICS 
CONFERENCE  — May  27-28,  1988,  Red 
Lion  Inn,  Omaha.  Cosponsored  with  Nebraska 
Chapter,  American  Academy  of  Pediatrics, 
University  of  Nebraska  College  of  Medicine, 
Childrens  Hospital.  Hours:  5.5  Cat.  1.  Fee: 
$100.00  ($25.00  for  physicians  in  training). 

PERINATAL  INFECTIONS  - AN  UPDATE 

— June  3-4,  1988,  Marriott  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  14  Cat.  1,  14  cognates,  Formal 
Learning,  ACOG,  14  Prescribed  AAFP.  Fee: 
$200.00. 

CARE  OF  THE  GERIATRIC  PATIENT  — 
June  11,  1988,  Marriott  Hotel,  Omaha. 
Hours:  6 Cat.  1.  Fee:  TBA. 

2ND  ANNUAL  VIDEO  LASER  LAPARO- 
SCOPY & HYSTEROSCOPY  WORKSHOP 

— June  17,  18,  1988,  Criss  Bldg.,  Creighton 
University.  Program  Director:  Thomas  S. 
Pruse,  M.D.  Hours:  14  Cat.  1,  14  cognates, 
Formal  Learning,  ACOG.  Fee:  $600.00 
($300.00  physicians  in  training). 

HYPERTENSION:  SELECTION  OF  THER- 
APY — June  25,  1988,  Red  Lion  Inn, 
Omaha.  Program  Director:  Syed  M.  Mo- 
hiuddin,  M.D. 

2ND  ANNUAL  ECHO/DOPPLER  COURSE 
— July  22-23,  1988,  Creighton  Health 
Professions  Center,  Omaha.  Program  Director: 
Syed  M.  Mohiuddin,  M.D. 

FAMILY  MEDICINE  UPDATE  — Sept.  3-4, 
1988,  Okoboji,  IA. 

CLINICAL  ISSUES  IN  THE  MANAGEMENT 
OF  BREAST  CANCER  — Sept.  23,  1988, 
Red  Lion  Inn,  Omaha.  Program  Director: 
Bruce  M.  Boman,  M.D.,  Ph.D. 

HIGH  RISK  OBSTETRICS  — Oct.  13-15, 
1988,  Vancouver,  B.C. 

A DAY  WITH  THE  PERINATOLOGISTS  - 
Oct.  21-22,  1988,  Marriott  Hotel,  Omaha. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  681 78,  Toll  Free 
800-548-2633  or  402-280-2550.  The  Creighton 
University  School  of  Medicine  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medi- 
cal Education  to  sponsor  continuing  medical 
education  for  physicians. 


VISITING  PROFESSOR  SCHEDULE 
1988 

MAY  6-7,  1988  — Paul  Ebert,  M.D.,  Director 
American  College  of  Surgeons  (Joint  meet- 
ing to  be  held  at  UNMC). 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  - Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 


UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

ADVANCED  TRAUMA  LIFE  SUPPORT  - 
May  23-24,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
August  4-5,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
October  27-28,  1988,  Omaha,  Nebraska. 

17.0  Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

SUDDEN  INFANT  DEATH  SYNDROME 
(S.I.D.S.)  TO  MONITOR  OR  NOT  — June 
6,  1988,  Marriott  Hotel,  Omaha,  Nebraska 
(sponsored  by  UNMC  & Childrens  Hospital). 

7.0  Hours  AMA  Category  I.  7.5  contact  hours 
Nursing  Credit  6.0  contact  hours  for  EMT’s. 

For  further  information,  contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical  Center, 
Center  for  Continuing  Education,  42nd  & 
Dewey  Avenue,  Omaha,  Nebraska  68105-1065. 
Phone  (402)  559-4152.  In  Nebraska,  call:  800- 
228-1095.  All  other  states,  call:  800-228-9630. 
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UPCOMING  MEETINGS 

“THE  MIDWEST  CONFERENCE  ON  THE 
MEDICAL/LEGAL/ETHICAL  CONSID- 
ERATIONS OF  AIDS”  — May  3-5,  1988, 
Storz  Pavilion  of  Bishop  Clarkson  Memorial 
Hospital,  Omaha.  Sessions:  Policy/Protocol/ 
Procedures  Employment  Issues,  Medical 
Issues.  Legislative  Llpdate:  Nationally  and 
Locally.  For  registration  materials  or  more 
information  contact  Bridget  Cannon-Nifoussi 
Conference  Corrdinator  (402)  486-7818.  Co- 
operative Health  Education  Program,  600 
South  70th  St.  Lincoln,  Nebraska  68510. 

NEBRASKA  CHAPTER  AMERICAN  ACAD- 
EMY OF  PEDIATRICS  — With  University  of 
Nebraska  Medical  Center,  Creighton  Uni- 
versity & Children’s  Hospital  May  27-28, 
1988,  Omaha  Red  Lion  Inn.  “Celebrate 
Nebraska  88”  Pediatric  Conference. 

HEALTH  CARE  IN  AN  AGING  SOCIETY, 
— May  2,  1988,  Red  Lion  Inn,  Omaha. 

HYPERTENSION  — May  12,  1988,  AK- 
SAR-BEN  Field,  Omaha.  Program  Director: 
Syed  M.  Mohiuddin,  M.D.  Hours:  3 Cat.  1,  3 
Prescribed  AAFP.  Fee:  $25.00. 

FAMILY  MEDICINE  UPDATE  — May  27- 
29,  1988,  Village  East  (formerly  The  Lodge 
at  Okoboji,)  Okoboji,  IA.  Program  Director: 
Fred  J.  Pettid,  M.D.  Hours:  14  Cat.  1,  14 
Prescribed  AAFP.  Fee:  Early  Bird  $175.00 
(after  April  15  $200.00). 

PERINATAL  INFECTIONS  — AN  UPDATE 
- June  3-4,  1988  Marriot  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  13  Cat.  1,  13  Prescribed  AAFP.  Fee: 
Early  Bird  $175.00  (after  April  15  $200.00). 

6TH  ANNUAL  MAURICE  E.  GRIER  SYM- 
POSIUM (OB-GNY)  — June  11,  1988, 
Marriott  Hotel,  Omaha.  Program  Director: 
Warren  T.  Kable,  M.D.  Hours  4 Cat.  1,  4 
Prescribed  AAFP.  Fee  $25.00. 

2ND  ANNUAL  LASER  LAPAROSCOPY  & 
HYSTEROSCOPY  WORKSHOP  — June 
17-18,  1988,  Criss  Bldg.,  Creighton  Univer- 
sity. Program  Director:  Thomas  S.  Pruse, 
M.D.  Hours:  14  Cat.  1 Fee:  Early  Bird 
$550.00  (after  April  15  $600.00). 


LINCOLN  GENERAL  HOSPITAL 

SEVENTH  ANNUAL  CORNHUSKER/ 
CANADIAN  CLINICAL  CONFERENCE 
— June  18-25,  1988  at  Lynn  Lake,  Mani- 
toba, Canada.  Fee:  $150.00.  For  more 
information  contact:  Sharlene  Knippel- 

meyer,  RN,  BS,  Education  and  Staff  Devel- 
opment, Lincoln  General  Hospital,  2300 
South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 


OMAHA  MID- WEST 
CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
November  3,  4,  and  5,  1988  (Thursday, 
Friday  & Saturday),  The  Red  Lion  Inn, 
Omaha. 

For  futher  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #205-B, 
Omaha,  Nebraska  68114. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

20TH  ANNUAL  RESPIRATORY  CARE 
POSTGRADUATE  SYMPOSIUM  RES- 
PIRATORY EMERGENCIES:  A MULTI- 
DISCIPLINARY APPROACH  — Sept- 
ember 1-2,  1988.  Sponsored  by  University  of 
Kansas  Medical  Center,  Doubletree  Hotel 
Overland  Park,  Kansas.  Fee:  TBA.  AMA  Cat 
1 - TBA,  AAFP  - TBA,  RT  - TBA,  CNE  - 
TBA,  Nurse  Anesthetists  - TBA,  PT  - TBA, 
Pre-Hospital  Care  Personnel  - TBA. 

For  further  information,  contact  David  S. 
Baldwin,  M.P.A.  University  of  Kansas  Medical 
Center,  Office  of  Continuing  Education,  39th 
and  Rainbow  Blvd.  Kansas  City,  Kansas 
66103,  or  call  (913)  588-4488. 
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AMA  NEWS  NOTES 

(continued  from  page  14- A) 

of  the  euthanasia  issues  involved  and  increas- 
ingly confronting  society. 

From  the  outset  Dr.  Lundberg  has  said  that 
his  intent  in  publishing  the  essay  was  to 
stimulate  a broad-based  discussion  of  eutha- 
nasia and  related  issues  among  JAMA’s 
readers. 

* * * 

The  United  States  should  abandon  its 
trade  policy  of  intimidating  other  nations  to 
accept  and  promote  tobacco  products  in  the 
name  of  free  trade,  the  AMA  told  the  Federal 
Interagency  Committee  on  Smoking  and  Health 
in  February.  Appearing  on  behalf  of  the  AMA 
was  Lonnie  R.  Bristow,  M.D.,  a member  of  the 
Board  of  Trustees  who  joined  other  organ- 
izations in  voicing  strong  opposition  to  ag- 
gressive U.S.  trade  policy  on  tobacco.  “We 
have  the  intolerable  situation  of  our  U.S.  trade 
representative  leading  the  fight  to  push  tobacco 
products  into  other  countries,  whether  they 
want  them  or  not,  while  our  Surgeon  General 
leads  the  fight  to  discourage  consumption  of 
tobacco  in  the  U.S.,”  Dr.  Bristow  said. 

The  AMA  also  stated  its  strong  objections  to 
tobacco  industry  attempts  to  roll  back  valid 
public  health  laws  in  other  countries.  As  an 
example,  Dr.  Bristow  cited  a recent  trade 
complaint  brought  against  South  Korea  by  the 
U.S.  Cigaret  Export  Assn.,  which  is  demanding 
that  the  country  drop  its  ban  on  tobacco 
advertising.  The  U.S.  Government  is  being 
asked  to  back  the  tobacco  industry’s  demand 
for  electronic  media  advertising,  print  and 
billboard  advertising,  point  of  purchase  dis- 
plays, brand  sponsorship  of  events  and  sampl- 
ing so  that  Koreans  will  “understand  the 
advantages  and  superior  quality  of  U.S. 
cigarets.” 

* * * 

AMA  and  Health  Care  Financing  Admin- 
istration (HCFA)  staff  met  in  late  March  to 
plan  a joint  educational  effort  to  improve 
physician  understanding  of  the  Medicare 
carrier  medical  review  process  and  policies. 

Convened  at  the  AMA’s  request,  the  day- 


long meeting  a HCFA  offices  in  Baltimore 
focused  on  current  problems  and  possible 
solutions.  William  L.  Roper,  M.D.  HCFA 
administrator,  and  James  H.  Sammons,  M.D., 
AMA  executive  vice  president,  had  recently 
agreed  to  set  up  an  educational  program  to 
help  resolve  growing  carrier-physician  com- 
munication problems. 

* * * 

It  would  be  a mistake  to  permit  direct-to- 
consumer  advertising  of  prescription  drugs 
without  conducting  further  research  and  open 
up  a broad  discussion  of  the  complex  issues 
involved,  the  AMA  has  cautioned  the  leadership 
of  three  subcommittees  of  the  House  Energy 
and  Commerce  Committee. 

The  AMA’s  concern  stems  from  reports  that 
the  nation’s  television  networks  are  now 
considering  whether  to  accept  advertising  of 
prescription  drugs. 

In  letters  dispatched  in  late  March,  the 
AMA’s  Dr.  Sammons  warned  that  “such 
advertising  could  confuse  and  mislead  con- 
sumers, lead  to  demands  or  requests  for 
medically  unnecessary  or  inappropriate  uses  of 
drugs,  compromise  the  physician-patient  rela- 
tionship, and  result  in  reduced  compliance 
with  prescribed  drug  regimens,”  particularly 
among  elderly  patients.  Of  additional  concern, 
he  said,  is  that  cosumers  may  begin  to  regard 
prescription  drugs  as  just  another  consumer 
product. 

Dr.  Sammons  also  pointed  out  that  there  is 
apparent  consensus  among  the  pharmaceutical 
industry,  health  professionals,  and  consumers 
that  prescription  drugs  should  not  be  advertised 
directly  to  consumers.  Before  any  attempt  is 
made  to  advertise  prescription  drugs  to  the 
public,  every  step  must  be  taken  to  ensure  that 
such  advertising  will  provide  accurate,  balanced, 
non-misleading,  and  easily  understandable 
information  on  the  benefits  and  risks  of  a drug, 
he  stressed. 

He  also  noted  that  the  AMA  still  supported 
the  Food  and  Drug  Administration  (FDA) 
voluntary  moratorium  on  direct-to-consumer 
prescription  drug  advertising  which  the  FDA 
decided  to  remove  in  1985. 

The  AMA  believes  that  the  FDA  acted 
prematurely,  although  a negligible  amount  of 
such  advertising  has  resulted  to  date. 
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PRESIDENT  SECRETARY-TREASURER 

Bruce  Sheffield,  Hastings Jerry  Seiler,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

John  Schulte,  Kearney Gerry  Jensen,  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann,  David  City 

R.  R.  Anderson,  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Rodney  Sitorius,  Cozad 

John  Allely,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

G.  D.  Penner,  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

D.  R.  Dyke,  Lincoln M.  A.  Breiner,  Lincoln 

Byron  Barksdale,  North  Platte Janet  Bernard- Stevens,  North  Platte 

Otto  Wullschleger,  Norfolk C.  Robert  Adams,  Norfolk 

Richard  B.  Svehla,  Omaha F.  F.  Paustian,  Omaha 

Robert  Benthack,  Wayne C.  Robert  Adams,  Norfolk 

Joel  Hutchins,  Gordon R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City. . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala E.  A.  Holyoke,  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

Barbara  Heywood,  Papillion Roy  Holeyfield,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

J.  C.  W'illiams,  Scottsbluff R.  Scott  Anderson,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle,  Seward 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A.  Allerheiligen,  McCook E.  C.  Beyer,  McCook 

H.  Neal  Sievers,  Blair K C.  Bagby,  Blair 

Darroll  Loschen,  York B.  N.  Greenburg,  York 


Physicians’  Classified 


MEDICAL  DIRECTORSHIP  IN  LINCOLN, 
NE:  Thinking  of  retiring?  Any  physician,  medical 
directorships  available.  Send  resume  with  telephone 
numbers.  ^Active  licenses.  Liability  insurance  paid 
and  some  health  insurance  included.  40  hours  per 
week,  $41,000  per  year.  Contact  Fred  Hrachovina, 
D.O.,  #23,  740  N.  Miami  Beach  Blvd.,  No.  Miami 
Beach,  FL  33162,  phone  (305)  949-2216. 

FOR  SALE:  Never  been  used  examination  table 
with  matching  stool.  United  Metal  Fabricators 
Model  #5140.  List  price  1986  was  $1,000.  Will 
negotiate.  Call  (402)  486-2524  for  more  information 

FULL-TIME  AND  PART-TIME  EMERGENCY 
MEDICINE:  Opportunities  exist  for  a modern 
regional  facility  in  Western  Kansas.  Enjoy  the 
beauty  and  culture  of  the  plains  while  enjoying  a 
challenging  practice.  Primary  care  specialists  with 
ED  experience  should  apply.  Contact:  Judy  Brown, 
Coastal  Emergency  Services  of  St.  Louis  Inc.,  425 
N.  New  Balias,  Dept.  SMY,  Suite  295,  St.  Louis, 
MO  63141;  (800)  227-2533. 

INTERNIST:  Grand  Island.  Nebraska;  Board 
Certified/Eligible  Internist,  with  or  without  sub- 
specialty wanted  for  addition  to  medical  service 
staff,  Grand  Island  Veterans  Administration  Med- 
ical Center.  Attractive  compensation,  vacation 
time,  retirement  plan  and  other  benefits.  Comfort- 
able living  in  city  of  near  40,000.  Send  CV  to 
Stephen  W.  Maks,  M.D.,  Grand  Island  VAMC, 
Grand  Island,  NE  68803. 
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PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 
Omaha.  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 


AVAILABLE:  Practice  opportunity  for  family 
practice.  Board  certified  desired.  Grand  Island  NE. 
Please  reply  to  Box  030,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg.,  Lincoln,  NE 

68508. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Before  prescribing , see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet . 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals.  Tagamet  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  heating  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin.  propranolol,  chlordiazepoxide.  diazepam,  iido- 
caine.  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin.  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  ( Theo-Dur m>.  Key  Pharmaceuticals.  Inc.). 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apyI 

Lack  of  experience  to  date  precludes  recommending 
Tagamet  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence. headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g..  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation). predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  ( approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients ),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine . as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only);  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab ® tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg. 15  ml.,  in  8 fi.  oz.  (237  mi.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./S  ml.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 

Vials:  300  mg./ 2 ml.  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  mi.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  mi.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD- Vantage9*  Vials:  300  mg./ 2 mi.  in  single-dose 
ADD-Vantage 9 Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided,  it  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage9  is  a trademark  of  Abbott  Laboratories. 
BRS-TC:L73B  Date  of  issuance  Apr  1987 

SK&F  LAB  CO. 

Cidra,  PR.  00639 
©SK&F Lab  Co..  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


Tiigamet 

Dnnd  °'  cimetidine 

First  to  Heal 


You  'll  both  feel  good  about  it. 


We  need 
someone 
with  the 
confidence 
of  a surgeon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you'll  ever  love. 


FORGET 

ROCHE 


EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 


NAME 


STREET ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

#!nrc!»  a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


n moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose1 

^ First-week  improvement  in  somatic  symptoms1 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protea  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vL 


limbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /rt 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  v_5- 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
\et ah  Psychopharmacology  61 :2\1 -22b,  Mar  22, 1979. 


Limbitrol*® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving) . 
Usage  in  Pregnancy.-  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  alter  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
ftmction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare;  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic-  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


s^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First-week  reduction  in  somatic  symptoms 


May  7 

It&V  YGf  > . 

i of  med, 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Each  tablet  contains  10  mg  chlordiazepoxide  and  /t? 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJL 
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“Okay  so  I know 
I need  iron. 
Where  do  I get  it?  ’ 


Faced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg.  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet. 

Low  intakes  of  iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

In  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  Individuals1 , women  of  child- 
bearing  years  reported  a mean  intake  of  1588 
calories  a day.  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it’s  not 
surprising  that  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2.8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most 
bioavailable  form.  In  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  nonheme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
mid  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six”  shown 
below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specifv  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  ounces  uncooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooking.  And  the 
taste  of  beef  makes  it 
easy  to  dispense  with 
fat-laden  sauces. 

Carefully  chosen,  pre 
pared  and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essent  ial  nutrients 
for  under  180  calories  per  three-ounce  serving 
And  as  part  of  a specific  plan  to 
increase  dietary  iron,  in  a balanced  BEEF, 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  you ’ll  ever  make. 
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Eyeof Round  RoundTip  IbpLoin  TbpRound  Sirloin 


I l>5  my  iron  3 50  my  iron  3 10  my  non  3 45  my  iron  3.85  mgirun 

155  calorics  1 53  catorii's  173catories  163  calorics  177  calories 

5 5g  total fat  6.4gtotalfal  7.6gtotatfat  5 3 g total  fat  7 Ug  total  fat 

(3  1 gnat n rntcd fat)  (3  ly  saturated  fat)  ( j.Ogsatnmtedfat ) (1  Sgsatmxitedfat)  (3.0g saturated fat) 
5U  my  cholesterol  69  mg  cholesterol  65  my  cholesterol  73  my  cholesterol  76  my  cholesterol 
I ncooked  u holerntsuicsliinrn  lorjnir/n>si‘<)l  identification 


Tenderloin 


3 05  mg  iron 
174  calories 
7 9 g total J at 
(3  1 y saturated fat) 
73  mg  cholesterol 


Composite  ot  cooked  retail  cuts  ot  beet' 

Protein 

25  9 g 

Iron 

2 7 mg 

Zinc 

6 Omg 

Vitamin  B-12 

2 28  meg 

Thiamin 

08  mg 

Niacin 

3 6 mg 

Sodium 

55  mg 

Total  Fal 

8 7 g 

(Saturated  Fat) 

(34gl 

Cholesterol 

76  mg 

Calones 

189 

1 United  Stales  Department  of  Agriculture  Nationwide  Food  Consumption  Survey.  Continuing  Survey  of  Food  Intakes  by  Individuals  (NFCS.  CSFII)  Report  No  86-1  'Nutnentsin3oz  trimmed  and  cooked  USDA  Flandbook  8-13  Rev  1986 


For  More  Information  Contact:  Nebraska  Beef  Board,  P.0.  Box  248,  Kearney,  NE  68848-2408,  (308)  236-7551. 


Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

utiia 

Sunts 


L.  Roger  Garner 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

1740  West  92nd  St.,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  Maly,  Executive  Vice  President 
1117  N.  19th  St.,  3rd  Floor 
Arlington,  VA  22209 

American  Academy  of  Ophthalmology 

Thomas  P.  Kearns,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  S.W.,  Ste.  300  E 
Washington,  D.C.  20024 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

.Vmerican  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1981  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glen  W.  Johnson,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Richard  E.  Buenger,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 

South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Ms.  Lois  Voeller,  Executive  Secretary 
2547  E.  21st  St.,  Tulsa,  OK  74114 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec  Vice  President 

8502  West  Center  Rd..  P.O  Box  241255.  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Ed.D.,  Executive  Director 
2730  South  114th  St.,  Omaha  68144 
American  Heart  Association.  Nebraska  Affili'ate 
Dennis  N.  Nissen,  Executive  Director 
3624  Famam  St,  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr  . Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  WT right,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

P.O.  Box  80103,  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D  . Dean 
California  at  24th  St.,  Omaha  68178 

Dairy  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  ‘‘L’’  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D..  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder,  M.D.,  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D  , President 
201  Ridge  St.,  #311,  Council  Bluffs.  IA  51501 
Nebraska  Allergy  Society 

Linda  B Ford,  M.D.,  President 
401  E.  Gold  Coast  Rd.,  Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Merton  A.  Quaife,  M.D  . President 
Division  of  Nuclear  Medicine.  Dept,  of  Radiology 
UNMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Joseph  Rapoport,  M.D.,  President 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Paul  M Paulman,  M.D.,  Secretary-Treasurer 
Phyllis  G.  Hansen,  Executive  Secretary 
River  City  Office  Park,  #202,  401  N 117th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E Jeter,  PA-C,  President 
P.O  Box  397,  North  Bend  68649 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D  , Chairman 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas  Ave.  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L.  Keller,  M.D.,  President 
9641  No.  29th,  Omaha  68112 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J Gogela,  M.D.,  Past  President 
2221  South  17th  St.,  Lincoln  68502 
Nebraska  Chapter  - American  College  of  Physicians 
Frederick  F Paustian,  M.D  , F.A.C.P..  Governor 
UNMC  - 42nd  & Dewey  Ave..  Omaha  68105 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D,  Medical  Advisor 
105  So.  49th  St.,  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
P.O.  Box  31235,  Omaha  68131 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Linda  O.  Young,  M.S.,  R.D.,  President 

University  of  NE  - 214  Ruth  Leverton  Hall.  Lincoln  68503-0806 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  “O"  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street.  Suite  D.  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Pnscilla  Allen,  R.N.,  President 
3800  N.  6th,  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Mary  Ann  Sak,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D.,  Secretary 
2300  South  13th  St.,  Lincoln  68502 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th.  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
.American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D..  President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
Larrv  E.  Roffman.  M.D. 

800  Doctors  Bldg.,  Omaha  68131 
Nebraska  Society  of  Anesthesiologists 
Charles  D Gregorius,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  j.  noss,  M.D.  President 
3145  0 St.,  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Patty  Hafer.  CMA,  President 
Box  184,  Sutherland  69165 
Nebraska  Societv  for  Medical  Technology 
Betty  Rehder.  Ml  (AM  P),  President 
12017  Franklin  St..  Omaha  6815-t 
Nebraska  Society  for  Respiratory  Therapy 
Charlotte  Pascoe,  R.R.T.,  President 
Southeast  Community  College,  Lincoln  68505 
Nebraska  State  Department  of  Health 
Gregg  Wright.  M.D.,  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St..  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building,  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E Andrews,  M.D..  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Significant  Procedural  Changes  in  the 

PRO  program  that  have  been  advocated  by 
AMA  are  contained  in  a proposed  rule  that 
HCFA  published  in  the  March  16  FEDERAL 
REGISTER.  Some  of  the  recommended  changes 
would  correct  PRO  shortcomings  that  have 
been  widely  assailed  by  physicians,  particularly 
those  in  rural  areas  where  the  number  of  initial 
denial  determinations  has  been  highest.  PROs 
would  be  required,  when  making  initial  denial 
determinations,  to  use  physician  reviewers 
who  practice  in  a setting  similar  to  that  of  the 
physician  whose  services  are  under  review.  An 
exception  would  be  provided  if  the  PRO 
determines  that  such  reviewers  are  not  available. 
PROs  also  would  be  required  to  use  a 
reconsideration  reviewer  who  is  board- certified 
or  board-eligible  in  the  field  in  which  services 
are  under  review.  In  a third  proposed  change 
PROs  would  be  directed  to  discuss  their 
administrative  and  review  procedures  with 
physicians  in  the  area.  Under  current  regula- 
tions they  are  required  to  discuss  those 
procedures  only  with  health  care  facilities. 


The  proposed  rule  responds  to  changes  that 
have  long  been  sought  by  physicians  and 
consistently  supported  by  AMA  in  its  contin- 
uous liaison  with  HCFA  and  in  legislation  that 
was  part  of  the  Consolidated  Omnibus  Recon- 
ciliation Act  of  1985  (COBRA)  and  the 
Omnibus  Budget  Reconciliation  Act  ot  1986 
(OBRA).  The  proposed  rule  also  clarifies  or 
corrects  existing  regulations  on  issues  involved 
in  PRO  activities.  Deadline  for  comment  is 
May  16.  Direct  comments  to  William  Roper, 
M.D.,  HCFA,  P.O.  Box  26676,  Baltimore, 
Maryland  21207. 

* * * 

Congress  should  encourage  states  to 
establish  health  insurance  risk  pools  as  an 
essential  mechanism  for  extending  protection 
to  the  uninsured,  the  AMA  has  urged  in  a letter 
to  House-Senate  conferees  who  are  working 
out  a compromise  castastrophic  coverage  bill 
(H.R.  2470).  James  H.  Sammons,  M.D.,  AMA’s 

(continued  on  page  1 1 -A) 
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1 ...like  the  more  than  one  million  patients  who  have 

^ received  INDERAlf1  LA. 


In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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Inderal  LA 

IPROTANCUX  HOI 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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INDERAL  LA 

(propranojOl  hci) 


LONG  ACTING 
CAPSULES 

60.80.120. 160  mg 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  andor  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  starl- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyr 
ism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T« 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  report!  | 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a derr 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  imp: 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hypei 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be , 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a retut 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  dise 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  re 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  ad 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympath 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  atta 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calc 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myoca.  i 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  leve 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increa 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  anir 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  ini 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant  dru< 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Repro 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C,  INDERAL  has  been  shown  to  be  embryotoxic  in  an  I 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  i : 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  « 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  r,  I 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotens 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaudt 

Central  Nervous  System:  Light-headed  ness;  mental  depression  manifested  by  insomnia,  lassit 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  h 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  pe 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dre 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  cons 
tion,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  t 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associ 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDE 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effe 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDE! 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  neces.1 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAI 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  c 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosa< 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  neede 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  set 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  oncec 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  respon: 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  do: 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  321 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  c 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradua 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  t(  ■ 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  ma 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limit/ 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


for - 


HeRpecin- 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Nebraska,  HERPECIN-L  is  available  at  all  Keystone, 
Medicine  Chest,  Osco,  Walgreens  and  other  select  pharmacies. 


AMA  NEWS  NOTES 


(continued  from  page  6-A) 

Executive  Vice  President,  urged  that  they 
include  language  conveying  such  encourage- 
ment in  their  bill.  “It  is  estimated  that  some  37 
million  Americans  have  no  health  insurance,” 
he  said.  “Many  in  this  group  are  employed,  but 
neither  they  nor  their  employers  have  reason- 
able access  to  insurance  coverage.”  He  recom- 
mended that  state  risk  pools  should  include 
self-funded  employee  benefit  plans  which 
presently  are  from  participation  by  ERISA. 
“Risk  pools  should  be  spread  as  widely  as 
possible,  ” Dr.  Sammons  said. 

* * * 

AMA’s  Board  of  Trustees  has  approved  six 
principles  for  clinical  laboratory  services  in 
response  to  a Congressional  proposal  that 
would  tightly  regulate  all  clinical  laboratory 
services.  In  late  March  Representative  Ron 
Wyden  (D-OR)  introduced  H.R.  4325,  the 
“Medical  Testing  Improvements  Act  of  1988,” 
which  would  require  that  all  clinical  laborator- 
ies, including  those  operated  by  physicians 
and  other  health  professionals  as  an  adjunct  to 

(continued  on  page  15-A) 


IF  YOU’RE  A DOCTOR  WHO 
LOVES  YOUR  WORK... 

Maxicare,  the  largest  publicly  held  HMO  in  the  country,  can  offer 
you  the  stability  of  an  established  organization  along  with  our 
“patients-come-first”  approach  to  health  care. 

If  you  specialize  in  Family  Practice,  Obstetrics/Gynecology,  Pediatrics, 
or  Internal  Medicine,  and  your  love  for  people  is  why  you  became 
a Physician,  then  examine  all  that  Maxicare  has  to  offer! 

A generous  salary,  paid  vacations/holidays,  paid  professional  liabili 
ty  insurance,  continuing  medical  education  reimbursement,  personal 
insurance  benefits,  retirement  plan,  and  paid  relocation  is  just  the 
beginning  of  the  Maxicare  compensation  package. 

Put  the  administration  of  business  in  our  hands  and  we’U  put  the 
business  of  caring  in  yours. 

Dedicated  professionals  are  required  throughout  the  Nebraska  region 
as  well  as  other  locations  in  the  U.S. 

Contact  Kristal  Caringer  collect  at  (214)  541-1004  ext.  222,  Regional 
Manager  Physician  Placement,  Maxicare  Health  Plans,  122  W. 
John  W.  Carpenter  Frwy.,  Suite  200,  Irving,  TX  75039.  Equal  Op- 
portunity Employer. 
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A SPECIAL 
PRACTICE 

SPECIALISTS 

★ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients, 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

TSGT  SISLEY 
402-556-0715  COLLECT 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 
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Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa * 

For  treatment  of  infections  in  the: 

- lower  respiratory  tract  t - urinary  tract* 

-skin/skin  structure1  -bones  and  jointst 

Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 
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C09327  MLR-261 


TO 

TABLETS 

(ciprofloxacin  HCl/Miles 


500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D.  for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosai 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  B 

Severe/Complicated 

750  mg  B 

Urinary  Tract* 

Mild/Moderate 

250  mg  B 

Severe/Complicated 

500  mg  B. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae . Enterobacter  cloacae, 
Proteus  mirabihs.  Pseudomonas  aeruginosa,  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartu.  Morganella  morganu.  Citrobacter  freundu. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpemcillinase-producmg  strains).  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens,  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morgann.  Citrobacter  diversus.  Citrobacter 
freundu.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains).  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
^Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs.  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage.  Related  drugs  such  as  nalidixic  acid,  cmoxacm. 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  f^tients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired;  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

fatients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing.  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness;  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducteo  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy-  Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion.  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROFW 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciproflox 
excreted  in  the  milk  of  lactatmg  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  druc 
mother. 

Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animal:  i 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2,868  cou 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  pi 
related  in  9 2%,  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  e 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (15%).  skin  (0.6%).  and  central  nervous; 
(0  4%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5.2%).  diarrhea  (2  3%).  vt 
(2  0%).  abdominal  pain/discomfort  (1.7%).  headache  (1  2%).  restlessness  (11%).  and  rash  (1 1%) 
Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typ 
quinolones  are  italicized 

GASTROINTESTINAL  ISee  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perfo 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hah 
tions.  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  wea 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 
SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever, 
angioedema,  edema  of  the  face.  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigr 
tion.  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  / 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achmess.  neck  or  chest  pain,  flare-up  of  goi 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  ble 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  pe 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchos 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  dru 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judg 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interacts 
ciprofloxacin. 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  ti 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (19%).  AST  (SGOT)  (17%).  alkaline  phosphatase  (0  8%).  LDH  l( 
serum  bilirubin  (0  3%). 

Hematologic  - eosmophilia  (0  6%).  leukopenia  (0  4%).  decreased  blood  platelets  (01%).  elevated 
platelets  (0 1%).  pancytopenia  (0.1%). 

Renal  - Elevations  of  Serum  creatinine  (11%).  BUN  (0.9%). 

CRYSTALLURIA.  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  01%  of  courses  were  Elevation  of  serum  gammaglutamyl  transfi 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  an 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  shoi 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supp 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdo 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if 
function  is  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patient;! 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12’ 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  t 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  ev 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 
In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCl/Miles)  is  available  as  tablets  of  250  mg,  500  mg.  and  750  mg  in  bottles  of  50.  < 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION). 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary 

For  further  information,  contact  the  Miles  Information  Service 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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EDITORIAL 


Certificate  of  Need 

BENJAMIN  Ft.  GELBER,  M.D. 


The  April  28,  1988  issue  of  the  New 
England  Journal  of  Medicine  contains  the 
article,  “The  Effects  of  Regulation,  Competition, 
and  Ownership  on  Mortality  Rates  Among 
Hospital  In-Patients.”  It  was  written  by  Steven 
M.  Shortell,  Ph.D  and  Edward  F.  X.  Hughes, 
M.D.,  M.Ph.  They  are  on  the  faculty  of  the  J.  L. 
Kellogg  Graduate  School  of  Management  and 
the  School  of  Medicine,  Northwestern  Univer- 
sity. The  local  and  national  newspapers  carried 
stories  commenting  on  the  article.  However, 
after  I read  the  article  in  the  New  England 
Journal,  I could  only  conclude  that  the 
newspaper  reporters  didn’t  read  the  article,  or 
read  a different  one,  because  none  of  the 
newspaper  reports  commented  on  the  obvious 
conclusion  reached:  that  certificate  of  need 
laws  have  increased  hospital  mortality  rates  in 
those  states  where  they  are  most  stringent. 
The  obvious  corollary  of  this  is  that  certificate 
of  need  laws  should  be  repealed. 

Doctors  Shortell  and  Hughes  found  only 
three  variables  which  correlated  with  higher 
mortality  rates.  These  were:  1)  The  stringency 
of  State  programs  to  review  hospital  rates,  2) 
the  stringency  of  certificate  of  need  legislation, 
and  3)  the  intensity  of  competition  in  the 
marketplace  as  measured  by  the  enrollment  in 
health  maintenance  organizations. 

Certificate  of  need  legislation  was  passed  as 
a cost  containment  measure.  In  recent  years,  in 
Nebraska,  it  has  been  also  used  to  try  to  limit 
the  development  of  heart  transplant  programs, 
renal  transplantation  programs,  etc.  under  the 
pretext  that  this  would  ensure  high  quality  of 
medical  services.  This  study  shows  that  just 
the  opposite  occurs.  More  stringent  certificate 
of  need  programs  resulted  in  poorer  quality. 


When  the  authors  looked  for  other  variables 
which  might  explain  this  finding,  they  found 
none. 

In  Nebraska,  the  certificate  of  need  law 
delayed  the  availability  of  CT  scanning  to 
residents  of  Nebraska  outside  of  Lincoln  and 
Omaha  and  at  present  has  delayed  the 
installation  of  a CT  scanner  in  Columbus, 
Nebraska.  It  has  also  delayed  the  availability 
of  magnetic  resonance  imaging  on  a full-time 
basis  in  Lincoln  and  has  delayed  the  access  to 
magnetic  resonance  imaging  in  outstate  Ne- 
braska. 

I believe  our  certificate  of  need  law  should 
be  repealed.  At  the  recent  Nebraska  Medical 
Association  meeting,  a resolution  to  this  effect 
was  presented.  After  considerable  debate,  the 
House  of  Delegates  recommended  that  the 
certificate  of  need  law  be  modified.  A portion 
of  that  law  pertains  to  the  buying  and  selling  of 
nursing  homes,  which  I understand  had  been  a 
financial  problem  for  the  Nebraska  Depart- 
ment of  Social  Services  prior  to  the  passage  of 
the  certificate  of  need  legislation.  This  may  be 
the  only  part  of  the  law  which  has  been 
effective. 

If  we  need  legislation  to  protect  the  state 
from  exploitation  by  nursing  home  operators, 
then  that  sort  of  legislation  should  be  passed. 
The  evidence  shows  that  the  certificate  of  need 
laws  in  general  have  hindered  the  development 
of  modern  medical  care  and  increased  mortality 
rates.  I have  not  seen  any  evidence  that  the 
certificate  of  need  law  has  decreased  costs. 
Certainly  the  law  has  been  used  for  purposes 
for  which  it  was  never  intended.  It  is  time  for 
Nebraska  to  join  the  dozen  or  so  states  which 
have  repealed  certificate  of  need  laws. 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

The  experience  of  Halm1  reported  in  the 
November  1985  issue  of  the  Nebraska  Medical 
Journal  is  not  limited  by  any  means  to 
Nebraska.  The  underutilization  of  the  Hepatitis 
B vaccine  even  by  the  known  high  risk 
personnel  is  a real  concern.  For  myself,  I took 
the  vaccine.  My  wife;  a registered  Occupational 
Therapist  who  works  with  physically  challenged 
children  also  took  the  vaccine.  But  when  I went 
to  have  my  teeth  cleaned  and  when  I asked  my 
dental  hygienist  if  she  had  had  the  vaccine  she 
said,  “No,  and  you  asked  me  about  that  6 
months  ago  on  your  last  cleaning;  and  my 
friend  in  Knoxville  said  I should  have  it  so  this 
is  the  third  time  and  perhaps  I should  take  the 
vaccine!”  Perhaps  indeed!  In  sharp  contrast  to 
the  Family  Practice  House  Officers  at  the 
University  of  Nebraska  Omaha  Campus  who 


stated  that  cost  was  a major  reason  and  the 
major  reason  for  not  taking  the  vaccine;  here 
was  a dental  hygienist  who  knew  that  the 
vaccine  was  safe;  was  effective;  and  was 
offered  it  free  (I  am  sure  I checked)  by  her 
dentist  boss;  and  yet  she  still  would  not  take 
the  vaccine. 

What  more  can  one  say? 

REFERENCE 

1.  Halm  Daniel  E.  BRIEF  COMMUNICATION:  Hepa- 
titis B Vaccine  for  the  Family  Physician;  page  409  of 
the  Nebraska  Medical  Journal,  November  1985. 

Thank  you, 

Josh  Grossman,  M.D. 

Physician  Director 

Employee  Health  Service 

VA  Center  Mountain  Home,  Tenn  37684 


* * * 


To  The  Editor: 

I feel  compelled  to  respond  to  the  letter 
submitted  by  Dr.  Scott  P.  Liggett  in  the  April, 
1988  edition  of  the  Nebraska  Medical 
Journal,  regarding  the  application  of  Bryan 
Memorial  Hospital  to  initiate  kidney  trans- 
plantation. I shall  elect,  to  respond  only  to  the 
substantive  issues.  First  of  all,  I disagree  firmly 
with  his  opinion  that  is  is  not  a new  service  to 
do  kidney  transplants  in  an  institution  that  has 
already  performed  cardiac  transplantation. 
The  procedures  and  clinical  issues  are  by  no 
means  identical.  To  use  reasoning  that  it  is  not 
a new  service  would  extrapolate  to  suggest  that 
a clinical  service  doing  bone  marrow  transplan- 
tation would  be  competent  to  transplant 
pancreases  or,  carried  to  its  extreme,  that  a 
physician  doing  hair  transplants  might  extend 
his  field  to  liver  transplantation. 


The  projected  expenses  submitted  by  Bryan 
Hospital  for  their  first  year’s  activity  is  based 
on  what  I would  judge  to  be  a suspiciously 
convenient  number  of  expected  transplants, 
namely  eight,  which  is  one  more  that  the  bare 
minimum  to  meet  minimum  utilization  rates  by 
Medicare  and  exactly  one  less  than  a number 
which  would  incur  costs  which  would  clearly 
exceed  the  threshold  for  certificate  of  need 
review.  Furthermore,  the  cost  per  case  as 
submitted  by  Bryan  Hospital  can  be  subject  to 
some  quantitative  question. 

Later  in  the  letter  Dr.  Liggett  inquires  “why” 
there  is  opposition  to  the  application  for 
providing  renal  transplantation  in  Lincoln. 
This,  of  course,  really  gets  to  the  heart  of  the 
question.  Our  position  strongly  relates  to  the 
lack  of  need  for  additional  transplant  services 
in  the  state  of  Nebraska.  Medicare  law  states 
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that  a transplant  facility  must  perform  15 
transplants  per  year  for  provisional  status  and 
25  transplants  per  year  for  a full  status. 
Futhermore,  the  state  health  plan  has  recom- 
mended that  there  should  be  no  additional 
renal  transplant  facilities  in  Nebraska  until  all 
existing  ones  are  doing  50  transplants  per  year. 
Similar  types  of  numbers  for  minimum  utiliza- 
tion rates  have  been  suggested  by  many  other 
agencies.  Actually  there  have  never  been  as 
many  as  50  transplants  in  a given  year 
performed  in  Nebraska.  The  Renal  Disease 
Center  at  Clarkson  Hospital  has  performed  in 
the  range  of  35  transplants  per  year  for  a 
number  of  years  and  our  transplant  recipient 
list  has  remained  approximately  the  same 
length  over  that  time.  The  transplant  center  at 
Creighton  came  into  being  several  years  ago 


with  expectations  that  they  would  be  fully 
accredited  within  a short  period  of  time. 
Actually  they  have  never  performed  more  than 
9 transplants  in  a year.  Thus,  it  is  my 
professional  feeling  that  there  is  no  need  for 
additional  renal  transplant  services  in  Nebraska 
since  the  two  existing  ones  are  by  no  means 
working  at  capacity.  Diluting  the  fixed  number 
of  new  transplant  recipients  that  are  generated 
per  year  into  more  programs  would  seem 
inevitably  to  threaten  the  quality  of  care 
provided  at  all  of  them. 

Sincerely, 

Frederick  Ware,  M.D. 

Medical  Director 
Renal  Disease  Center 
Clarkson  Hospital 
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Brachytherapy  of  Malignant  Gliomas 
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College  of  Medicine.  42nd  and  Dewey  Avenue,  Omaha.  Nebraska  68105 


TOTAL  excision  of  malignant  intra- 
cranial neoplasms  is  rarely  ac- 
complished. The  use  of  radiation 
and/or  chemotherapy  has  been  shown  to  in- 
crease life  expectancy  in  individuals  harboring 
malignant  glial  neoplasms.1  Among  such  pa- 
tients, Walker  et  al2  found  a progressive 
increase  in  survival  time  in  groups  receiving 
5,000  R,  5,500  R,  or  6,000  R.  However,  6,500 
to  7,000  Rads  approach  normal  brain  necrosis, 
limiting  treatment.  Brachytherapy  comes  from 
the  Greek  and  means  “therapy  at  short  range.” 
Specifically,  it  refers  to  inserting  a radiation 
source  directly  into  a tumor  cavity  after 
surgical  excision.  A high  dose  of  radiation  can 
be  delivered  with  minimal  irradiation  of  the 
surrounding  normal  brain  tissue  permitting  a 
higher  total  tissue  dose  than  can  be  obtained 
by  external  beam  radiation  alone. 

The  University  of  Nebraska  is  currently 
using  a high  intensity  Co  60  source  temporarily 
placed  into  the  tumor  cavity  to  deliver  a 
calculated  dose  of  radiation  in  patients  with 
malignant  gliomas.  The  method  and  results  of 
the  procedure  are  presented. 

MATERIALS  AND  METHOD 

Twenty-two  patients  with  glioblastoma  mul- 
tiforme or  astrocytoma  Grade  III  were  treated 
with  a Co  60  probe  and  external  radiation.  One 
of  two  modified  brain  biopsy  guides  was  used 
to  insert  the  probe  into  the  tumor  cavity. 
(Figure  1).  The  Co  60  seed  is  then  placed  into 
the  probe  under  remote  control.  On  the  basis 
of  previously  determined  dosimetric  calcula- 
tions the  source  is  left  in  place  a sufficient  time 
to  deliver  2,000  R.  Following  removal  of  the  Co 
60  source,  the  probe  is  removed  and  the  wound 
closed.  Most  patients  leave  the  hospital  the 
following  day. 

RESULTS 

Of  twenty-two  patients  treated  by  intersti- 
tial radiation  with  Co  60,  15  had  glioblastoma 


multiforme,  four  had  astrocytoma  Grade  III, 
two  were  classified  as  astrocytoma  Grade  II 
and  one  as  an  oligodendroglioma.  The  three 
lowest  grade  tumors  had  degenerated  into 
more  malignant  tumors  by  the  time  of  treat- 
ment (Table  I).  Nine  patients  had  interstitial 

TABLE  1 

GLIAL  TUMORS  TREATED  WITH  60  CO 


AGE/SEX 

HISTOLOGY 

• INTERVAL 

CONDITION 

** SURVIVAL  TIME 

43/M 

GM 

24  days 

Dead 

5 

months 

12/M 

GM 

9 day* 

Dead 

10 

months 

54/M 

GM 

9 days 
64  days 

Dead 

3 

months 

35/F 

GM 

22  days 

Dead 

16 

months 

57/M 

GM 

15  days 

Dead 

5 

months 

18/F 

AIII 

9 days 

Alive 

14 

months 

68/F 

GM 

0 days 

Dead 

8 

months 

26/M 

GM 

14  days 

Dead 

6 

months 

59/M 

GM 

11  days 

Dead 

14 

months 

33/M 

AIII 

3 months 

Dead 

13 

months 

47/M 

GM 

10  months 

Dead 

17 

months 

67/M 

GM 

5 months 

Dead 

11 

months 

56/F 

GM 

3 months 

Dead 

11 

months 

61/M 

GM 

5 months 

Dead 

15 

months 

63/M 

AIII 

2 months 

Dead 

7 

months 

33/F 

AIII 

4 months 

Alive 

35 

months 

32/M 

Oligo 

AIII 

17  months 

Dead 

20 

months 

40/M 

GM 

12  months 

Dead 

15 

months 

44/M 

GM 

21  months 

Dead 

28 

months 

49/M 

GM 

2 months 

Alive 

17 

months 

27/M 

All , GM 

24  months 

Alive 

33 

months 

51/M 

All, AIII 

26  months 

Dead 

30 

months 

TABLE  I-LEGEND 

GM  - Glioblastoma 

All  - Astrocytoma  Grade  II 

AIII  - Astrocytoma  Grade  III 

Oligo  - Oligodendroglioma 

• Time  between  initial  operation  and  treatment  with 

60  CO 

•*  Survival  time  is  measured  from  time  of  initial 
operation . 

*Reprint  Requests  to:  Lyal  G.  Leibrock,  M.D..  Department  of  Surgery, 
Division  of  Neurosurgery.  University  of  Nebraska  College  of  Medicine,  42nd 
and  Dewey  Avenue,  Omaha,  NE  68105. 
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Figure  1A 


radiation  as  an  initial  treatment.  This  was 
performed  at  the  time  of  the  original  operation 
in  one,  and  up  to  twenty-four  days  after 
surgery  in  the  remaining  patients.  All  subse- 
quently received  external  radiation  and  one 
had  a second  dose  of  interstitial  radiation 
sixty-four  days  after  the  original  procedure. 

Thirteen  patients  received  interstitial  Co  60 
treatment  after  tumor  progression,  two  to 
twenty-six  months  after  initial  operation.  All 
but  one  had  external  radiation  after  surgery 
and  prior  to  interstitial  radiation.  The  remain- 
ing patient  had  I 125  inserted  at  the  time  of 
initial  operation  and  received  external  radia- 
tion after  interstitial  treatment  with  Co  60. 
Two  further  patients  were  treated  with  I 125 
prior  to  treatment  with  Co  60.  One  had  seeds 
placed  in  the  tumor  cavity  at  the  time  of 
original  resection.  The  other  had  seeds  insert- 
ed at  the  time  of  a second  operation  for 
debulking  of  recurrent  tumor. 

Four  patients  are  alive  at  fourteen  to  thirty- 
five  months.  (Table  1).  The  average  survival 
time  for  the  entire  group  was  15.4  months. 
Nine  patients,  forty  years  or  younger,  had  an 
average  survival  of  16.44  months,  and  the 
remaining  thirteen,  over  forty,  an  average 
survival  of  14.23  months.  Nine  patients  suc- 
cumbed within  twelve  months,  and  nine 
between  thirteen  and  twenty-four  months.  The 
remaining  patient  died  twenty-eight  months 
after  initial  surgery.  18%  survived  two  years  or 
longer.  This  is  comparable  to  the  10%  or  less 
report  by  Salcman3  but  our  group  is  too  small 


Figure  IB 


to  draw  any  statistically  confirmed  conclu- 
sions. 

DISCUSSION 

Previous  studies  have  demonstrated  surviv- 
al times  in  patients  with  astrocytoma  Grade  III 
and  glioblastoma  multiforme  are  related  to  a 
number  of  factors.  Patients  survive  longer 
following  extensive  resection  of  tumor.4  Young- 
er patients  have  a longer  median  survival  than 
older  patients.5  However,  10%  or  less  survive 
beyond  two  years  regardless  of  age  or  thera- 
peutic modalities.3  Four  of  our  22  patients 
treated  with  Co  60  survived  longer  than  two 
years.  However  the  group  is  too  small  to  have 
any  statistical  validity  at  this  point  in  time.  The 
experience  with  this  procedure,  however  pre- 
liminary, is  positive  and  adds  to  the  longevity 
and  quality  of  life  in  patients  with  this  difficult 
disease.  The  procedure  has  the  additional 
advantage  of  not  requiring  long  hospitalization 
and  few  complications  to  date. 
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ter, American  College  of  Surgeons,  Lincoln,  Nebras- 
ka, April,  1987. 

Introduction 

PANCREAS  divisum  is  the  most 
common  anatomic  variant  of 
pancreatic  ductal  anatomy.1 
It  was  first  described  by  Opie  in  1903, 2 and  is 
defined  as  a completely  separate  pancreatic 
ductal  system  in  a grossly  undivided  gland.3  The 
pancreas  develops  in  embryologic  life  from 
dorsal  and  ventral  buds  along  the  duodenum. 
The  ventral  bud  rotates  about  the  gut  and 
fuses  with  the  dorsal  bud.  Usually  the  ductal 
systems  also  fuse  and  the  body  and  tail  of  the 
pancreas  drain  through  the  duct  of  Wirsung 
and  ampulla  of  Vater.  The  ventral  duct 
(Santorini)  recedes  to  a minor  accessory  role  or 
disappears  altogether.  In  a small  fraction  of 
individuals  the  ductal  systems  fail  to  fuse  and 
the  congenital  variant,  pancreas  divisum, 
results  (Figure  I). 

Several  investigators  have  shown  that  pa- 
tients with  pancreas  divisum  have  a higher 
than  normal  incidence  of  recurrent  attacks  of 
pancreatitis.  Inadequate  drainage  of  the  dorsal 
pancreas  through  the  minor  sphincter  is 
thought  to  be  the  responsible  etiology.  Other 
investigators  have  not  been  able  to  demon- 
strate this  relationship,  and  for  this  reason 
operative  treatment  remains  controversial.  To 
address  this  issue,  we  reviewed  our  experience 
with  pancreas  divisum  at  University  of  Ne- 
braska Hospital. 

Materials  and  Methods 

Endoscopic  retrograde  cholangiopancreato- 
graphy (ERCP)  was  performed  on  374  patients 
during  a five  year  period.  Pancreas  divisum 
was  identified  in  12  patients  (3.2%)  (Table  I). 
The  indication  for  ERCP  in  five  of  these 
patients  was  recurrent  pancreatitis  of  unknown 


etiology.  Three  patients  suffered  from  abdom- 
inal pain  of  unknown  etiology,  three  had 
primary  hepatobiliary  diseases  and  one  had  a 
pancreatic  mass. 

The  diagnosis  of  pancreas  divisum  was 
established  during  ERCP  when  the  duct  of 
Wirsung  was  short,  tapered,  arborized  and  did 
not  communicate  with  the  main  duct  draining 
the  body  and  tail  of  the  pancreas  (Figure  II). 
Cannulation  of  the  accessory  duct  of  Santorini 
was  accomplished  in  two  patients. 

Five  patients  were  selected  for  operation 
(Table  II).  Three  patients  with  recurrent 


Figure  I 

Pancreatic  ductal  anatomy  in  the  normal  pancreas, 
and  in  pancreas  divisum. 


•Correspondence  to:  Larry  E.  Bragg,  M.D.,  Department  of  Surgery, 
University  of  Nebraska  Medical  Center,  42nd  & Dewey  Avenue,  Omaha, 
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TABLE  I.  Patients  with  Pancreas  Divisum 


Presentation 

No. 

Female/Male 

Aqe  mean 

Recurrent  pancreatitis 

5 

4/1 

33 

Abdominal  pain 

3 

2/1 

44 

Hepatobiliary  disease 

3 

3/0 

60 

Pancreatic  mass 

1 

0/1 

39 

Total 

12 

9/3 

43 

TABLE  II.  Operations  for  Pancreas  Divisum 


Pt.  No. 

Aqe/Sex 

Presentation 

Operation 

Outcome 

( followup) 

1 

53/female 

Recurrent  pancreatitis 

Sphincteroplasty 
Wirsung  & Santorini, 
Cholecystectomy 

good 

(26  mo ) 

2 

10/female 

Recurrent  pancreatitis 

Sphincteroplasty 
Wirsung  & Santorini, 
Cholecystectomy 

good 

(25  mo) 

3 

13/female 

Recurrent  pancreatitis 

Sphincteroplasty 

Santorini 

good 

(5  mo) 

4 

38/female 

Abdominal  pain 

Sphincteroplasty 
Wirsung  & Santorini, 
Cholecystectomy 

good 

(30  mo ) 

5 

39/male 

Abdominal  pain 
Jaundice 
Pancreatic  mass 

Pancreaticoduodenectomy 

Cholecystectomy 

good 

(11  mo) 

pancreatitis  in  whom  no  other  etiology  could 
be  identified  underwent  operation.  Two  of 
these  patients  underwent  sphincteroplasty  of 
the  ducts  of  Wirsung  and  Santorini  and 
cholecystectomy.  One  patient  underwent 
sphincteroplasty  of  the  duct  of  Santorini  only. 
One  patient  with  recurrent  abdominal  pain  was 
chosen  for  operation  because  of  severity  of 
symptoms  and  inability  to  identify  other 
causes.  This  patient  underwent  dual  sphinc- 
teroplasty and  cholecystectomy.  A pancreati- 
coduodenectomy and  cholecystectomy  were 
performed  in  the  patient  with  the  pancreatic 
mass. 

The  sphincteroplasties  were  performed 
through  a standard  longitudinal  duodenotomy. 
The  accessory  papilla  was  located  by  visual 
identification  and  palpation,  at  a point  approx- 
imately 2-4cm  proximal  and  anterior  to  the 
papilla  of  Vater.  Location  of  the  accessory 


papilla  was  facilitated  in  some  cases  by 
administration  of  intra-venous  secretin  which 
caused  the  mucous  membrane  covering  the 
papilla  to  balloon  out  as  pancreatic  juice  was 
secreted.  The  orifice  was  then  cannulated  with 
a fine  lacrimal  duct  probe.  Inability  to  pass  a 
1mm  probe  easily  was  defined  as  stenosis. 
After  gentle  dilatation,  a small  pediatric 
feeding  tube  was  threaded  into  the  duct  of 
Santorini  and  a pancreatogram  obtained  to 
visualize  the  duct.  The  orifice  was  then 
lengthened  by  incising  the  papilla  for  at  least 
lcm.  The  pancreatic  duct  mucosa  was  then 
sutured  to  the  duodenal  mucosa  with  fine 
interrupted  resorbable  suture  (Figure  III).  In 
three  patients,  sphincteroplasty  of  the  amulla 
of  Vater  was  also  accomplished.  However  in  one 
patient,  sphincteroplasty  of  the  accessory  duct 
only  was  performed  since  the  preoperative 
pancreatogram  demonstrated  changes  con- 
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sistent  with  pancreatitis  in  this  duct.  Cholecy- 
stectomy was  also  performed  in  four  of  the 
patients,  however  none  were  found  to  have 
cholelithiasis. 

Results 

All  five  patients  had  uncomplicated  post- 
operative courses  (Table  II).  The  follow-up 
period  has  been  5,  11,  25,  26  and  30  months. 
Of  the  three  patients  undergoing  operation  for 
recurrent  pancreatitis,  all  are  doing  well  at  5, 
25  and  26  months  since  operation  with  no 
recurrent  episodes  of  pancreatitis.  The  patient 
that  underwent  sphincteroplasty  of  the  duct  of 
Santorini  only  experienced  some  episodes  of 
epigastric  pain  in  the  early  postoperative 
period  that  were  not  associated  with  hypera- 
mylasemia.  Two  months  postoperatively  she 
had  repeat  ERCP  which  demonstrated  an 
adequate  sphincteroplasty  with  a normal  ap- 
pearing duct  of  Santorini.  She  is  doing  well  five 
months  postoperatively. 

The  patient  who  underwent  dual  sphinctero- 
plasty and  cholecystectomy  for  recurrent 
abdominal  pain  has  been  pain  free  for  30 
months.  The  patient  with  the  pancreatic  mass 
was  found  to  have  fibrosis  of  the  pancreas  from 
chronic  pancreatitis.  He  continues  to  do  well 
11  months  following  pancreaticoduodenec- 
tomy and  cholecystectomy. 

Discussion 

Autopsy  studies  have  shown  that  pancreas 
divisum  occurs  in  4 to  11%  of  glands  and  is  the 
most  common  variant  of  pancreatic  ductal 
anatomy.1  Pancreas  divisum  has  been  identi- 
fied in  2.7  to  5.8%  of  patients  undergoing 
ERCP.2' 3- 4- 6 In  the  present  series,  12  of  374 
patients  undergoing  ERCP  were  found  to  have 
pancreas  divisum  (3.2%). 

Whereas  some  consider  pancreas  divisum  an 
unimportant  incidental  finding,3' 6 others  have 
suggested  an  etiologic  association  with  the 
development  of  recurrent  episodes  of  acute 
pancreatitis.1  2 4 5 There  are  several  points  that 
support  this  etiologic  relationship.  Cotton4  and 
Richter1  defined  a group  of  patients  with 
idiopathic  pancreatitis  in  whom  the  incidence 
of  pancreas  divisum  was  22.4%  and  12% 
respectively,  compared  to  3.8%  and  3%  in  a 
control  group  of  patients  subjected  to  ERCP 
for  reasons  other  than  pancreatitis.  The 
etiologic  association  is  further  supported  by 
improvement  following  operative  treatment  in 


patients  with  pancreatitis  and  pancreas  divi- 
sum.1' 2' 5' 7' 8' 9-  10  Finally,  histologic  studies  of 
resected  pancreas  from  patients  with  pancreas 
divisum  also  support  the  etiologic  association. 
Blair8  reported  a series  of  14  patients  with 
pancreas  divisum  and  recurrent  episodes  of 
pancreatitis  that  were  treated  by  partial 
pancreatic  resection.  In  all  of  the  patients  there 
was  histologic  evidence  of  pancreatitis  in  the 
dorsal  pancreas,  whereas  the  ventral  pancreas 
appeared  normal. 

The  etiology  of  pancreatitis  in  these  patients 
is  thought  to  be  related  to  inadequate  drainage 
of  large  volumes  of  pancreatic  secretions 
through  the  small  accessory  duct.1’  2-  4'  5 This 
relative  stenosis  may  lead  to  a symptom 
complex  consisting  of  intermittent  abdominal 
pain,  nausea,  and  vomiting  associated  with 
laboratory  and  radiologic  evidence  of  pancrea- 
tic inflammation.  While  most  patients  with 
pancreas  divisum  remain  asymptomatic,  pa- 
tients with  recurrent  episodes  of  pancreatitis 
and  pancreas  divisum,  in  whom  no  other 
etiology  of  pancreatitis  can  be  identified,  may 
benefit  from  a duct  drainage  procedure. 
Several  therapeutic  approaches  to  pancreas 
divisum  have  been  described.  Endoscopic 
accessory  duct  sphincterotomy  has  been  util- 
ized. However,  experience  with  this  modality 
has  been  limited.  The  accessory  papilla  is 
small  and  frequently  difficult  to  cannulate, 


DUAL  SPHINCTEROPLASTY 


The  ampulla  of  Vater  and  the  accessory  duct  have 
been  opened,  and  the  mucosa  reapproximated. 
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Figure  II  Figure  2A 

(A)  Pancreatogram  of  normal  pancreatic  ductal 
anatomy. 

(B)  Pancreatogram  of  pancreas  divisum 


which  makes  endoscopic  sphincterotomy  diffi- 
cult.4 Long  term  results  with  endoscopic 
sphincterotomy  have  been  poor.  Cotton11  des- 
cribed a series  of  12  attempts  at  endoscopic 
sphincterotomy,  of  which  only  5 were  ade- 
quate. Only  one  patient  was  free  of  symptoms 
after  one  year,  and  this  patient  subsequently 
relapsed.  Transduodenal  accessory  duct 
sphincteroplasty  has  been  successful,  especial- 
ly when  there  is  radiographic  evidence  of 
stenosis  or  when  the  duct  is  found  to  be 
stenotic  by  probing  at  operation.  When  acces- 
sory duct  stenosis  cannot  be  demonstrated, 
then  the  relationship  between  pancreas  divi- 
sum and  pancreatitis  is  less  clear  and  sphinc- 
teroplasty of  the  major  papilla  may  also  be 
indicated.  In  this  circumstance,  cholecsytec- 
tomy  is  also  performed  to  eliminate  the 
possibility  of  undiagnosed  biliary  tract  disease 
as  the  etiology  of  symptoms  and  since  sphinc- 
teroplasty may  interfere  with  gallbladder 
function.1  When  there  is  evidence  of  chronic 
pancreatitis,  or  stricture  of  the  distal  pancrea- 
tic duct,  pancreatic  resection  or  pancreaticoje- 
junostomy  may  be  indicated.2' 5' 7’ 8' 9 

The  results  of  surgical  treatment  have  been 


variable.  In  Blair’s8  series  of  14  pancreatic 
resections  for  pancreas  divisum,  eleven  pa- 
tients had  good  pain  relief.  However,  some 
have  had  persisting  nutritional  problems.  In 
1981  Richter1  reported  treatments  of  nine 
patients  by  cholecystectomy  and  sphinctero- 
plasty of  both  major  and  minor  papilla.  Short- 
term results  were  good  in  5 of  the  6 patients 
with  documented  acute  attacks  of  pancreati- 
tis, but  poor  in  the  other  3 with  preoperative 
chronic  abdominal  pain.  In  a later  report  by  the 
same  group7  a total  of  29  patients  were  treated 
with  sphincteroplasty  of  the  accessory  papilla 
only.  Among  25  patients  observed  for  longer 
than  six  months  after  operation,  the  results 
were  good  in  17,  fair  in  1,  and  poor  in  7. 
Outcome  was  better  in  patients  presenting  with 
recurrent  attacks  of  pancreatitis  rather  than 
chronic  abdominal  pain  and  in  patients  judged 
to  have  papillary  stenosis,  by  probing  at 
operation.  Cooperman5  reported  a series  of  5 
patients  undergoing  operation.  Four  patients 
underwent  sphincteroplasty  of  the  duct  of 
Santorini  and  3 patients  followed  for  longer 
than  twelve  months  did  well.  One  patient 
developed  recurrent  pancreatitis  and  was 
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Figure  2B 


found  to  have  developed  stenosis  of  the 
sphincteroplasty.  She  underwent  reoperation 
and  subsequently  was  free  of  pancreatitis. 
Gregg2  reported  results  in  19  patients  that 
underwent  cholecystectomy  and  sphinctero- 
plasty of  both  minor  and  major  accessory 
papillas.  The  operation  was  considered  a 
success  in  53%  of  the  patients  followed  for 
periods  of  6 months  to  9 years.  Madura9 
treated  20  patients  with  dual  sphincteroplasty 
with  70%  of  these  patients  being  asymptom- 
atic during  follow-up.  Although  it  is  difficult  to 


draw  any  conclusions  of  statistical  significance 
from  our  small  group  of  patients,  and  follow-up 
has  been  short,  all  5 patients  undergoing 
operation  responded  favorably. 

Summary 

Pancreas  divisum  is  the  most  common 
anatomic  variant  of  pancreatic  ductal  anatomy. 
In  the  majority  of  patients  this  finding  is 
insignificant,  however  it  may  be  an  important 
etiologic  factor  in  precipitating  acute  pancrea- 
titis. Most  patients  with  pancreatitis  associated 
with  pancreas  divisum  can  be  managed  con- 
servatively, but  carefully  selected  patients  may 
benefit  from  operation.  Results  are  best  in 
patients  with  documented  episodes  of  pan- 
creatitis and  with  accessory  papilla  stenosis. 
Results  in  patients  with  chronic  unexplained 
pain  are  poor. 
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This  18  year  old  male  entered  the  Lincoln 
General  Emergency  Room  complaining  of  left 
sided  rib  pain  of  one  week  duration.  Past 
history  was  noncontributory  except  for  abdom- 
inal trauma  with  no  known  physical  sequelae  at 
age  6. 

Physical  exam  revealed  a well  developed, 
well  nourished  male  in  no  apparent  distress. 
Physical  exam  was  unremarkable  except  for 
decreased  breath  sounds  and  hyporesonance 
of  the  left  hemithorax  and  diffuse  tenderness 
of  lateral  aspect  of  the  lower  bony  thorax.  There 
was  a well-healed  surgical  scar  in  his  left  upper 


FIGURE  1 


quadrant.  Routine  lab  was  within  normal 
limits. 

The  PA  Chest  x-ray  taken  in  the  ER  is 
presented  in  Figure  1. 

What  is  your  diagnosis? 

ETIOLOGY  AND  PATHOGENESIS 

The  most  common  cause  of  TDH  is  com- 
pression of  the  trunk  by  a steering  wheel  in  a 
motor  vehicle  accident,  but  sports  injuries 
account  for  25 %.3  Herniation  secondary  to 
operations  on  the  diaphragm  has  also  been 
reported.4  50-90%  of  patients  have  associated 


FIGURE  2 
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injuries,  usually  to  the  liver  and  stomach.5,6 
Involvement  of  other  abdominal  organs  has 
also  been  reported.7 

Progagated  pressure  waves  in  blunt  trauma 
may  rupture  the  diaphragm,  usually  at  the 
apex,  more  commonly  on  the  left,  or  at  the 
dome  and  left  hemidiaphragm,  posterolateral 
portion.  The  diaphragm  may  be  torn  from  its 
insertion  into  the  ribs.8  Abdominal  organs 
found  in  TDH  on  the  left  include  stomach, 
colon,  small  intestine,  omentum,  or  spleen.  On 
the  right,  liver,  colon,  and  small  intestine  have 
been  found.6,9 

A diagnosis  of  TDH  is  often  quite  difficult 
and  as  many  as  50%  of  diaphragmatic  hernia- 
tions are  not  discovered  until  operation. 
Herniation  may  be  discovered  at  the  time  of 
injury,  during  a latent  stage,  or  after  obstruction 
or  strangulation  develops.1 

Signs  of  acute  herniation  commonly  include 
the  triad  of  meidastinal  shift,  bowel  sounds 
auscultatable  in  the  thorax,  and  dullness  or 
tympany  to  percussion  over  the  chest.10  Pain  in 
the  chest  or  shoulder,  vomiting,  dyspnea, 
tachypnea  or  a contusion/ecchymosis  of  the 
chest  wall  may  be  a presenting  symptom. 
Additionally,  there  may  be  cyanosis  or  circula- 
tory collapse.  Often  there  are  no  specific  signs 
and  in  late  cases,  there  may  be  symptoms  of 
bowel  obstruction  or  strangulation.11,12,13 

ANSWER:  Traumatic  Diaphragmatic  Hernia 
(Figure  2). 

Traumatic  Diaphragmatic  Hernia  (TDH)  is  a 
fairly  common  result  of  significant  trauma  to 
the  abdomen  and  lower  chest,  occuring  in  4.5 
to  5.8%  of  penetrating  or  blunt  injuries.1 
Young  males  are  most  frequently  affected. 
Children  are  rarely  affected.2 

RADIOLOGIC  FINDINGS 

As  much  as  one-third  of  chest  x-rays  will 
reveal  no  abnormality  in  TDH.  Signs  on  chest 
films  include  arcuate  shadows  representing  the 
elevated  hemidiaphragm,  air-fluid  levels,  med- 
iastinal shift,  discoid  atelectasis,  lopsided 
pseudo-diaphragm,  elevation  of  the  left  dia- 
phragm, tracheal  deviation,  fractured  ribs, 


pneumothorax,  and  the  presence  of  herniated 
intestinal  contents  into  the  pericardial  sac. 
Right  sided  signs  of  TDH  also  include  high 
diaphragmatic  shadow,  elevation  of  the  inferior 
liver  edge,  infiltrative  changes  in  the  right  lung 
base,  collapse  of  the  right  lower  lobe,  pneumo- 
thorax, and  mass  over  on  the  right  hemidia- 
phragm.2 

Studies  which  are  often  most  helpful  in 
diagnosing  TDH  include  chest  x-ray,  diaphrag- 
matic fluoroscopy,  and  gastrointestinal  series 
and/or  barium  enema.  It  is  important  to  be 
aware  that  a number  of  conditions  may  mimic- 
TDH,  including  high  diaphragm  from  multiple 
etiologies,  lower  lobe  mass  or  consolidation, 
loculated  fluid,  paraesophageal  hernia,  Mor- 
gagni hernia,  pneumothorax,  hydropneumo- 
thorax, and  tension  cyst  in  the  lung.2 
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CLINICAL  DIAGNOSTIC  IMAGING 


External  Auditory  Canal  Mass 


JOE  STAVAS.  M.D. 


Case  courtesy  of  Russ  Semm,  M.D.,  Lincoln  Nebraska 

CLINICAL  HISTORY:  68  year  old  female  with  pulsatile  tinnitus  and  polypoid  EAC  mass. 


COMMENTS: 

This  is  an  ENT  classic;  and  the 
referring  physician  in  this  case 
scored  an  Olympic  “10”  with  a 
presumptive  diagnosis  of  glomus  jugulare 
tumor  after  otoscopy.  The  radiology  work  up 
for  a pulsatile  temporal  bone  mass  is  brief;  a 
CT  scan  of  the  skull  base  and  brain  and  an 
angiogram  (conventional  or  digital  subtraction 
angiography  - DSA).  Although  the  history  is 
textbook,  one  must  exclude  other  causes  of 
pulsatile  masses  such  as  an  aberrant  carotid 
artery,  labyrinthine  artery  aneurysm,  arterio- 
venous malformations,  or  highly  vascular  bony 
malignancies  or  metastases,  all  extremely  rare. 


FIGURE  1A 


Glomus  tumors  of  the  temporal  bone  belong 
to  the  family  of  chemodectomas  or  nonchrom- 
affin paragangliomas.  They  are  locally  destruc- 
tive, nonmetastasizing  neoplasms  that  arise 
from  glomus  bodies  along  the  course  of  nerves 
near  the  tympanic  membrane  and  jugular  bulb. 
They  are  similar  to  carotid  body  tumors 
histologically,  exhibiting  high  vascularity. 

Lesions  arising  from  the  tympanic  membrane 
(glomus  tympanicum)  may  or  may  not  be 
detectable  by  CT.  A nonspecific  soft  tissue 
mass  adjacent  to  the  tympanic  membrane  may 
be  the  only  finding  on  very  thin  section  slices. 
The  glomus  jugulare  lesions  (jugular  bulb) 


FIGURE  IB 


Figure  1 - CT  scan  with  soft  tissue  and  bone  window  settings.  Note  enhancing  mass  in 
jugular  fossa  with  bony  destruction  (arrows). 
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Figure  2 - Coronal  reconstructions  through  mass.  Intracranial  extension 
may  occur  with  posterior  fossa  mass  effect;  not  a feature  of  this  case. 
Arrows  outline  glomus  mass  with  jugular  canal  widening. 


typically  are  enhancing  masses  (figure  1)  with 
an  epicenter  on  the  jugular  canal  and  associated 
canal  widening  and  often  carotid  and  intra- 
cranial extension  (fig.  2).  Angiography  (fig.  3) 
shows. an  extremely  vascular  mass  with  en- 
largement of  external  carotid  artery  branches 
(often  the  arterial  supply  is  from  the  ascending 
pharyngeal  artery)  and  rapid  filling  of  the 
jugular  vein.  I personally  do  not  feel  MRI 
would  add  any  information  beyond  CT  and 
angiography. 

Small  local  glomus  tympanicum  lesions  can 
be  plucked  out  surgically.  Glomus  jugulare 
lesions,  on  the  other  hand,  are  treated  best 
with  radiation  therapy  which  frequently  causes 
a delay  in  tumor  growth.  Radiation  therapy 
usually  improves  tinnitus,  otalgia,  otorrhea, 
and  facial  paralysis,  all  common  clinical 
presentations.  Hearing  loss  is  usually  per- 
manent. Surgical  resection  of  glomus  jugulare 
tumors  is  practiced  by  some  otolaryngologists 
but  it  seems  like  it  is  not  for  the  “weak  at 
heart”  being  an  admirable  undertaking. 

The  prognosis  for  glomus  tumors  is  excellent; 
less  than  20%  of  patients  die  within  five  years. 
Recurrences  do  occur  and  may  be  delayed  by 
ten  or  more  years  and  10%  of  patients  (another 
10%  rule)  will  have  a second  chemodectoma  in 
the  head  or  neck. 

This  case  demonstrates  the  work  up  in  a 
patient  with  pulsatile  tinnitus.  Classic  CT  and 
angiography  findings  confirm  the  diagnosis  of  a 
glomus  tumor.  Although  other  masses  may 
originate  in  the  region  of  the  jugular  foramen 
such  as  schwannomas  and  meningiomas,  these 
lesions  are  not  usually  pulsatile. 


Figure  3 - Left  carotid  angiogram:  vascular  skull 
base  mass  with  early  jugular  vein  filling  (arrows). 
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C.  A.  MCWHORTER,  M.D. 

President,  1988-89  Nebraska  Medical  Association 


Greetings  to  my  fellow  physicians,  wives, 
and  guests  at  this  annual  Fun  Night  occasion.  I 
am  proud  to  be  a part  of  the  fun  night  and  have 
this  inauguration  be  held  in  conjunction  with 
entertainment  and  a social  get  together.  I 
would  first  like  to  express  my  humble  and 
sincere  appreciation  to  all  of  you  for  trust  and 
confidence  in  honoring  me  with  the  Presidency 
of  our  association  for  this  next  year.  I accept 
this  responsibility  knowing  full  well  that  the 
road  is  not  straight  and  nicely  paved  and  that 
there  are  still  many,  many  problems,  some  of 
which  will  deny  a satisfactory  solution.  However, 
with  your  help  we  shall  all  strive  to  do  our  very 
best  to  continue  the  practice  of  medicine  for 
the  benefit;  first  of  all,  of  our  patients;  and, 
secondly,  for  each  of  you,  my  colleagues. 

Before  I begin  talking  to  you  briefly  about 
the  “Perilous  Road  Ahead”,  I should  like  to 
introduce  the  members  of  my  family  who  are 
here  tonight.  Without  their  help,  encourage- 
ment and  cooperation,  I could  not  carry  out 
this  task. 

Next,  I would  like  to  express  my  deep 
respect  and  appreciation  to  Doctor  Dwight 
Cherry.  Before  I was  elected  President-Elect,  I 
knew  of  Doctor  Cherry’s  reputation  as  a 
distinguished  surgeon  in  Lincoln,  but  I had  not 
had  any  real  personal  contact  with  him.  During 
this  year,  we  have  had  many  occasions  on 
which  to  develop  a very  firm  and  delightful 
friendship.  I have  learned  very  much  from 
Doctor  Cherry  and  I wish  to  thank  him  for  his 
encouragement  and  his  example  as  an  out- 
standing chief  officer  of  the  Nebraska  Medical 
Association.  During  this  next  year,  I shall  value 
his  advice  and  consultation  many  times  over. 

During  this  past  year,  it  has  been  delightful 
for  me  to  work  with  Bill  Schellpeper  and  Jim 
Ruigh,  the  executives  on  the  staff  of  NMA. 


C.  A.  McWhorter,  M.D. 


They  have  been  wonderful  to  me  and  have 
cooperated  in  every  way.  Most  of  you  may  now 
know  this,  but  Bill  Schellpeper  and  I grew  up 
in  towns  about  twelve  miles  apart  in  Pierce 
County  in  Northeastern  Nebraska.  Despite  his 
gray  hair,  I wish  to  assure  you  that  he  is 
considerably  younger  than  I.  We  were  not 
friends  and  contemporaries  during  our  child- 
hood. We  have,  however  developed  a great 
bond  of  friendship  during  this  past  year. 

Now,  let  me  retrace  a bit  of  history  for  you  so 
that  we  may  understand  perhaps  a bit  better 
why  the  road  ahead  is  so  perilous. 

First  of  all,  let  me  state  that  progress  in 
medicine  from  the  standpoint  of  scientific 
knowledge  and  increasing  technology  has  been 
great.  We  have  seen  so  many  great  changes  in 
medicine  in  the  conquering  of  many  diseases. 
We  have  seen  much  progress  in  the  under- 
standing and  better  treatment  of  diseases. 
Time  does  not  permit  me  to  enumerate  all  of 
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them.  I should  like,  however,  to  give  you  one 
specific  example  of  some  of  this  progress  and 
some  of  the  challenges  from  the  scientific  and 
medical  care  areas  at  the  present  time. 

In  June  of  1987,  I attended  a World 
Congress  of  Pathology  held  in  Washington,  D.C. 
The  theme  of  this  congress  was  “Advances  in 
Immunology  and  Immunopathology”.  Needless 
to  say,  there  were  many  advances  in  this  field 
which  have  occurred  during  the  last  10  to  15 
years.  Our  knowledge  has  been  so  great  that  in 
many  areas  I could  not  completely  comprehend 
all  of  the  new  advances  in  techniques  in  the 
understanding  of  heredity,  genes,  the  immune 
mechanism;  and,  in  this  disease  — Acquired 
Immune  Deficiency  Syndrome  — AIDS.  This 
has  indeed  been  an  example  of  the  tremendous 
advances  in  medical  scientific  knowledge  — a 
challenging  subject  as  well.  But  it  has  raised 
many  questions  concerning  how  we  should 
best  handle  this  new  epidemic  disease  in  our 

midst.  Despite  all  of  the  great  things  we  can 
say  about  the  advances  of  medical  care  from 
the  standpoint  of  the  scientific,  the  technology 
and  the  know-how  of  patient  care,  the  changes 
in  the  socio-economic  aspects  have  gone 
mostly  in  the  exact  opposite  direction.  The 
accessibility  of  medical  care  is  no  nearer 
solved  now  than  it  was  40  or  50  years  ago.  The 
delivery  and  the  cost  of  medical  care  has  been 
complicated  by  all  kinds  of  government  regula- 
tions. It  would  seem  that  the  professionalism 
of  the  practice  of  medicine  is  being  bombarded 
from  every  standpoint.  The  bureaucrats  in 
federal  government,  the  bureaucrats  in  state 
government,  the  politicans  at  every  level,  and 
indeed,  much  of  big-business,  big- corporation, 
industry  complexes  have  decided  that  they 
know  better  than  the  doctors  how  medicine 
should  be  practiced  and  how  health  care 
should  be  delivered  to  the  people.  If  we  look 
back  through  the  last  35  or  40  years,  we  see 
many  examples  of  the  great  influence  of  all  of 
these  on  the  delivery  of  health  care  to  the 
American  people.  Some  of  these  proposals 
have  been  most  devastating  and  some  of  them 
ironic  and  even  diabolic  in  that  they  have 
turned  from  one  point  of  view  to  exactly  the 
opposite,  in  many  instances. 

In  the  early  1950’s,  the  government  decided 
that  we  needed  to  do  something  about 
expanding  the  health  care  capabilities  in  the 
rural  areas.  Hill-Burton  was  a federal  program 


designed  to  build  hospital  beds  in  every 
community  and  city  in  the  United  States.  We 
spent  a tremendous  amount  of  money  on  these 
facilities  in  many  areas  where  there  would  never 
be  the  technical  know-how,  nor  the  economic 
ability  to  use  all  of  these  planned  facilities. 
Now,  with  the  DRG  program  and  the  regula- 
tions of  HCFA,  many  of  these  hospitals  are 
fighting  for  their  very  survival.  It  has  become 
an  increasing  problem  to  try  to  find  ways  to 
make  these  institutions,  which  the  government 
at  one  time  thought  were  absolutely  essential 
to  medical  care,  able  to  survive  the  onslaught 
of  the  economic  and  regulatory  mechanisms 
now  prescribed  by  the  federal  government  and 
the  bureaucrats  in  Washington. 

In  1965  under  the  auspices  of  Johnson’s 
“Great  Society”,  the  federal  government  de- 
cided that  there  should  be  “Free”  medical  care 
for  all  individuals  over  age  of  65  — Medicare. 
This  was  enacted  despite  the  fact  that  the 
bureaucrats  and  politicians  were  warned  by  all 
of  organized  medicine  that  the  cost  would  be 
much  greater  than  those  they  had  planned. 
Now,  the  politicians  and  bureaucrats  in  Wash- 
ington are  doing  everything  they  can  to  place 
curbs  on  Medicare  because  they  simply  say 
“the  federal  government  cannot  afford  the 
program”  that  had  been  enacted.  They  are 
trying  each  year  to  reduce  the  burdening  and 
skyrocketing  cost  of  “Free”  medical  care.  It  is 
no  longer  “Free”.  It  is  becoming  less  and  less 
accessible  to  the  over-65  population  in  general. 

In  about  1965,  the  politicans  and  bureaucats 
again  became  alarmed  because  they  were 
concerned  that  there  was  a shortage  of 
physicians.  They  were  told  that  this  was  not 
really  a true  shortage,  but  a lack  of  proper 
distribution  of  physicians  in  the  geographic 
and  economic  areas  of  this  country.  They, 
however,  devised  a scheme  to  increase  the 
numbers  of  doctors  turned  out  by  the  medical 
schools  and  authorized  the  existence  of  some 
25-30  new  medical  schools.  Now,  some  ten 
years  later,  they  have  decided  that  there  is  an 
over-production  of  physicians;  and,  although 
the  same  mal-distribution  which  has  always 
been  present,  is  still  present  — mainly,  the 
lack  of  doctors  in  many  rural  areas,  and  the 
lack  of  doctors  in  many  of  the  crowded  inner- 
city  blighted  areas  of  this  country.  This  overall 
push  caused  a tremendous  expense  of  increas- 
ing the  numbers  of  physicians  produced  in 
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each  medical  school  (in  our  UNMC,  from 
approximately  90  to  150-160  students  in  each 
class).  In  many  schools,  as  in  our  case,  the 
programs  were  cut  to  3 years  rather  than  4 
years  of  education  to  become  a practitioner  of 
medicine.  In  1980,  there  were  a total  of  some 
467,500  physicians,  or  approximately  202 
physicians  per  100,000  population  in  this 
country.  In  1985,  this  had  increased  to 
552,500,  an  increase  of  over  18.2%.  There 
were  at  that  time  228  physicians  per  100,000 
population,  but  the  mal-distribution  of  phy- 
sicians in  the  inner- cities  and  in  rural  areas  was 
still  present. 

In  1950,  the  percentage  of  the  gross  national 
product  which  was  spent  on  national  health 
care  expenditures  was  approximately  5%.  In 
1986,  this  had  grown  so  that  the  percentage  of 
the  gross  national  product  spent  on  health  care 
expenditures  was  close  to  11%.  The  1986 
percentage  of  the  national  health  care  dollars 
comes  from  the  following  percentages:  direct 
patient  payments,  25.3%;  from  the  federal 
government,  29.4%;  from  state  and  local 
governments,  12%;  from  other  private  sources, 
2.6%;  and,  from  private  health  insurance, 
30.7%.  Where  does  this  health  care  dollar 
expense  go?  39.2%  of  it  is  spent  on  hospital 
care,  20.6%  is  on  other  personal  health  care, 
11.8%  is  spent  on  research,  construction  and 
administration,  and  only  20.1%  has  been  spent 
on  physician  services.  Yet,  all  of  the  bureau- 
crats and  politicians  seem  to  think  that  the 
practicing  physicians  are  the  ones  who  are 
reaping  the  rewards;  the  ones  who  are  making 
the  financial  killing;  the  ones  who  are  the 
culprits;  and,  the  ones  responsible  for  the 
tremendous  increase  in  the  cost  of  medical 
care  in  this  country. 

When  the  federal  axe  began  to  fall  upon  the 
expenditures  for  medical  care  under  the 
Medicare  program,  it  became  obvious  that  the 
curtailment  necessitated  scrutiny  of  admissions 
to  hospitals,  duration  of  stay  in  hospitals,  and 
the  use  of  all  facilities  for  care.  Due  to  the  need 
of  reducing  the  cost  of  this  tremendous  burden 
to  the  government  there  were  then  instituted 
all  of  the  changes  (and  believe  me  there  are 
more  to  come)  in  Medicare  delivery.  They 
instituted  the  DRG  program,  they  instituted  the 
the  program  of  requiring  the  reason  for 
admission  to  be  substantiated,  and  they  made 
it  difficult  for  a hospital  to  keep  patients  even 


though  their  disease  process  may  have  been  com- 
plicated. All  of  these  changes  brought  havoc  to 
the  quality  of  health  care  and  the  physicians 
were  soon  responding  by  asking  questions 
concerning  the  quality  of  health  care  delivered. 
Then,  under  the  auspices  of  “The  Great  White 
Father”,  HCFA  devised  the  PSRO  which  later 
became  a mandatory  PRO  for  all  Medicare 
hospitals  and  for  all  Medicare  bills  in  hospital- 
ized patients.  In  doing  this,  after  it  was  first 
introduced,  the  next  step  was  to  place  the  onnus 
for  the  quality  of  medical  care  on  “The 
Doctor’s  Back”.  This  brought  about  the  PRO 
regulations  related  to  quality  of  medical 
service  rendered,  generic  screening,  admission 
and  dismissal  review,  etc.  This  brought  havoc 
in  many  parts  of  the  United  States;  and 
it  has  brought  considerable  havoc  and  admin- 
istrative problems  to  us  in  the  state  of 
Nebraska.  We  seem  to  have  a great  deal  more 
of  this  problem  than  is  our  fair  share  for  the 
number  of  physicians  practicing  medicine  in 
this  state. 

If,  by  now,  you  believe  that  our  only  enemies 
are  the  politicians  and  bureaucrats  in  Wash- 
ington and  in  other  government  arenas,  let  me 
caution  you  that  such  is  not  the  case.  We  must 
recognize  that  there  are  many  other  forces 
which  are  creating  problems  for  physicians  in 
the  practice  of  medicine.  As  I alluded  to 
earlier,  there  is  a great  effort  on  the  part  of  big 
business,  major  industry  and  big  labor  to  get 
into  the  health  field.  These  groups  have,  in  the 
past  decade  or  two,  realized  that  there  are 
large  expenditures  of  money  by  corporations  in 
the  United  States  for  the  health  care  of  their 
workers  and  for  the  health  care  of  all  the 
working  population.  Doctor  Allen  R.  Nelson, 
chairman  of  the  AMA  Board  of  Trustees,  at  a 
recent  meeting  in  Chicago  termed  much  of  this 
“Managed  Utilization”.  This  is  a term  used  to 
describe  a variety  of  systems  being  encouraged 
by  the  purchasers  of  health  care  — both 
government  and  business,  designed  to  curtail 
perceived  excesses  of  use  of  medical  services. 
These  include:  prospective  approval,  current 
stay  review,  discharge  planning,  retrospective 
payment  review,  mandatory  second  surgical 
opinion,  high  cost  case  management,  formul- 
aries, clinical  algorithms,  physician  incentive 
programs  and  selective  contracting.  As  Doctor 
Nelson  stated,  “the  nagging  question  is:  who  is 
doing  the  managing  and  who  is  being  managed”. 

Likewise,  medicine’s  image  in  the  press  is 
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not  without  a built-in  bias.  The  professional 
side  of  medicine  is  very  seldom  highlighted. 
Organized  medicine  is  looked  on  as  a distasteful 
lobbying  effort  in  Washington,  and,  unfortun- 
ately, in  many  of  the  states.  There  is  tremendous 
publicity  for  all  the  negative  aspects  of 
physicians’  involvement  in  health  care  and 
much  emphasis  on  the  financial  over-remunera- 
tion of  doctors  as  depicted  by  the  media. 

There  is  also  a tremendous  problem  in  the 
publicity  surrounding  all  the  malpractice  litiga- 
tion and  in  the  high  cost  of  malpractice 
insurance  for  physicians.  Most  of  the  comments 
by  lawyers  and  the  press  are  not  favorable  to 
medicine.  We  seem,  in  many  instances,  to  be 
the  ones  blamed  — the  ones  who  have  caused 
the  spiralling  cost  of  malpractice  insurance, 
which  at  the  present  time  is  driving  many 
practitioners  from  the  practice  of  medicine, 
and  if  not  driving  them  out,  has  produced  very 
defensive  practices  which  are  not  necessarily 
sound  nor  economical. 

What  can  we  do  about  all  of  these  problems? 

The  key  objective  as  defined  by  the  American 
Medical  Association’s  House  of  Delegates  just 
over  one  year  ago  pinpoints  a desire  for  a 
positive  step  for  medicine  in  correcting  all  of 
these  assaults  on  the  physician.  This  objective, 
and  I quote,  “is  to  contribute  to  the  profes- 
sional and  personal  development  of  member 
physicians  and  to  the  betterment  of  the  health 
of  the  public  by  developing  and  distributing 
information,  by  advocating  health- related  rights, 
responsibilities  and  issues.”  Again,  let  me 
quote,  “this  is  to  be  done  in  a manner  that  is 
cost-effective,  protects  physician  autonomy 
and  self-determination,  improves  the  practice 
of  medicine  and  builds  confidence  in  the 
competence  and  reliability  of  physicians.”  The 
last  part  of  this,  according  to  Doctor  Nelson, 
“builds  public  confidence  in  the  competence 
and  reliability  of  physicians”,  emphasizes  our 
commitment  to  professionalism.  We  can  see 
that  “professional  autonomy  and  self-deter- 
mination” are  being  strangulated  at  every  turn 
in  the  road.  This  erosion  of  our  professional 
autonomy  — the  uncoupling  of  authority  and 
responsibility  — is  a major  reason  for  our 
anger  and  disillusionment  with  the  practice  of 
medicine.  We  are  threatened  with  the  loss  of 
authority  to  make  a key  decision  in  the 


provision  of  care,  while  having  the  responsibility 
for  the  content  and  outcome  of  care  still  placed 
squarely  on  our  shoulders.  It  has  been 
suggested  by  many,  including  the  former 
president  of  the  American  Medical  Association, 
Doctor  Edward  R.  Annis,  and  by  Doctor 
Nelson,  that  we  need  to  mount  a unified  effort 
on  the  part  of  organizations  of  physicians  and 
organized  medicine;  if  we  are  to  retain  our 
professional  perogative  and  our  professional 
autonomy,  we  must  be  capable  of  engaging 
those  forces  that  are  against  us  in  all  arenas:  — 
in  the  legislative,  the  regulatory,  the  courts, 
the  news  media,  and  in  the  public  minds. 

If  we  are  to  succeed  even  in  holding  our  own, 
we  must  recognize  that  we  are  too  small  a 
minority  to  be  able  to  fight  these  forces  by 
ourselves.  We  must  forge  and  develop  alliances 
with  those  who  would  and  could  help  us.  I think 
it  is  high  time  that  we  in  medicine  make  every 
effort  to  explain  our  case  and  our  situation  to 
many  of  these  groups  so  that  we  will  have  a 
more  effective  force  working  with  us.  Let  me 
give  you  one  or  two  examples: 

The  AARP  has  over  twenty-seven  million 
members  and  they  are  considered  one  of  the 
most  highly  effective  political  and  social 
influences  on  national  health  matters,  and  on 
the  socio-economic  aspects  of  care  for  the 
elderly.  Every  politician  who  has  been  success- 
ful now  looks  to  them  for  their  'counsel  and 
help.  We  have  many  areas  which  are  in 
common  with  this  group  and  which  we  can 
strengthen  in  our  efforts  to  find  suitable 
alliances  for  the  future.  There  is  also  a great 
possibility  in  the  Chambers  of  Commerce  — a 
probable  firm  ally.  There  are  many  level- 
headed business  people  and  leaders  who  could 
be  very  important  as  an  ally  in  this  endeavor.  It 
is  true  that  some  of  them  need  to  be  further 
enlightened  on  the  problems  and  the  forces 
operating  in  the  health  care  field  and  the 
impact  that  such  forces  are  having  upon  the 
quality  of  care  for  this  nation.  Working  with 
these  two  political  forces  that  I have  outlined 
for  you,  the  AARP  and  the  Chambers  of 
Commerce,  needs  to  be  developed  more  at  the 
“grass  roots”  level  than  at  the  national  level.  If 
this  is  done,  the  potential  for  great  cooperative 
efforts  will  be  a suitable  asset  to  us  in  the 
future. 

I can’t  leave  you  with  this  pessimistic, 
although  somewhat  realistic  report  of  our 
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past.  We  must  carry  on  — we  must  continue 
the  fight  — I know  that  we  can  succeed! 

I have  three  specific  recommendations  for 
you  to  carry  away  from  this  meeting. 

FIRST  — We  must  define  our  goals  and 
objectives.  The  recent  report  of  the  House  of 
Delegates  of  the  AMA  outlining  the  objective 
of  medicine  is  sound;  and,  I believe  pertinent 
for  the  times  and  the  period  ahead.  We  must, 
however,  keep  these  goals  before  us.  We 
cannot  be,  as  we  have  been  so  frequent  in  the 
past,  good  at  defining  goals  and  then  in  the 
hustle  and  bustle  of  everyday  living  forget 
about  them  and  not  conduct  ourselves  in  line 
with  the  goals  and  objectives  we  have  set  forth. 

SECOND  — We  as  physicians  must  remain 
unified.  We  cannot  afford  to  allow  the  tactics 
of  our  enemies  — our  opponents  — to  attack 
us  by  divide  and  conquer.  I know  that  this  has 
been  the  aim  of  many  of  the  bureaucrats  and 
the  individuals  and  groups  who  have  a “hate 
doctor”  complex.  We  are  a group  of  multiple 
specialties.  We  can  ill-afford  to  pursue  only  our 
narrow  specialty  objectives  and  forget  about 
the  problems  of  the  rest  of  the  practioners  of 
medicine.  We  must  all  work  together.  There 


have  been  attempts  through  the  years,  and 
recently  in  the  DRG  proposals,  to  place 
doctors  in  the  specialties  of  anesthesiology, 
radiology  and  pathology  under  DRG’S  for 
hospital  compensation  to  divide  and  conquer. 
There  were  many  attempts  to  divide  us,  but 
because  we  remained  unified,  we  did  not  lose 
this  battle.  Unity  — unity  in  our  planning  and 
execution  of  programs  to  carry  out  our 
objectives  is  essential  for  our  success. 

THIRD  — We  must  create  alliances.  We  can 
no  longer  afford  the  luxury  of  believing  that  if 
we  state  our  cause  that  we  in  medicine  will 
have  sufficient  influence  in  the  socio-economic 
and  political  arenas  to  have  our  voice  be  heard, 
understood  and  believed.  We  cannot  stand 
still.  We  cannot  go  backward.  We  must  go 
forward.  And,  we  must  have  alliances.  These 
suggestions  and  others  which  I am  sure  some 
of  you  can  think  of  must  be  encouraged  and 
nurtured.  When  we  find  there  are  some 
differences,  we  may  find  that  in  order  to  reach 
our  goals,  we  must  compromise. 

So,  ladies  and  gentlemen,  as  food  for 
thought,  I give  you  these  three  words:  Goals, 
Unity  and  Alliances.  May  God  Bless  You. 

Thank  You. 
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THE  AUXILIARY 


Annual  State  Meeting 


The  63rd  Annual  Meeting  of  the  Nebraska 
Medical  Association  Auxiliary  was  held  at  the 
Marriott  Hotel  in  Omaha,  Nebraska,  April  29- 
30,  1988. 

Colleen  Adam,  NMA  Auxiliary  President, 
presided  at  the  Annual  Meeting  on  Friday, 
April  29,  with  forty  auxilians  in  attendance. 
Mary  Strauss,  AMA  Auxiliary  President-Elect, 
brought  greetings  and  congratulated  Nebraska 
on  providing  two  auxilians  to  serve  as  National 
Representatives. 

Following  lunch,  the  auxilians  attended  a 
seminar  entitled,  “Issues  of  Adolescence/Sub- 
stance  Abuse.”  Jean  Beyer,  Dean  of  Methodist 
College  of  Nursing  and  Allied  Health  in  Omaha 
presented  the  program  with  assistance  from 
Dean  Zens.  Ms.  Zens  is  the  Chemical  Depend- 
ency Counseling  Program  Coordinator  at 
Methodist  College  of  Nursing.  Together,  the 
two  speakers  alerted  those  in  attendance  to 
the  many  problems  related  to  substance  abuse, 
including  the  effect  on  family  members. 

Approximately  17  auxiliary  members  enjoyed 
a buffet  dinner  at  the  home  of  Mrs.  Lon  Keim 
on  Friday  evening.  The  event  offered  an 
opportunity  for  the  auxilians  to  visit  with 
friends,  re-cap  the  activities  of  the  past  year, 
and  to  “shop”  for  market  items  left  from 
MOMSA’s  Kitchen  Tour. 

The  Gavel  Club  met  at  Highland  Country 
Club  on  Saturday,  April  30  prior  to  the  Awards 
Brunch.  Mrs.  Harry  Shaffer  was  elected  to 
serve  as  presiding  officer  for  1988-89. 

The  Awards  Brunch,  also  held  at  Highland 
Country  Club,  was  attended  by  approximately 
55  auxilians.  Mrs.  Albert  Strauss,  President- 
Elect  of  the  AMA  Auxiliary,  was  the  guest 
speaker  and  installed  the  new  officers. 

Officers  of  the  NMA  Auxiliary  for  1988-89 
are  as  follows: 


President  - Desta  Osborne  (Mrs.  Robert) 
Pres.  - Elect  - Sally  Becker  (Mrs  William) 
1st  V.P.  - Jeanette  Schlichtemeier  (Mrs.  Wm.) 
2nd  V.P.  - Sharon  Holyoke  (Mrs.  Edward) 
Recording  Sec.  - Marge  Olney  (Mrs.  Richard) 
Corresponding  Sec.  - Peg  Fletcher  (Mrs.  Larry) 
Treasurer  - Barb  Bohi  (Mrs.  Daniel) 
Two-Year  Dir.:  Rogene  Rainbridge  (Mrs. 

Gordon),  Pam  Hoesing  (Mrs.  John) 

Maria  O’Donohue,  AMA-ERF  Chairman, 
announced  that  Nebraska  has  surpassed  the 
state  goal  of  $8,000  this  year.  The  award  for 
largest  contribution  went  to  Lancaster  County 
were  $2,370.03  was  raised  for  AMA-ERF. 
Buffalo  County  received  an  award  for  largest 
per  capita  donation  and  was  also  recognized 
for  a 240%  increase  over  last  year’s  efforts. 

Gail  Lichti,  president  of  Lincoln  County 
auxiliary,  presented  the  Nebraska  Medical 
Foundation  awards  in  the  absence  of  Molly 
O’Holleran,  Chairman.  Lancaster  County  re- 
ceived the  award  for  the  greatest  total 
contribution  ($1,222.70),  while  Adams  County 
was  recognized  for  donating  the  greatest 
amount  per  capita. 

The  Membership  Award,  presented  by  Sally 
Becker,  was  given  to  Burt- Washington  County 
for  the  greatest  percentage  increase  in  member- 
ship. Carol  Bagby,  president  of  Burt-Washing- 
ton,  accepted  the  award. 

The  Presidential  Award,  presented  by  Colleen 
Adam  on  behalf  of  the  Executive  Committee, 
was  given  to  Adams  County  in  recognition  of 
outstanding  community  involvement,  leadership 
and  fund  raising  efforts.  The  award  was 
accepted  by  Marje  Little,  president  of  Adams 
County  Medical  Auxiliary. 

Colleen  Adam  (Mrs.  George),  Hasting,  was 
the  recipient  of  the  Merit  Award  for  1988, 
while  Bev  Kruger  (Mrs.  Robert),  Omaha,  was 
named  Auxilian  of  the  Year.  Those  in  attend- 
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ance  had  the  opportunity  to  hear  the  many 
accomplishments  of  these  two  auxilians. 

Mrs.  Robert  Osborne  presided  at  the  Post- 
Convention  Board  meeting,  held  immediately 
following  the  Awards  Brunch. 

That  evening,  members  of  the  auxiliary  and 
their  spouses  attended  the  NMA  Inaugural 
Banquet  where  Dr.  C.A.  McWhorter  was 
installed  as  President  of  NMA.  Special  mention 
was  made  of  the  various  auxilian  awards  and 
Mrs.  Robert  Osborne  was  recognized  as  the 
new  President  of  the  NMA  Auxiliary. 

On  Sunday  morning,  May  1,  immediate  past 
president,  Colleen  Adam,  presented  the  AMA- 
ERF  checks  to  Dean  Waldman  and  Dean 


O’Brien  of  the  University  of  Nebraska  College 
of  Medicine  and  Creighton  University  Medical 
School,  respectively.  Following  the  presenta- 
tion, Mrs.  Adam  addressed  the  House  of 
Delegates  with  a report  of  the  1987-88 
auxiliary  year. 

A special  thank  you  is  extended  to  Phyllis 
Chapin  and  Bev  Kruger,  co-chairmen  of  this 
convention,  and  to  Rita  Seiler,  president  of 
MOMSA.  Their  combined  efforts  resulted  in  a 
most  successful  63rd  Annual  Meeting. 

Respectfully  Submitted, 

Colleen  Adam 

Immediate  Past  President,  NMAA 


ANNUAL  STATE  MEETING 

April  29  Through  May  2,  1988 


WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  Convention 
and  the  accomplishments  of  the  past  year, 
therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary, 
extend  our  grateful  thanks  and  appreciation 
to  the  officers  and  other  members  of  the 
Nebraska  Medical  Association  Auxiliary 
Executive  Board  who  have  so  ably  carried 
on  the  business  necessary  for  the  proper 
functioning  of  our  organization,  and  be  it 
further 

RESOLVED,  that  our  thanks  and  appreciation 
be  specified  to  the  members  of  the  Metro- 
politan Omaha  Medical  Society  Auxiliary, 
hostess  to  this,  the  sixty-third  Annual 
Meeting,  for  the  gracious  hospitality  extended 
to  all  of  us;  and  be  it  further 

RESOLVED,  that  we  are  expressly  grateful 
that  Mrs.  Albert  Strauss  of  Hagerstown, 
Maryland,  President-elect  of  the  American 
Medical  Association  Auxiliary,  found  it 
possible  to  meet  with  us  during  the  sixty- 
third  year  of  our  existence;  and  be  it  further 

RESOLVED,  that  we  declare  particular  grat- 
itude to  the  President  of  MOMSA  Auxiliary, 


Rita  Seiler,  and  her  Convention  Chairman, 
Phyllis  Chapin,  and  to  Bev  Kruger,  Co- 
Chairman,  their  capable  committee  and  all 
who  thoughtfully  planned  for  our  entertain- 
ment and  pleasure;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  that  we  appreciate 
their  assistance  and  leadership,  that  in 
particular  we  thank  L.  Dwight  Cherry,  M.D., 
President  of  the  Nebraska  Medical  Associ- 
ation, and  his  Commission  on  Association 
Affairs,  that  they  be  informed  of  our 
gratefulness  for  their  help  and  advice 
throughout  the  year  and  for  generously 
sharing  with  us  those  portions  of  their 
program  we  are  privileged  to  attend,  and  be 
it  further 

RESOLVED,  that  Dr.  Benjamin  Gelber,  Editor 
of  the  Nebraska  Medical  Journal,  Mrs. 
Elba  Lau,  Editor  of  the  Newsletter,  Nebraska 
Medical  Liability  Mutual  and  Saint  Elizabeth 
Community  Health  Center  for  their  interest 
and  monetary  support  of  our  Newsletter, 
Mr.  William  Schellpeper,  Executive  Director 
of  the  Nebraska  Medical  Association,  Mr. 
James  K Ruigh,  Assistant  Executive  Director, 
and  the  State  Medical  office  personnel  for 
their  help  in  preparing  material  and  mailing 
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the  Newsletter,  be  apprised  of  our  sincere 
thanks  for  the  efficient  way  they  handle  our 
Auxiliary  news,  for  their  ready  assistance 
whenever  we  ask  for  it,  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Associa- 
tion Auxiliary,  that  we  continue  to  be  faithful 
in  supporting  its  activities,  promoting  its 


projects  and  protecting  its  reputation  and 
high  ideals,  and  be  if  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  Nebraska  Medical  Associa- 
tion Journal. 

Respectfully  submitted, 

Helen  J.  Krause 
Resolutions  Chairman 


COMING  MEETINGS 


NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  — 
July  27-31,  1988,  Snowmass,  Colorado 

The  “International  Symposium  on  In- 
flammatory Heart  Disease:  A Multi- 

disciplinary Approach  to  Myocarditis  and 
Heart  Allograft  Rejection’’  will  convene  in 
Snowmass,  Colorado  on  July  27,  1988 
through  July  31,  1988.  Hosted  by  the 
University  of  Nebraska  Medical  Center,  the 
international  program  faculty  of  cardiovascular 
physicians  and  scientists  and  abstract  pre- 
senters will  address  pivotal  issues  in  the 
etiology,  clinical  presentation,  immuno- 
pathogenesis,  therapy  and  biological  impact  of 
major  categories  of  inflammatory  heart  dis- 
ease. Discussions  will  focus  on  both  human 
and  animal  model  experience  with  heart 
allograft  rejection  and  idiopathic  inflammatory 


heart  disease,  as  well  as  infectious,  toxic  and 
allergic  forms  of  inflammatory  myocardial 
injury. 

The  Registration  Fee  of  $300  includes  the 
scientific  sessions,  course  syllabus,  continental 
breakfasts,  breaks,  lunches,  western  cookout 
and  rodeo  and  semi-formal  reception  and 
banquet.  The  program  is  approved  for  31Vfe 
hours  of  AMA  Category  I credit.  AB- 
STRACTS FOR  POSTERS  AND  EXHIBITS 
ARE  BEING  ACCEPTED  NOW! 

CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  — 
July  31-August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information  contact: 
Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105.  Telephone  (402)  559-4152. 
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UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

SUDDEN  INFANT  DEATH  SYNDROME 
(S.I.D.S.)  TO  MONITOR  OR  NOT  — June 
6,  1988,  Marriott  Hotel,  Omaha,  Nebraska 
(sponsored  by  UNMC  & Childrens  Hospital). 

7.0  Hours  AMA  Category  I.  7.5  contact  hours 
Nursing  Credit  6.0  contact  hours  for  EMT’s. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
August  4-5,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - 
October  27-28,  1988,  Omaha,  Nebraska. 

17.0  Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

For  further  information , contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical  Center, 
Center  for  Continuing  Education,  42nd  & 
Dewey  Avenue,  Omaha,  Nebraska  68105-1065. 
Phone  (402)  559-4152.  In  Nebraska,  call:  800- 
228-1095.  All  other  states,  call:  800-228-9630. 


CREIGHTON  UNIVERSITY 

PERINATAL  INFECTIONS  - AN  UPDATE 
— June  3-4,  1988,  Marriott  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  14  Cat.  1,  14  cognates,  Formal 
Learning,  ACOG,  14  Prescribed  AAFP.  Fee: 
$200.00. 

CARE  OF  THE  GERIATRIC  PATIENT  — 
June  11,  1988,  Marriott  Hotel,  Omaha. 
Hours:  6 Cat.  1.  Fee:  TBA. 

2ND  ANNUAL  VIDEO  LASER  LAPARO- 
SCOPY & HYSTEROSCOPY  WORKSHOP 
- June  17,  18,  1988,  Criss  Bldg.,  Creighton 
University.  Program  Director:  Thomas  S. 
Pruse,  M.D.  Hours:  14  Cat.  1,  14  cognates, 
Formal  Learning,  ACOG.  Fee:  $600.00 
($300.00  physicians  in  training). 

HYPERTENSION:  SELECTION  OF  THER- 
APY — June  25,  1988,  Red  Lion  Inn, 
Omaha.  Program  Director:  Syed  M.  Mo- 
hiuddin,  M.D. 


2ND  ANNUAL  ECHO/DOPPLER  COURSE 
— July  22-23,  1988,  Creighton  Health 
Professions  Center,  Omaha.  Program  Director 
Syed  M.  Mohiuddin,  M.D. 

FAMILY  MEDICINE  UPDATE  — Sept.  3-4, 
1988,  Okoboji,  IA. 

CLINICAL  ISSUES  IN  THE  MANAGEMENT 
OF  BREAST  CANCER  — Sept.  23,  1988, 
Red  Lion  Inn,  Omaha.  Program  Director: 
Bruce  M.  Boman,  M.D.,  Ph.D. 

HIGH  RISK  OBSTETRICS  — Oct.  13-15, 
1988,  Vancouver,  B.C. 

A DAY  WITH  THE  PERINATOLOGISTS  — 
Oct.  21-22,  1988,  Marriott  Hotel,  Omaha. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  681 78,  Toll  Free 
800-548-2633  or  402-280-2550.  The  Creighton 
University  School  of  Medicine  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medi- 
cal Education  to  sponsor  continuing  medical 
education  for  physicians. 

VISITING  PROFESSOR  SCHEDULE 
1988 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 


OMAHA  MID- WE  ST 
CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
November  3,  4,  and  5,  1988  (Thursday, 
Friday  & Saturday),  The  Red  Lion  Inn, 
Omaha. 


For  futher  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid- West 
Clinical  Society,  7363  Pacific  Street,  #205-B, 
Omaha,  Nebraska  68114. 
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LINCOLN  GENERAL  HOSPITAL 

SEVENTH  ANNUAL  CORNHUSKER/ 
CANADIAN  CLINICAL  CONFERENCE 
— June  18-25,  1988  at  Lynn  Lake,  Mani- 
toba, Canada.  Fee:  $150.00.  For  more 
information  contact:  Sharlene  Knippel- 

meyer,  RN,  BS,  Education  and  Staff  Devel- 
opment, Lincoln  General  Hospital,  2300 
South  16th  Street,  Lincoln,  NE  68502,  (402) 
473-5638. 

UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

20TH  ANNUAL  RESPIRATORY  CARE 
POSTGRADUATE  SYMPOSIUM  RES- 
PIRATORY EMERGENCIES:  A MULTI- 
DISCIPLINARY APPROACH  — Sept- 
ember 1-2,  1988.  Sponsored  by  University  of 
Kansas  Medical  Center,  Doubletree  Hotel 
Overland  Park,  Kansas.  Fee:  TBA.  AMA  Cat 
1 - TBA,  AAFP  - TBA,  RT  - TBA,  CNE  - 
TBA,  Nurse  Anesthetists  - TBA,  PT  - TBA, 
Pre-Hospital  Care  Personnel  - TBA. 

SECOND  ANNUAL  IMMUNOLOGY,  RHE- 
UMATOLOGY AND  ALLERGY  SYMPO- 
SIUM— September  23,  24,  1988.  Sponsored 
by  University  of  Kansas  Medical  Center.  To 
be  held  at  Westin  Crown  Center,  Kansas 
City,  Missouri.  Fee:  $175.00  Physicians,  $50 
other  health  professionals.  Credit:  AMA  Cat 
1,  11.5,  AAFP  - TBA. 

SECOND  ANNUAL  CENTER  ON  AGING 
POSTGRADUATE  SYMPOSIUM  SKEL- 
ETAL INTEGRITY  IN  THE  ELDERLY  — 
October  13  and  14,  1988.  Sponsored  by  the 
University  of  Kansas  Medical  Center.  Double- 


tree at  Corporate  Woods,  Overland  Park, 
Kansas.  Fee:  TBA.  Credit:  CNE  - 10  hours, 
AMA  Category  1 - 9.5.  Credit  Hours,  AAFP 
Prescribed  - 9.75  Prescribed  Hours,  PT  - 
TBA,  OT  - TBA. 

For  farther  information  contact:  David  S. 
Baldwin,  M.P.A.,  University  of  Kansas  Medical 
Center  Office  of  Continuing  Education,  39th 
and  Rainbow  Blvd,  Kansas  City,  Kansas 
66103,  or  call  (913)  588-4488. 


UPCOMING  MEETINGS 

PERINATAL  INFECTIONS  — AN  UPDATE 
— June  3-4,  1988  Marriot  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  13  Cat.  1,  13  Prescribed  AAFP.  Fee: 
Early  Bird  $175.00  (after  April  15  $200.00). 

6TH  ANNUAL  MAURICE  E.  GRIER  SYM- 
POSIUM (OB-GNY)  — June  11,  1988, 
Marriott  Hotel,  Omaha.  Program  Director: 
Warren  T.  Kable,  M.D.  Hours  4 Cat.  1,  4 
Prescribed  AAFP.  Fee  $25.00. 

2ND  ANNUAL  LASER  LAPAROSCOPY  & 
HYSTEROSCOPY  WORKSHOP  — June 
17-18,  1988,  Criss  Bldg.,  Creighton  Univer- 
sity. Program  Director:  Thomas  S.  Pruse, 
M.D.  Hours:  14  Cat.  1 Fee:  Early  Bird 
$550.00  (after  April  15  $600.00). 


Leland  C.  Lucke  Retires  In  Nebraska 


The  Executive  Secretary  of  the  Nebraska 
Board  of  Examiners  in  Medicine  and  Surgery, 
Leland  C.  Lucke,  who  was  also  associate 
director  of  the  Nebraska  Bureau  of  Examining 
Boards,  retired  in  January.  Lee  was  one  of  the 
Federation’s  first  and  most  effective  regional 


coordinators,  contributing  significantly  to  the 
success  of  the  EXCHANGE  for  five  years.  He 
always  served  his  board,  the  Federation,  and, 
particularly,  the  people  of  Nebraska  with  skill 
and  integrity.  He  will  be  missed  by  his  many 
friends  in  the  Federation,  all  of  whom  wish  him 
well. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1988  Annual  Session 


Dr.  C.  A.  McWhorter  presenting  50-year  certificate  to 
Dr.  Lee  Stover. 


Dr.  C.  A.  McWhorter  presenting  50-year  certificate  to 
Dr.  Ernest  E.  Colglazier. 


Dr  C.  A.  McWTiorter  presenting  50-year  certificate  to 
Dr.  John  L.  Batty. 


Dr.  C.  A.  McWhorter  presenting  50-year  certificate  to 
Dr.  Joseph  F.  Gross. 


Dr.  C.  A.  McWhorter  presenting  50-year  certificate  to 
Dr.  Rush  W.  Karrer. 


Dr.  C.A.  McWhorter  presenting  50-year  certificate  to 
Dr.  Don  E.  Murray. 


Dr  C.  A.  McWhorter  presenting  50-year  certificate  to 
Dr.  Willard  G.  Seng. 
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1988  NMA  Honors  Luncheon. 


Dr.  Hiram  R.  Walker  presenting  the  necrology. 


Dr.  L.  Dwight  Cherry  addressing  the  House  of  Delegates. 


1987-88  NMA  Auxiliary  President,  Mrs.  George  Adam 
addressing  the  House  of  Delegates. 


Ill)  Mt:  FAI3I1EN 


AMA  Auxiliary'  President-Elect,  Mrs.  Robert  Strauss, 
addressing  the  House  of  Delegates. 


Dr.  Robert  H.  Waldman,  Dean,  University  of  Nebraska 
College  of  Medicine  addressing  the  House  of  Delegates. 


Dr.  Richard  H.  Meissner,  Speaker,  presiding  over  the 
House  of  Delegates. 


Dr.  Gregg  Wright  addressing  the  House  of  Delegates. 


Dr.  William  Karrer  addressing  the  House  of  Delegates. 


The  Nominating  Committee  in  session. 


Incoming  NMA  Medical  Student  Chapter  President,  Rod 
Caniglia,  presents  the  Distinguished  Service  Award  to 
Vicki  Hamm,  University  of  Nebraska  College  of  Medicine. 


Reference  Committee  #1  in  session. 


Reference  Committee  #2  in  session. 


Reference  Committee  #3  in  session. 


Reference  Committee  #4  in  session. 


Reference  Committee  # 5 in  session. 
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Reference  Committee  #6  in  session. 


NMA  President,  Dr.  C.  A.  McWhorter,  addressing  the 
House  of  Delegates. 


Dr.  Roger  P.  Massie  presenting  the  report  of  the 
Nominating  Committee. 


Dr.  C.  A.  McWhorter,  President,  pinning  a new  badge  on 
Dr,  Richard  A.  Raymond,  President-Elect. 


Dr.  L.  Dwight  Cherry  escorting  1988-89  NMA  President- 
Elect,  Dr.  Richard  A.  Raymond,  to  the  podium. 


Dr.  Richard  A.  Raymond,  President-Elect,  addressing  the 
House  of  Delegates. 


1988  NMA  Inaugural  Banquet. 


Dr.  L.  Dwight  Cherry,  Dr.  C.  A.  McWhorter  and  Dr. 
Richard  B.  Svehla  at  the  head  table  during  the  NMA 
Inaugural  Banquet. 


June  1988  Nebraska  Medical  Journal 


191 


AMA  NEWS  NOTES 


A Legislative  Proposal  based  on  AMA’s 
plan  to  reform  the  Medicare  program  has  been 
introduced  by  Rep.  Charles  Rose  (DNC).  AMA 
soon  will  begin  seeking  cosponsors  for  the  bill, 
H.R.  4455,  which  would  place  Medicare  on  a 
fiscally  sound  basis  by  prefunding  future 
benefits.  It  would  immediately  alter  the 
present  system  of  coverage  by  permitting  the 
elderly  to  purchase  private  health  insurance 
policies  of  their  choice  through  a voucher 
system.  The  measure  would  increase  the  level 
of  cost-sharing  for  those  who  are  financially 
secure  and  would  provide  protection  against 
catastrophic  health  care  expenses.  The  voucher 
system  would  be  financed  by  a tax  on  adjusted 
gross  income  during  an  individual’s  working 
years  and  by  continuation  of  the  current 
employer  health  insurance  payroll  tax.  Tax 
rates  would  be  set  at  a level  sufficient  to  meet 
obligations  to  current  Medicare  beneficiaries 
and  to  prefund  benefits  for  future  beneficiaries, 
whose  numbers  will  increase  sharply  during 
the  next  century. 

H.R.  4455  was  drafted  by  AMA  to  implement 
AMA  Board  of  Trustees  Report  MM,  which 
was  approved  by  AMA’s  House  of  Delegates  at 
its  1986  Annual  Meeting.  In  introducing  the 
bill  Congressman  Rose  said  he  hoped  it  “will 
kindle  the  debate  on  the  future  of  Medicare.” 
Planning  for  the  care  of  a growing  elderly 
population  is  imperative,  he  said,  since  the 
present  pay-as-you-go  system  threatens  future 
generations  with  unreasonable  burdens.  He 
plans  to  stimulate  support  for  the  bill  in  a 


“Dear  Colleague”  letter  that  soon  will  be  sent 
to  all  Members  of  the  House  of  Representatives. 

* * * 

A Provision  Under  which  taxpayers  would 
have  financed  subsidies  for  U.S.  tobacco  ex- 
ports was  dropped  from  the  international  trade 
bill  now  before  Congress.  In  a letter  to 
conferees  AMA  had  stated  its  opposition  to  a 
Senate  provision  which  would  have  exempted 
expenditures  for  tobacco  export  subsidies 
from  the  existing  “no-net-cost”  requirement  of 
the  tobacco  price  support  program.  That 
requirement,  part  of  the  1982  tobacco  price 
support  program,  was  supposed  to  pass  back 
to  the  producers  all  costs  of  tobacco  price 
supports.  AMA  noted  that  the  no-net-cost 
program  was  bailed  out  in  1985  with  federal 
cigarette  excise  tax  revenues.  Through  that 
bailout,  the  price  support  level  for  tobacco  also 
was  supposed  to  be  reduced  to  make  U.S. 
tobacco  competitive  with  foreign  tobacco.  “A 
tax-supported  subsidy  for  tobacco  exports  is, 
therefore,  not  only  poor  public  policy,  but 
violates  the  principles  of  the  ‘no-net-cost’ 
program  and  the  recent  bailout,”  AMA  said. 
The  AMA  further  expressed  its  strong  belief 
that  the  government  should  not  be  engaged  in 
efforts  to  promote  the  growing  of  tobacco  or  its 
exports  to  other  countries.  The  Department  of 
Agriculture  estimated  that  the  Senate  provision 
would  have  cost  as  much  as  $200  million  over 
the  next  five  years. 

* * * 
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AMA  NEWS  NOTES 

(continued  from  page  11 -A) 

medical  services  they  provide  in  their  offices, 
be  subject  to  federal  regulation.  That  measure 
would  repeal  current  Public  Health  Service 
Act  provisions  which  exempt  physician  labor- 
atory services  as  well  as  those  provided  by 
independent  clinical  laboratories  not  engaged 
in  interstate  commerce  from  federal. regulation. 
Physician  office  laboratories  would  have  to  be 
in  compliance  by  December  31,  1991.  The 
Wyden  bill  has  been  referred  to  the  House 
Energy  and  Commerce  Committee. 

These  are  the  principles  adopted  by  AMA’s 
Board  of  Trustees  on  April  27: 

Principles:  Clinical  Laboratory  Services 

1.  Accurate  office  clinical  laboratory  testing 
provides  a valuable  service  for  patients 
and  physicians  through  greater  conven- 
ience and  diagnostic  timeliness. 

2.  The  American  Medical  Association  sup- 
ports quality  assurance  standards,  based 
on  factors  such  as  proficiency  testing, 
quality  control  and  continuing  education, 
for  physician  office  laboratories.  These 
standards  should  be  established  by 
private  sector  entities.  Programs  such  as 
the  Commission  on  Office  Laboratory 
Assessment  (COLA)  should  be  encour- 
aged and  supported,  and  physicians 
should  be  encouraged  to  participate  in 
these  programs. 

3.  The  American  Medical  Association 
opposes  direct  federal  regulation  or 
licensure  of  physician  office  laboratories. 

4.  Further  state  legislation,  where  appro- 
priate, should  establish  laboratory  certi- 
fication standards.  Such  legislation  should 
recognize  the  role  of  proficiency  testing, 
quality  control  and  continuing  education, 
and  allow  “deemed  status”  for  offices 
that  comply  with  voluntary  standards 
(such  as  COLA)  where  those  standards 
meet  or  exceed  the  state  requirement. 

5.  Voluntary  clinical  laboratory  testing 
standards  should  relate  to  the  complexity 
and  difficulty  of  the  specific  test  being 
performed. 

6.  The  OBRA-1987  provision  requiring 
physician  office  laboratories  doing  more 


that  5,000  tests  in  a year  to  meet  all 
independent  laboratory  standards  by 
January  1,  1990  should  be  repealed. 
Absent  repeal  or  substantial  change, 
virtually  all  of  these  laboratories  (ap- 
proximately 100,000)  would  be  forced 
to  close  as  they  would  be  unable  to 
comply  with  independent  laboratory 
personnel  standards  (Ph.D.  level  scien- 
tist or  M.D.  pathologist  requirement  for 
laboratory  director,  as  well  as  standards 
for  other  personnel),  and  patient  access 
to  valuable  medical  services  would  be 
substantially  impaired. 

* * * 
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address:  Benjamin  R.  Gelber.  M.D..  Neurological  Surgery  2221  So.  17th  St.. 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  814  x 11  paper,  with  generous  margins  on  each  page. 
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including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied  by 
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PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary'  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 
Omaha.  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 

AVAILABLE:  Practice  opportunity  for  family 
practice.  Board  certified  desired.  Grand  Island  NE. 
Please  reply  to  Box  030,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg.,  Lincoln,  NE 
68508. 


MEDICAL  DIRECTOR:  The  University  of  South 
Dakota  Student  Health  Clinic,  Vermillion,  South 
Dakota.  Responsibilities  include  providing  patient 
care,  medical  leadership  and  direct  supervision  of 
medical  personnel  including  nurse  practitioner  and 
physician  assistant.  University  School  of  Medicine 
appointment  eligibility.  Prefer  Internist,  Pediatrician 
or  Family  Practitioner  with  demonstrated  internist/ 
training  in  adolescent  and  preventative  medicine. 
Salary  is  competitive  with  excellent  fringe  benefits 
including  professional  liability.  This  is  an  academic 
year  appointment.  Send  application  and  resume 
with  names,  addresses  and  telephone  numbers  of 
three  references  to:  Dr.  William  Donohue,  Vice 
President  For  Student  Life,  Room  205  Slagle  Hall, 
414  E.  Clark,  Vermillion,  SD  57069. 


MONTANA:  Board  certified  FP  seeks  partner 
with  interests  in  obstetrics  and  rural  medicine  to 
join  busy  practice  in  southeast  Montana.  Office  on 
hospital/NH  campus.  First-year  income  guarantee, 
relocation  assistance,  and  other  benefits.  Enjoy 
comforts  of  friendly  small  community  living  and 
recreation  that  only  Montana  can  offer!  Send  CV  to 
Cynthia  Lacro,  PROSEARCH,  305  NE  102nd 
Avenue,  Portland,  Oregon  97220.  (800)  237-6906. 


PHYSICIAN  OPPORTUNITY:  Immediate  open- 
ing for  1-2  physicians  in  long-established  medical 
clinic  in  rural  community  of  approximately  5,000. 
Preference  given  to  candidates  in  family  practice 
and  internal  medicine.  Experience  preferred,  but 
not  necessary.  Must  be  licensed  in  Nebraska. 
Excellent  insurance  benefits,  paid  malpractice 
insurance,  pleasant  working  conditions.  If  interested, 
please  call  or  send  C.V  to:  Box  036,  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Bldg., 
Lincoln,  NE  68508. 


PSYCHIATRIC  RESIDENCY  POSITION 
AVAILABLE:  The  University  of  South  Dakota 
School  of  Medicine  has  a second  year  psychiatric 
residency  position  available,  starting  anytime  up  to 
December  1,  1988.  We  have  a good  group  of  first 
and  third  year  residents,  but  need  another  second 
year  resident.  Our  strengths  include  all  aspects  of 
clinical  psychiatry  and  community  mental  health. 
For  further  information,  please  contact,  K-Lynn 
Paul,  M.D.,  Director  of  Psychiatric  Residence 
Training,  USD  School  of  Medicine,  Dept,  of 
Psychiatry,  800  E.  21st  St.,  Sioux  Falls,  SD  57101; 
(605)  339-6785. 
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Unique  Convenience  Pak 


for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  Insert  for  prescribing  Information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  m patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General— ^ Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  m normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam  lidocaine,  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3.900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffm-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  m rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactatmg  rats  Pups  reared  by  treated  lactatmg  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactatmg  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients- Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  ot  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 


determine  whether  these  were  caused  by  nizatidine 

Hepatic  — Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT.  SGPT  enzymes  (greater  than  500  IU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  m two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other—  Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholmergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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We  need 
someone 
with  the 
confidence 
of  a surgeon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 
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Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 


NAME 


STREET ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

/TOW  a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


ti  moderate  depression  and  anxiety 

74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose 1 

^ First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  V_L- 


UmbitrofDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /jty 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  V_L- 


.eferences:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
hal:  Psychopharmacology  61:217-225,  Mar  22, 1979. 


Umbitrol®® 

franquilizer— Antidepressant 

iefore  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
:oncomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
tautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
\ vascular  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  ( e.g operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) . clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic':  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  giblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 


s%'74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose 1 

First-week  reduction  in  somatic  symptoms1 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


Each  tablet  contains  5 mg  chlordiazepoxide  and 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 

>m. 


♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /jr> 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  V_L- 
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ORGANIZATIONS,  STATE 


.American  Cancer  Society.  Nebraska  Division.  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O  Box  241255.  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Ryswyk.  Ed.D ..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
American  Heart  Association.  Nebraska  Affili'ate 
Dennis  N.  Nissen,  Executive  Director 
3624  Famam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court.  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

P.O.  Box  80103.  Lincoln  68501 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha  68178 

Dairy  Council  of  Central  States.  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St.,  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  "L"  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter.  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Societv  to  Prevent  Blindness.  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology- 
Max  Linder,  M.D..  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D..  President 
201  Ridge  St.,  #311.  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Linda  B.  Ford,  M.D  , President 
401  E.  Gold  Coast  Rd.,  Papillion  68128 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D..  President 
Division  of  Nuclear  Medicine,  Dept,  of  Radiology 
UNMC  - 42nd  & Dewey,  Omaha  68105 
Nebraska  Association  of  Pathologists 
Joseph  Rapoport,  M.D  , President 
6901  No.  72nd  St.,  Omaha  68122 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Paul  M.  Paulman,  M.D..  Secretary-Treasurer 
Phyllis  G.  Hansen,  Executive  Secretary 
River  City  Office  Park.  #202.  401  N 117th.  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter,  PA-C,  President 
P.O.  Box  397,  North  Bend  68649 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D  . Chairman 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas  Ave.,  Hastings  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L.  Keller,  M.D.,  President 
9641  No.  29th,  Omaha  68112 
Nebraska  Chapter  - American  College  of  Surgeons 
Lou  J.  Gogela,  M.D.,  Past  President 
2221  South  17th  St.,  Lincoln  68502 
Nebraska  Chapter  - American  College  of  Physicians 
Frederick  F Paustian.  M.D.,  F.A.C.P  , Governor 
UNMC  - 42nd  & Dewey  Ave.,  Omaha  68105 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D,  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw.  Executive  Director 
P.O.  Box  31235,  Omaha  68131 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln  68510 
Nebraska  Dietetic  Association 

Linda  O.  Young,  M.S.,  R.D.,  President 

University  of  NE  - 214  Ruth  Leverton  Hall.  Lincoln  68503-0806 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  "0”  St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Priscilla  Allen,  R.N.,  President 
3800  N.  6th,  #5.  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 
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follows. 

• Regular  members,  $400. 

• Physicians  in  their  second  year  of  practice, 
$300. 

(continued  on  page  11 -A) 
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The  World  s 
Most  Popular  K 

Slow-K 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file.  C1BA  Pharmaceutical  Company 
Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  quid  or  efferv  escent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KC!  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page 


The  World’s 
Most  Popular  K 

For  good  reasons 


□ It  works— a 12 -year  record  of  efficacy' 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule2* 

□ It’s  acceptable  VS  liquids— greater  payability,  fewer  Gl  complaints, 
lower  incidence  of  nausea2 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation3* 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient 1 

Slow-K 

potassium  chloride 
slow-release  tablets  8mEq(6oomS) 

For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 

^Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
V A.  Acchiardo  SR,  Woiciechowski  NJ.  et  al  Liquid  and  solid  potassium 
chloride  Bioavailability  and  safety  Pharmacotherapy  1980.4(6)  392-397 
3,  Skoutakis  VA,  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intel I Clin  Pharm 
1987.21  436-440 


Slow-K* 

otassium  chloride  USP 
low-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS 
1 Fnr  therapeutic  use  in  patients  with  hypckalemia  with  nr  witheut  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2,  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites, 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy,  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions  chronic  renal  failure  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g . spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
/ARCINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  ot  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adiustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and  or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100.000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach  there  have  been  reports  ot  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100.000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  m patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalimzing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General; 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  Oemonstratmg 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  ot  a reduced  total  body  potassium 
Information  lor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  ot 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics  see  WARNINGS 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  ot  human  milk  is  about  1 3 mEq  L It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE)  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN-  I 
INGS),  other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea.  I 
vomiting  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  i 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON-  . 
TRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyper-  [ 
kalemia  is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8  0 mEq  L)  and  character-  $ 
istic  electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave.  » 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval)  Late  ,, 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from  1 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following  ( 1 ) elimina-  j 
tion  of  foods  and  medications  containing  potassium  and  of  potassium-  I 
sparing  diuretics,  (2)  intravenous  administration  of  300-500  mi/hr  of  10%  I 
dextrose  solution  containing  10-20  units  of  insulin  per  1.000  ml.  (3)  correc-  ! 
tion  ot  acidosis,  it  present,  with  intravenous  sodium  bicarbonate.  (4)  use  ot 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 
In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis,  I 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosage 
must  be  adjusted  to  the  individual  needs  ot  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numbers  ot 
tablets  should  be  given  in  divided  doses 
Note;  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

TaPlets-600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  butt 
colored  sugar-coated  (impnnted  Slow-Kj 

Bottles  ot  100  N0C  0083-0165-30 

Bottles  ot  1000  NDC  0083-0165-40 

Consumer  Pack -One  Unit 

12  Bottles -100  tablets  each  NDC  0083-0165-65  j 

Accu-Pak’  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  ot  10)  NDC  0083-0165-32  ; 

Do  not  store  above  86°F  (30°C)  Protect  from  moisture  Protect  from  light.  I 

Dispense  in  tight,  light-resistant  container  (USP). 


Oist  by: 

CIBA  Pharmaceutical  Company 
Oivision  of  CIBA-GEIGY  Corporation 

Summit.  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 


EDITORIAL 


Adam  Smith? 


BENJAMIN  R.  GELBER.  M.D. 


There  is  considerable  sentiment  to  change 
the  way  physicians  are  paid.  Physician  fees 
vary  inconsistently  across  specialties  and 
across  the  country.  Some  think  surgeons  are 
overpaid  and  non-surgeons  are  underpaid. 
Some  think  all  Doctors  are  overpaid.  Medicare 
and  Medicaid  have  to  reduce  their  expenditures 
because  of  budget  constraints. 

The  Harvard  Relative  Value  Study  is  being 
undertaken  to  address  these  problems.  It  has 
the  support  of  the  AMA,  which  is  a mistake. 
The  AMA  usually  is  on  the  side  of  laissez  faire, 
but  on  this  issue  the  AMA  has  joined  forces 
with  the  central  planners  to  regulate  physician 
fees. 

Physician  fees  are  not  the  same  as  physician 
collections.  Fees  depend  somewhat  on  free 
market  forces;  collections  depend  almost 
exclusively  on  market  forces.  Until  recently, 
physicians  were  free  to  set  their  own  fees. 
There  is  remarkably  little  collusion  on  price 
fixing  among  physicians,  and  Doctors  for  the 
most  part  don’t  turn  away  patients  solely  for 
financial  reasons.  However,  the  actual  payment 
collected  depends  on  how  much  money  is 
available.  Payment  from  commercial  insurance 
or  HMO  programs  depends  on  how  good  the 
program  is,  and  that  depends  on  how  much  the 
individual  or  the  employer  is  willing  or  able  to 
spend  on  premiums.  Payment  from  government 
programs  is  constrained  by  budgets,  which 
ultimately  depend  on  the  amount  of  taxes  we 
all  are  willing  to  pay.  Payment  from  patients 
depends  on  their  individual  resources. 

All  of  these  have  provided  a lively  free 
market  economy  for  physician  services.  The 
Usual  and  Customary  method  of  determining 
payment  has  built  in  incentives  for  fees  to  rise, 
but  both  government  and  private  insurance  let 


them  rise  until  recently,  but  that  has  stopped, 
because  fees  rose  too  far.  Wage  earners  now 
can’t  afford  individual  health  insurance  policies, 
employers  find  that  health  insurance  programs 
cut  too  deeply  into  profits,  and  government 
programs  can’t  stay  within  their  budgets.  This 
led  to  today’s  cost  containment  measures, 
illustrating  the  free  market  forces  at  work. 

By  supporting  the  Harvard  Relative  Value 
Study,  the  AMA  has  joined  with  the  federal 
government  in  promoting  central  planning  of 
physician  reimbursement.  This  is  supposed  to 
be  a resource  based  system  in  which  payment 
will  be  determined  by  intensity  of  service, 
time,  practice  costs  and  training  costs.  There  is 
no  room  for  free  market  forces  here.  It  is  ironic 
that  the  AMA,  which  appears  to  be  so 
politically  conservative  would  be  supportive  of 
central  planning  in  our  medical  economy. 

We  should  continue  to  let  the  free  market 
prevail.  We  all  have  had  our  payments  from 
Medicare  limited  by  the  fee  freezes,  and 
practice  expenses,  especially  malpractice  in- 
surance, have  increased,  increasing  our  over- 
head while  cutting  our  gross  practice  income, 
but  very  few  physicians  have  quit  practice  for 
economic  reasons.  Of  course,  there  have  been 
some  distortions,  such  as  the  shortage  of 
obstetrical  care  on  Maryland’s  Eastern  Shore 
where  liability  premiums  have  made  obstetrical 
practice  economically  unfeasible,  or  the  diffi- 
culties with  trauma  care  in  South  Florida,  but 
these  are  because  the  malpractice  situation  is 
out  of  control  in  these  areas.  We  should  trust 
the  public’s  perception  of  the  value  of  physician 
services  and  the  state  of  our  economy  to 
determine  what  physician  services  are  worth. 
The  central  planners  don’t  have  physician  or 
patient  interests  in  mind. 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

After  witnessing  decisions,  confusion,  dissen- 
tion  and  unreliability  amongst  the  persons  of 
the  functionary  level  of  Medicare  and  the 
rationalizations  and  vacillations  at  the  bureau- 
cratic level,  I am  somewhat  reassured  by  the 
revelation  that  star  gazing  is  integral  at  the 
level  of  the  White  House  and  would  suggest 
that  HCFA  and  Dr.  Roper  be  allowed  to 
consult  the  celestial  divinations  of  the  zodiac 
cowboys. 

Respectfully, 

W.  J.  Lear,  M.D. 

Internal  Medicine 
Norfolk,  NE 


Help  Make-A-Wish  Make  A Difference 


Make-A-Wish,  the  nationally  recognized  organ- 
ization that  grants  wishes  to  critically  ill  young 
people,  now  has  four  divisions  in  Nebraska. 
They  are  located  in  Lincoln,  Omaha,  North 
Platte  and  Scottsbluff. 

Make-A-Wish,  the  nationally  recognized 
organization  that  grants  wishes  to  critically  ill 
young  people,  now  has  four  divisions  in 
Nebraska.  They  are  located  in  Lincoln,  Omaha, 
North  Platte  and  Scottsbluff. 

Recent  changes  in  medical  criteria  for 
qualification  for  Make-A-Wish  services  allow 
inclusion  of  all  children  who  are  not  reasonably 
expected  to  outlive  their  teens.  A list  of  these 
medical  conditions  is  included  with  this  article. 

Working  closely  with  physicians  and  families, 
Nebraska  Make-A-Wish  volunteers  helped 
dreams  come  true  for  23  boys  and  girls  during 
1987.  The  organization  will  grant  any  wish 
within  the  realm  of  the  child’s  capabilities, 


from  trips  to  Disneyland  or  Disney  World  (the 
most  popular  wishes),  to  home  computers  or 
redecorated  bedrooms. 


Should  you  have  a child  you  would  like  to 
refer  to  Make-A-Wish,  you  may  contact  any 
office  or  individual  shown  below.  Professional 
inquiries  may  also  be  directed  to  Dr.  Eileen 
Vautravers,  a board  member  of  the  Lincoln 
organization,  at  (402)  483-7531,  or  Dr.  James 
Manion,  a board  member  of  the  Omaha 
organization,  at  (402)  449-4847.  Understanding, 
compassion  and  discretion  are  always  used  in 
dealing  with  families.  Physician  authorization 
is  required  prior  to  wish- granting. 

MAKE-A-WISH  NEBRASKA 


Lincoln  office 
(402)  475-WISH 

North  Platte 
Mark  & Kandi  Bailey 
(308)  534  - 3951 


Omaha  Office 
(402)  391-2169 

Scottsbluff 
Leatha  Seaton 
(308)  586-1513 
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Hematology-Oncology 

Any  form  of  childhood  cancer  fulfilling  any 
of  the  following  criteria. 

All  patients  with  one  or  more  prior 
recurrences 

All  patients  with  malignant  brain  tumors 
All  patients  with  metastatic  disease 
All  patients  with  average/intermittent, 
and  poor  risk  ALL 
All  patients  with  CML  and  ANLL 
All  patients  with  malignant  bone  tumors 
Thalassemia  Major 

Chronic  Congenital  Hypoplastic  Anemia 
(Transfusion  Dependent) 

Aplastic  Anemia 

Sickle  Disease  (Only  those  on  Hypertransfu- 
sion or  with  Cardiac  and/or  Renal  Failure 
Severe  Agranulocytosis 

Immunodeficiency  Disease 

AIDS 

Metabolic  Disease 

Nieman-Pick  Disease  with  Neurologic  In- 
volvement 

Gaucher’s  Disease  with  Neurologic  Involve- 
ment 

Tay-sachs  Disease 

Neurological 

Muscular  Dystrophy  (Rapidly  Progressive 
Types  Only)* 

Degenerative  Gray  Matter  Disease,  i.e., 


Werdnig-Hoffman  Disease,  Wilson’s  Dis- 
ease 

Tuberous  Sclerosis 

Severe  Neurofibromatosis* 

Cardiac 

Cardiomyopathies 

Debilitating  and  Noncorrectable  Congential 
Cardiac  Lesions  with  Congestive  Heart 
Failure,  i.e.,  Tricuspic  Atresia,  Anomolous 
Pulmonary  Venous  Return,  Hypoplastic 
Left  Heart,  Single  Ventricle 

Pulmonary 

Cystic  Fibrosis  with  Progressive  Pulmonary 
Disease* 

Severe  Chronic  Lung  Fibrosis  with  Hypoxia 
(Decreased  Blood  Oxygen) 

Rheumatological 

Systemic  Lupus  Erythematous* 

Polyarteritis* 

Dermatomyositis* 

Nephrology 

End  Stage  Renal  Disease  without  Possibility 
of  Kidney  Transplant* 

Gastrointestinal 

Congential  Biliary,  and  End  Stage  Liver 
Failure,  i.e.,  Post  Infectious,  Toxic,  Vascular 

The  Asterix  (*)  denotes  diseases  which  should  be 

evaluated  on  a case-by-case  basis.  Any  disease  or  process  not 

listed  should  be  evaluated  on  a case-by-case  basis. 
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HISTORICAL  BACKGROUND 

THE  psychological  significance  of 
the  female  breast  and  the  treat- 
ment of  breast  carcinoma  have 
always  been  enigmatic  and  only  less  so  in 
recent  times.  Youth  and  feminity  have  been 
associated  with  female  breasts  and  artists 
have  portrayed  them  for  their  symbol  of 
natural  beauty.  St.  Agatha,  an  early  Christian 
martyr,  died  after  her  breasts  were  amputated, 
an  especially  cruel  event1  (Figure  1).  This 
ancient  example  of  psychological  fear  engen- 
dered by  the  imagery  of  her  martyrdom  finds 
its  modern  counterpart  in  the  present  day 
circumstance  whereby  a woman  avoids  medical 
attention  after  discovering  a breast  mass.  In 
antiquity,  breast  tumors  were  treated  mainly 
with  diet  and  purging  and  Hippocrates  in  the 
fifth  century  B.C.  did  not  recommend  surgery 
as  he  noted  that  patients  would  die  quickly 
when  they  otherwise  may  live  a long  time. 
Celsus,  a Roman  scholar  in  the  first  century 
A.D.  advised  against  removing  the  pectoral 
muscles  during  surgery  for  breast  carcinoma,  a 
practice  which  later  fell  into  disuse  and  was 
revised  again  in  the  nineteenth  century. 
Despite  his  admonitions,  Roman  surgeons  of 
the  time  did  perform  heroic  radical  surgery 
similar  to  the  radical  mastectomy.  Caution  was 
also  advised  by  Galen  in  the  second  century 
A.D.  as  he  recommended  surgery  for  only 
easily  operable  tumors.  During  the  middle 
ages,  breast  carcinoma  was  treated  with  crude 
methods  such  as  amputation  and  cautery.  As 
the  modern  era  approached,  Jean  Louis  Petil, 
a French  surgeon  in  the  seventeenth  century, 
utilized  axillary  dissection  in  addition  to 
mastectomy,  a practice  later  followed  by 
surgeons  in  England  and  Germany  in  the 
eighteenth  century.  However,  this  was  “the 
period  of  pessimism”  regarding  treatment  of 
breast  carcinoma  since  surgery  was  associated 
with  a very  high  local  recurrence  rate  of  60- 


80%  (Figure  2).  By  1875,  German  surgeons 
including  Bokelmann,  Bilroth  and  Heidenheim, 
removed  the  pectoral  muscles  as  part  of  the 
surgical  procedure  for  breast  carcinoma.  Sub- 
sequently, William  Halsted  published  his 
description  of  surgery  for  breast  carcinoma 


FIGURE  1 


Martydom  of  St.  Agatha  by  G.B  Tiopold  Repro- 
duced from  Bulletin  Hist.  Med.  Vol  24,  No.  5,  p.  411, 
1950.  With  permission  from  Johns  Hopkins  Univer- 
sity Press. 


*For  Pre-Halstedian  historical  data  I have 
quoted  freely  from  Lewison’s  Monograph 
Breast  Cancer.2 
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FIGURE  2 

Recurrence  Data  Derived  from  Halsted  W.S.3Ann.  Surg.,  20:497,  1894. 
RATE  OF  LOCAL  RECURRENCE 


SURGEON 

TIME 

PERIOD 

NO.  OF 
CASES 

LOCAL 

RECURRENCES 

BERGMANN 

1882-87 

114 

51  - 60Z 

CZERNY 

1877-76 

170 

62Z 

CUSSENBAUER 

1876-86 

102 

64Z 

VOLKMANN 

1874-78 

131 

60Z 

HALSTED 

1389-94 

50 

6Z 

utilizing  the  radical  mastectomy.3  Halsted’s 
breast  carcinoma  patients  had  advanced  neo- 
plasms and  today  would  not  be  considered  for 
this  type  of  surgery.  These  patients  invariably 
succumbed  to  metastatic  disease,  but  it  was 
noted  that  they  had  a significantly  lower 
recurrence  rate.  At  the  time  if  local  recurrence 
developed  on  the  chest  wall,  it  was  considered 
to  be  a new  cancer.  The  axillary  lymph  nodes 
were  considered  to  be  a filter  for  trapping 
metastatic  cancer  cells  and  if  the  lymph  nodes 
and  primary  tumor  could  be  surgically  removed, 
it  was  assumed  that  the  patient  would  be  cured. 
Because  of  the  markedly  improved  results,  the 
radical  mastectomy  became  for  many  years  the 
unquestioned  treatment  of  choice  for  breast 
carcinoma.  However,  review  of  the  accumulated 
body  of  surgical  experience  indicated  that 
equivalent  survival  results  could  be  obtained 
with  lesser  surgical  procedures  such  as  the 
modified  radical  mastectomy.4  The  1982  Breast 
Carcinoma  Survey  by  the  American  College  of 
Surgeons  reported  on  changing  trends  in  the 
treatment  of  carcinoma  of  the  breast  in  the 
United  States.5  The  most  significant  changes 
in  the  type  of  operation  were  the  increased  use 
of  modified  radical  mastectomy  and  the 
marked  decline  in  the  use  of  radical  mastectomy 
(Figure  3).  At  the  present  time,  a modified 
radical  mastectomy  is  considered  to  be  the 
“golden  standard”  of  definitive  surgery  for 
treatment  of  breast  carcinoma  against  which 
we  must  compare  other  forms  of  therapy. 

In  1895  Roentgen  discovered  x-rays  and 
shortly  afterwards  they  were  used  to  treat 
breast  carcinoma.6  The  primitive  equipment  of 
the  time  could  not  deliver  a homogenous  dose 
of  radiation,  resulting  in  untoward  sequelae 


and  only  temporary  tumor  regression.  In  the 
1920’s,  more  penetrating  x-rays  became  avail- 
able with  the  Coolidge  tube  and  the  good 
results  let  therapists  to  renew  their  efforts. 
Keynes,7  a British  surgeon,  began  treating 
breast  cancer  with  radium  implantation  in  the 
1920’s  His  survival  results  were  comparable  to 
those  of  the  radical  mastectomy  and  would  be 
very  respectable  today.  This  method  resulted 


YEAR 


FIGURE  3 

Trends  in  the  type  of  operation  performed  in  the 
United  States  from  1972  to  1981.  Reproduced  from 
Wilson,  R.E.,  etaFwith  permission  of  Franklin  H. 
Martin  Memorial  Foundation. 
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in  good  tumor  control  but  poor  cosmesis  by 
modern  standards.  Baclesse,  In  France,  began 
treating  breast  cancer  with  primary  radio- 
therapy and  again  obtained  good  survival 
figures.  By  the  1950’s  Cobalt-60  and  megavolt- 
age equipment  came  into  use.  This  equipment 
now  allows  homogenous  irradiation  of  tissues 
without  the  previous  marked  skin  reactions. 
Radiotherapy  has  evolved  until  today  there  are 
a number  of  accepted  and  proven  indications 
in  the  treatment  of  breast  carcinoma. 

POST  OPERATIVE  IRRADIATION: 

Combined  efforts  utilizing  mastectomy  and 
postoperative  irradiation  in  situations  with  poor 
prognostic  features  such  as  positive  axillary 
nodes  and  extensive  tumor  has  shown  a 
definite  decrease  in  the  rate  of  local  recurrence 
and  a suggestion  of  increased  survival.6 

Patients  with  4 to  7 positive  axillary  nodes, 
pectoral  fascial  involvement  or  large  (over  5 cm) 
tumors  have  an  equal  chance  of  developing  an 
isolated  local  regional  recurrence  as  opposed  to 
distant  metastases.  This  selected  set  of  patients 
may  have  a potential  of  improved  survival  with 
the  use  of  postoperative  irradiation  in  addition 
to  chemotherapy.9 

RADIO-THERAPY  FOR 
METASTATIC  DISEASE: 

The  majority  of  breast  cancer  patients 
present  with  local  or  regional  disease,  but  more 
than  half  of  them  will  eventually  die  with 
disseminated  disease,  most  commonly  involving 
bone,  lung,  brain,  and  liver.  External  irradiation 
is  the  most  effective  means  of  providing 
palliation  of  metastatic  disease  and  the  indica- 
tions for  such  treatment  cover  the  entire 
spectrum  of  situations  requiring  relief  of 
distressing  symptoms.  Breast  cancer  is  mod- 
erately radio- sensitive  and  palliation  is  achieved 
in  the  majority  of  patients.  Radio-therapy  has 
improved  the  quality  of  survival  and  has 
prolonged  survival  in  certain  instances.10 

RADIO-THERAPY  FOR 
ADVANCED  DISEASE: 

Inoperable  advanced  breast  carcinoma  may 
be  treated  with  external  irradiation  alone.  Such 
treatment  may  result  in  good  local  control  of 
tumor,  but  requires  large  doses  of  radiation 
which  results  in  complications  such  as  necrosis 
or  severe  fibrosis.  Because  of  a significant  rate 
of  late  complications,  a combination  of  surgery 
after  a moderate  dose  of  radiation  is  preferr- 


able  providing  good  local  control  with  a 
minimum  probability  of  complications.11 
Advanced  inoperable  disease  and  inflammatory 
breast  carcinoma  are  associated  with  a high 
rate  of  local  recurrence  and  distant  metastases. 
Chemotherapy  is  now  felt  to  be  beneficial  for 
such  advanced  disease  and  is  now  being  used 
in  combination  with  surgery  and  radio-therapy. 
Its  use  for  advanced  disease  may  result  in 
improved  local  disease  regression  causing 
unresectable  disease  to  become  resectable. 
Systemic  chemotherapy  for  inflammatory  car- 
cinoma has  increased  the  two  year  survival  of 
patients  over  50  years  of  age  while  increasing 
disease-free  survival  of  all  patients.12 

RADIO-THERAPY  FOR 
EARLY  BREAST  CANCER: 

Many  concerns  exist  such  as  cosmetic 
results,  tumor  control  and  psychological 
effects  of  this  form  of  treatment.  The  purpose 
of  this  discussion  will  be  to  deal  with  the 
various  aspects  of  this  evolving  treatment  such 
as  indications,  technique,  complications  and 
long-term  results. 

RATIONALE: 

Conservative  surgery  and  irradiation  combine 
their  most  useful  features  by  using  the  first  to 
remove  gross  tumor  and  the  latter  to  sterilize 
possible  microscopic  residual  disease.  Even 
though  modern  radiotherapy  equipment  results 
in  minimal  skin  and  tissue  change  with  doses 
for  microscopic  disease,  eradication  of  gross 
tumor  still  results  in  marked  fibrosis  and  poor 
cosmetic  results.  Surgery  on  the  other  hand 
easily  removes  the  gross  neoplasm  with  min- 
imal sequelae  leaving  irradiation  to  eradicate 
possible  microscopic  residual  with  well-tolerated 
doses.13 

PATIENT  SELECTION: 

The  purpose  of  conservative  surgery  and 
irradiation  is  to  obtain  an  excellent  to  good 
cosmetic  result  and  this  goal  would  most  likely 
be  met  for  the  woman  with  a single  discrete 
small  breast  neoplasm.  There  are  a number  of 
relative  contra-indications  to  this  form  of  therapy 
since  they  are  associated  with  a poor  cosmetic 
result.14  If  a woman  has  large  pendulous 
breasts,  treatment  with  external  irradiation 
may  result  in  fibrosis  and  retraction.  Such  a 
breast  would  therefore  have  an  unattractive 
asymmetric  appearance.  Tumor  size  has  an 
important  influence  on  the  decision  to  recom- 
mend conservative  treatment  since  a large 
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tumor  in  a small  breast  may  result  in  a major 
surgical  defect  resulting  in  poor  cosmesis.  In 
these  situations,  mastectomy  with  breast  re- 
construction may  provide  a better  cosmetic 
result.  Clinical  or  radiographic  evidence  of 
tumor  multi-focality  such  as  multiple  gross 
tumors  in  the  breast  and  widespread  micro- 
calcifications noted  on  mammography  are 
associated  with  extensive  disease  in  the  breast 
and  axilla  and  lead  to  poor  disease  control.  In 
these  circumstances,  standard  definitive  surgical 
therapy  would  be  recommended. 

SURGERY: 

The  goal  of  conservative  surgery  for  the 
primary  breast  tumor  is  total  removal  of  the 
cancer  with  an  attempt  to  obtain  grossly 
negative  and  microscopically  clear  margin  of 
resection  without  creating  a significant  deformity 
of  the  breast.15  Conservative  surgery  for  breast 
carcinoma  has  ranged  from  simple  excision  of 
tumor  to  a segmental  mastectomy  and  quad- 
rantectomy,  at  any  rate  a procedure  less  that  a 
total  mastectomy.  The  more  extensive  surgery 
may  provide  a good  appearance  in  large 
breasts.  However,  with  small  breasts,  the 
surgical  defect  may  be  such  that  mastectomy 
with  reconstruction  would  give  a better 
appearance.  From  a radio-therapy  standpoint, 
it  is  desirable  to  excise  the  tumor  with  a rim  of 
normal  surrounding  tissue.  Positive  margins  of 
excision  require  additional  irradiation  and  are 
associated  with  local  recurrence.  The  surgery 


itself  is  that  which  results  in  the  least  obvious 
post-surgical  change  and  uses  incisions  follow- 
ing natural  skin  creases  such  a curvi-linear 
incision  over  the  tumor  and  a radial  incision  for 
tumors  in  the  inferior  portion  of  the  breast. 
Axillary  node  dissection  is  an  integral  part  of 
the  surgery  and  its  chief  purpose  is  to 
determine  whether  systemic  therapy  is  indicated. 
To  preserve  the  appearance  of  the  breasts  a 
separate  incision  is  often  used  for  the  axillary 
dissection,  except  where  a tumor  is  in  the  tail 
of  the  breast  in  the  far  outer  quadrant  area 
where  a single  incision  would  be  preferred. 
The  separate  axillary  incision  is  usually  not 
visible  as  it  is  located  behind  the  pectoral  fold. 
In  addition  to  providing  prognostic  information, 
the  axillary  dissection  controls  the  regional 
disease  obviating  the  need  for  external  irradia- 
tion to  the  axilla.  The  axilla  is  irradiated  only  if 
the  lymph  nodes  are  matted  or  extracapsular 
nodal  disease  is  present.  Usually  lower  level 
one  or  two  nodes  are  dissected  and  if  these  are 
negative  it  would  be  rare  for  higher  level  three 
nodes  to  be  affected.  Rosen16  showed  that 
axillary  “skip”  metastases  were  present  in  only 
1.6%  of  1,228  patients  undergoing  breast 
surgery.  Half  of  these  patients  had  tumor  in 
only  level  two  nodes.  Therefore,  the  generally 
recommended  extent  of  axillary  staging  pro- 
cedures is  removal  of  level  one  and  level  two 
lymph  nodes  which  results  in  adequate  accuracy 
of  assessment  of  axillary  nodal  status  and 
relatively  low  morbidity  of  arm  and/or  breast 


FIGURE  4 


Separate  incisions  used  for  removal  of  primary  tumor  and  axillary 
dissection.  Normal  skin  lines  used. 
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edema.  Conservative  surgery  is  varied  and 
depends  upon  the  site  and  size  of  the  tumor  in 
addition  to  the  treatment  philosophy,  experience 
and  expertise  of  the  surgeon. 

RADIO-THERAPY: 

The  techniques  of  radio-therapy  are  those 
used  for  irradiation  of  microscopic  cancer 
deposits.  The  breast  is  irradiated  with  Cobalt- 
60  unit  or  a lower  energy  4 to  6 MEV  linear 
accelerator.  If  the  removed  axillary  nodes  were 


negative  for  evidence  of  metastatic  disease,  it 
is  not  necessary  to  irradiate  the  axilla.  Positive 
axillary  nodes  are  an  indication  for  adjuvant 
chemotherapy.  Postoperative  irradiation  would 
be  recommended  if  extra-nodal  disease  or 
matting  of  the  nodes  was  present.  Lymph  node 
drainage  areas  are  not  irradiated.  With  a 
medial  tumor  location,  the  internal  mammary 
nodes  receive  elective  irradiation.  Radiation 
doses  for  sub-clinical  microscopic  disease  are 


FIGURE  5 

Final  result  prior  to  dressing. 


FIGURE  6 

Disease-Free  survival  rates  of  patients  treated  with  conservation 
surgery  and  irradiation  or  with  radical  or  modified  radical  mastectomy. 
Reproduced  from  Montague,  et  al1 ' with  permission  of  J.B.  Lippencott 
Co. 
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in  the  range  of  4,500  to  5,000  rads  delivered  in 
5-51/2  weeks.  This  dose  of  irradiation  will 
control  sub-clinical  disease  in  over  95  to  nearly 
100%  of  patients17  and  is  well  tolerated.  In 
patients  who  have  had  a complete  tumor 
excision  with  negative  margins,  controversy 
exists  with  regard  to  the  need  for  boost 
irradiation  to  the  primary  tumor  area.  However, 
most  radio-therapists  recommend  delivering 
additional  boost  irradiation  to  the  area  of 
tumor  excision  in  the  belief  that  this  will 
provide  more  protection  against  local  recur- 
rence. If  the  margins  of  excision  were  close  or 
positive,  no  controversy  exists  and  additional 
boost  irradiation  therapy  is  required.  The  dose 
of  boost  irradiation  varies  from  1,000  to  2,000 
rads  depending  upon  the  risk  factors  and  is 
delivered  with  the  electron  beam  or  an  implant 
using  Iridium- 192.  Again  as  with  surgery,  the 
cosmetic  results  will  depend  upon  care,  exper- 
tise and  experience  of  the  radiation  oncologist. 

SURVIVAL  AND  LOCAL  CONTROL: 

Retrospective17 and  prospective18  studies  con- 
cerning breast  conserving  surgery  and  irradia- 
tion have  shown  survival  figures  exactly  equal 
to  those  obtained  with  a radical  mastectomy. 
The  work  of  Fisher19  is  one  of  the  most 
important  recent  sources  of  information  but  the 
older  studies  have  matured  with  equivalent 
survival  at  20-30  years.20  Local  control  is 
excellent  but  about  5-10%  of  patients  will 
experience  a local  recurrence.21  Some  women 
develop  a new  primary  tumor  in  the  same  breast. 
Such  cases  are  considered  recurrences  since 
they  would  not  have  occurred  if  treated  initially 
with  a mastectomy.  Local  recurrence  following 
a modified  radical  mastectomy  is  an  ominous 
event  associated  with  poor  survival  and  usually 
occurs  by  three  years  post-surgery.22  However 
local  recurrence  in  the  breast  following  conserva- 
tive management  may  occur  several  years  after 
treatment.  5.3  percent  occur  beyond  10  years.23 
This  is  not  as  prejudicial  to  patient  survival  as 
a chest  wall  recurrence  after  mastectomy  and 
up  to  75%  of  patients  are  cured  by  secondary 
surgery.21  Therefore  these  patients  should  be 
followed  for  at  least  10-15  years  after  breast 
conserving  therapy. 

COMPLICATIONS: 

During  and  after  a course  of  external 
irradiation,  patient  may  experience  transient 
skin  changes  varying  from  erythema  to  a moist 


skin  reaction.  These  skin  changes  depend  on 
an  individual’s  sensitivity  to  irradiation  and  are 
much  more  marked  if  concomitant  chemotherapy 
is  administered.24  Tanning  may  occur  toward 
the  end  of  therapy,  but  this  gradually  fades 
after  treatment  has  been  completed  (Figures  7, 
8).  If  chemotherapy  with  Adriamycin  is  sub- 
sequently given  a so  called  “recall  phenomenon” 
may  take  place.  In  this  situation,  a radiation 
reaction  in  the  treated  area  may  become 
evident  even  though  long  after  the  course  of 
treatment.  Some  breast  swelling  due  to  edema 
may  occur  and  this  change  will  usually  resolve 
in  about  one  year.  Slight  firmness  of  the  breast 
will  be  noted,  but  this  change  would  not 
detract  from  the  cosmetic  appearance.  In- 
creased pigmentation,  fibrosis,  and  telangectasia 
may  occur  in  the  area  of  boost  irradiation. 
These  skin  changes  are  dose  dependent  and 
are  one  of  the  reasons  for  performing  a 
complete  tumor  excision  prior  to  irradiation 
since  a lower  dose  of  boost  irradiation  can  then 
be  delivered  or  perhaps  deleted  altogether. 
One  of  the  most  common  complication  is  that 
of  arm  edema.  This  complication  is  dependent 
upon  the  extent  of  the  axillary  surgery  and 
occurs  in  6%  of  patients  treated  with  limited 
level  one  to  two  dissection  and  in  36%  of  those 
treated  with  full  axillary  dissection.26  If  the 
axillary  nodes  are  found  to  be  positive  at  the 
time  of  axillary  surgery,  it  is  preferable  to  do  a 
complete  axillary  dissection  if  feasible  and 
therefore  avoid  irradiation  to  that  area.  Match 
line  fibrosis  occurs  at  the  junction  adjoining 
fields  of  irradiation.  Rib  fractures,  brachial 
plexopathy  and  radiation  pneumonitis  are 
complications  which  are  becoming  quite  rare 
and  when  modern  radiotherapy  techniques  are 
applied  with  expertise,  post-treatment  problems 
are  usually  of  a mild  and  transient  nature.25 

COSMETIC  RESULTS 

In  addition  to  achieving  local  control  and 
survival  results  equal  to  that  of  mastectomy,  a 
primary  purpose  behind  recommending  con- 
servative management  is  that  of  preserving  the 
breast  with  minimal  or  no  difference  when 
compared  to  the  untreated  breast.14'  27  This 
would  be  considered  a good  or  excellent 
cosmetic  result  (Figures  9,  10,).  Obese  women 
with  large  breasts  tend  to  have  a poor  cosmetic 
result  due  to  increased  skin  reactions,  fibrosis 
or  shrinkage.  Large  tumors  particularly  in  a 
smaller  breast,  may  result  in  significant  deform- 
ity. Edema  of  the  breast  and  arm  are  caused  by 
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FIGURE  7 

Tanning  of  skin  at  completion  of  external  irradiation. 


FIGURE  8 

Appearance  one  month  after  completion  of  course  of  irradiation. 


disruption  of  axillary  lymph  flow  and  are  seen 
less  frequently  with  an  axillary  sampling  vs  an 
extensive  axillary  dissection.26 

Radiation  factors  such  as  overlapping  fields, 
large  fraction  sizes  and  large  boost  volumes 
are  associated  with  impaired  results.  Cosmesis 
is  therefore  dependent  on  careful  patient 
selection,  and  optimal  surgical  and  radiotherapy 
techniques.  Adjuvant  chemotherapy  is  indi- 


cated in  patients  with  positive  nodes  or  other 
poor  prognostic  indicators.  The  use  of  con- 
comitant adjuvant  chemotherapy  appears  to 
have  increased  incidence  of  acute  radiation  skin 
reactions,  increased  fibrosis  and  reduction  of 
breast  size.24  Overall  conservative  surgery  and 
radiotherapy  achieves  a good  to  excellent 
cosmetic  result  in  80-90%  of  patients.28  It  is  of 
interest  to  note  that  patients  tend  to  score  their 
cosmetic  results  higher  than  their  physician. 
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FIGURE  9 

61  year  old  white  female  underwent  excisional  biopsy  of  4 x 2 cm  UOQ 
infiltrating  ductal  carcinoma.  Further  surgery  refused.  Appearance  at 
start  of  irradiation.  Treatment  areas  outline  on  skin. 


FIGURE  10 

Appearance  one  year  after  completion  of  irradiation. 


PSYCHOLOGICAL  OUTCOME 

There  are  some  important  psychological 
advantages  associated  with  conservative  ther- 
apy over  mastectomy  in  the  treatment  of 
breast  carcinoma.  Psychological  and  sexual 
problems  are  frequent  after  mastectomy  affect- 
ing 25%  and  33%  of  women  respectively 


during  the  first  year  following  surgery.29 
According  to  Steinberg30  lumpectomy  patients 
reported  less  in  the  way  of  decreased  feelings 
of  attractiveness  and  femininity,  were  less  self- 
conscious  about  their  appearance,  received 
more  emotional  support  from  friends  and  were 
most  open  about  their  surgery  and  sexual 
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feelings  after  surgery.  They  were  not  less 
depressed  or  anxious  but  displayed  better 
overall  adaptation  to  their  surgery  and  had  less 
functional  change.  Bartelink31  compared  the 
psychological  sequelae  both  of  breast  conserv- 
ing therapy  and  of  radical  mastectomy.  Patients 
undergoing  treatment  by  local  excision,  breast 
conservation  and  radiotherapy  had  a better 
“body  image”  and  less  fear  of  recurrence  of  the 
cancer,  and  the  majority  would,  if  necessary7, 
have  chosen  the  same  treatment  again.  Fear 
over  the  possible  loss  of  a breast  has  hindered 
surgical  survival  results  in  the  past  because 
women  often  presented  with  far  advanced 
tumors.  Keynes'  in  1937  wrote  that  “most 
women  know  what  is  meant  by  surgical 
treatment  for  cancer  of  the  breast  and  I am 
sure  that  they  are  very  often  intimidated  by  the 
prospect  ...  it  is  this  feeling  that  deters  them 
from  seeking  advice  and  so  prevent  any 
considerable  improvements  in  the  end  results 
such  as  might  follow  earlier  diagnosis  and 
treatment.”  Public  relations  efforts  such  as 
those  of  the  American  Cancer  Society  and 
articles  in  the  lay  literature  have  increased 
public  awareness  of  the  importance  of  early 
detection  of  breast  cancer  and  its  conservative 
management.  Concomitant  with  these  educa- 
tion efforts  American  women  have  developed  a 
more  critical  attitude  regarding  the  treatment 
of  breast  cancer  and  desire  less  extensive 
surgery.  With  the  possibility  of  breast  conserv- 
ing therapy,  women  are  less  fearful  of  seeking 
medical  attention  or  undergoing  screening 
mammography.  Mammography  has  been  shown 
to  cause  a reduction  in  mortality  from  breast 
cancer  because  of  early  detection.32  In  the  past 
it  was  felt  that  breast  cancer  was  a systemic 
disease  from  inception  and  earlier  detection 
may  result  in  only  a negligible  reduction  in 
metastases.  However  more  recent  data  has 
shown  that  primary  breast  tumors  are  relatively 
large  when  metastases  are  initiated  and  that 
early  tumor  detection  results  in  considerable 
decrease  in  mortality  due  to  a smaller  metastatic 
incidence.3'  Therefore  the  lessening  anxiety 
over  conservative  cancer  management  has 
resulted  in  more  women  presenting  with 
smaller  tumors  which  gave  good  survival 
prospects.  Such  a situation  has  occured  in 
cancer  of  the  cervix  which  is  another  prime 
example  of  improved  survival  due  to  early 
detection. 


DISCUSSION 

Before  the  Halsted  era,  surgery  for  breast 
cancer  was  associated  with  many  local  recur- 
rences and  poor  survival.  The  radical  mastect- 
omy gave  excellent  local  control  of  disease  and 
for  many  years  was  the  surgical  standard  by 
which  we  judged  our  results  of  treatment.  The 
development  of  radiotherapy  during  this  cen- 
tury has  eventually  resulted  in  accepted 
indications  for  its  use  such  as  postoperative 
irradiation,  primary  treatment  and  palliation  of 
symptoms.  In  a gradual  fashion  conservative 
surgery  for  breast  cancer  followed  by  irradia- 
tion has  been  shown  to  provide  survival  results 
equal  to  the  radical  mastectomy.  The  evidence 
of  this  is  growing  with  the  passage  of  several 
years.  Conservative  therapy  may  be  offered  to 
motivated  carefully  selected  patients  as  an 
alternative  to  ablative  surgery.  Most  women 
obtain  excellent  cosmesis  with  no  compromise 
of  survival.  As  more  women  are  becoming 
aware  of  this  alternative  they  are  less  fearful  of 
evaluating  a breast  lump.  Lastly,  women  have 
less  psychological  sequelae.  Breast  cancer 
therapy  has  now  become  multifaceted  and 
requires  the  expertise  of  the  surgeon,  path- 
ologist, medical  and  radiation  oncologist. 
Instead  of  treating  a tumor  in  the  breast  we  are 
now  treating  a woman  — a whole  person. 
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Perspective 

I CONSIDER  dermatology  to  be 
cutaneous  medicine.  I have 
never  considered  dermatology 
to  be  a specialty,  somehow  separate  from 
internal  medicine.  When  you  think  about  skin, 
whether  it  is  afflicted  w’ith  warts  or  hives  or 
poison  ivy  or  more  serious  conditions  or 
diseases,  you  have  to  think  of  the  entire 
organism  from  the  perspective  of  internal 
medicine.*  I think  that  people  who  don’t  think 
of  dermatology  in  this  way  are  wrong. 


*The  skin  is  an  important  organ  which  often  reflects  the 
health  of  the  entire  body,  as  in  the  case  of  such  systemic 
diseases  as  dermatomyositis,  .AIDS  or  eruptive  xanthomas. 


On  Our  Common  Humanity 

I see  many  a patient  who  comes  in  with  one 
or  another  dermatosis  and  one  of  the  things 
that  I do,  to  the  chagrin  and  concern  of  my 
nurses,  residents  and  colleagues,  is  to  touch 
and  rub  the  skin  of  these  persons.  And  then  I 
take  my  fingers,  and  I rub  my  face.  I point  out 
to  this  person,  who  is  very  concerned  about  the 
eruption  on  his  arm  or  leg  or  wherever,  that  the 
lesion  is  not  contagious.  He  didn’t  catch  it  from 
anybody.  He  can't  give  it  to  anybody  ...  to  his 
family,  for  example,  or  to  friends  ...  as  I have 
demonstrated  by  touching  and  rubbing  my 
own  face  after  touching  him. 

On  the  Authority  of  the  Physician 

Not  infrequently  a patient  will  ask  me  how  I 
can  be  sure  of  the  nature  of  his  problem.  In 
such  instances  I frequently  point  to  an  object 
on  my  desk  and  ask  “What  is  that?”  The 
patient  says,  “It’s  a telephone.”  I say,  “Yes,  it  is  a 
telephone,  but  the  Japanese  are  very  clever 


people  and  it  just  might  be  that  this  is  a 
Japanese  portable  radio  that  is  made  to  look 
like  a telephone  and  that  each  of  these  buttons 
actually  controls  the  setting  for  a different 
station.”  As  he  reacts  to  this  I say,  “I  happen  to 
know  that  this  is  a telephone,  but  I know  it 
because  of  having  seen  so  many  others  in  the 
past.  In  the  same  way  I know  the  nature  of  your 
problem,  although  to  someone  less  well- 
trained  or  experienced  it  might  appear  to  be 
something  different.” 

Another  example  I sometimes  use  is  to  ask 
the  patient  to  think  about  something  ...  a 
helicopter,  for  example.  Until  I first  saw  a 
helicopter,  I didn’t  know  what  a helicopter  was, 
but  now  that  I have  seen  quite  a number,  I 
understand  quite  well  what  they  are.  Similarly, 
I did  not  always  have  an  understanding  of  the 
problem  you  are  presenting  as  a patient,  but 
even  when  I have  seen  enough  of  this  condition 
to  recognize  it,  like  the  helicopter,  I cannot 
entirely  explain  it. 

First  Meeting 

I often  have  to  explain  to  patients,  when  I 
see  them  at  the  first  visit,  why  I am  not  getting 
lots  of  laboratory  studies  immediately.  I say  to 
this  person,  “You  have  boils  and  you  have 
recurring  boils  and  you  have  been  having 
recurring  boils  for  the  last  couple  of  years.”  I 
do  not  necessarily,  at  the  first  visit,  get  blood 
sugars  and  glucose  tolerance  studies  and 
endocrine  gland  consultations  and  internal 
medicine  consultations.  I usually  elect  to 
outline  a treatment  program  using  antibiotics, 
not  over  a period  two  weeks,  but  over  a span  of 
two  or  three  months,  to  see  if  I can  sterilize  the 
skin  and  improve  the  environment.  Later  on, 
perhaps,  I will  want  more  information  and  a 
complete  medical  and  laboratory  evaluation 
may  be  necessary. 

One  Blue  Eye  and  One  Brown  Eye 

Occasionally  we  see  patients  who  have  very 
rare  dermatoses,  and  this  is,  of  itself,  a matter 
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of  great  concern  to  them.  I have  to  explain  to 
these  people  why  they  have  this  dermatosis, 
and  I point  out  to  them  that  the  fact  of  their 
having  a relatively  rare  condition  is  of  no 
greater  significance  than  if  they  had  one  blue 
eye  and  one  brown  eye.  It  is,  in  fact,  unusual  to 
have  one  blue  eye  and  one  brown,  but  I have 
had  many  patients  with  this  condition,  just  as  I 
have  had  many  patients  with  relatively  rare 
skin  conditions  that  I cannot  explain. 

Even  the  Russians  Don’t  Know 

There  are  patients  who  have,  for  example, 
psoriasis,  and  ask  why.  I explain  to  them  that 
some  persons  are  boys  and  some  girls,  some 
persons  have  psoriasis  and  some  have  diabetes. 
But  there  is  no  specific  reason  why  some 
people  develop  psoriasis  or  diabetes,  and  I 
usually  remark  that,  although  the  Russians 
know  almost  everything  else  in  the  world,  even 
they  don’t  know  why  some  people  have  these 
diseases.  I then  explain  that,  like  diabetes, 
there  is  no  cure  for  psoriasis,  but  there  are 
methods  of  control.  I know  of  no  one  who  has 
cured  either  diabetes  or  psoriasis.  These  are 
conditions  rather  than  diseases.  A person  does 
not  catch  a condition,  nor  spread  it.  Conditions 
like  psoriasis  are  very  simple  difficult  problems 
...  a play  on  words.  What  is  simple  is  that  they 
have  psoriasis,  but  control  may  be  difficult.* 

* Modern  therapy,  including  the  rebirth  of  anthralin  and 
the  use  of  PUVA,  have  made  psoriasis  more  controllable. 
Methotrexate  is  unquestionably  a hazardous  drug,  but  it  is 
not  universally  hazardous.  I have  given  patients  25  grams 
of  methotrexate  over  a period  of  many  years,  and  their 
livers  look  like  the  livers  of  teenagers. 


The  Oak  and  the  Pine 

Here  is  a patient  who  has  a fungus  infection. 
He  sleeps  with  his  wife,  embraces  his  wife  in 
intimate  contact,  and  she  never  develops  the 
infection.  I use  the  following  explanation  for 
this: 

In  my  front  yard  I have  an  oak  tree  which  is 
the  healthiest  oak  tree  in  North  Carolina.  It  has 
moss  growing  on  the  side.  Next  to  it  is  a pine 
tree  which  has  been  judged  the  healthiest  pine 
tree  in  North  Carolina.  It  has  no  moss  growing 
on  its  bark  and  never  will  have  moss  growing 
on  its  bark.  I may  call  out  a tree  surgeon,  and 
he  may  remove  the  moss  from  the  oak,  but 
when  he  pulls  out  of  my  driveway  the  tree  is  still 
an  oak.  It  may  have  moss  again.  It  may  not 
have  moss  again.  If  it  does  have  moss  again, 


this  does  not  mean  the  tree  is  sick  or  that  there 
is  anything  wrong  with  its  metabolism.  It  just 
happens  to  be  an  oak.  Oak  bark  grows  moss. 
Pine  bark  does  not  grow  moss.  Some  people 
are  born  with  an  “oak  bark”  type  of  skin  which 
will  support  the  growth  of  fungus  organisms 
while  other  people  are  born  with  a “pine  bark” 
type  of  skin  which  will  not  support  the  growth 
of  offending  organisms.  (Otherwise,  these  two 
people  are  physically,  biochemically  and  endo- 
crinologically  the  same.) 

On  Doing  What  Is  Possible 

A lot  of  people  come  in  with  keratoses  and 
they  have  these  barnacle-like  growths  on  their 
skin  and  they  want  to  know  what  to  do.  I point 
out  that,  as  a rule,  three  things  are  involved. 
One  is  heredity,  which  can’t  be  changed,  and 
one  is  the  process  of  aging.  People  over  65  are 
more  likely  to  develop  keratoses  than  people 
who  are  35.  The  only  factor  that  can  be 
controlled  is  sunshine.  You  cannot  control  your 
heredity,  nor  can  you  reverse  growing  older, 
but  you  can  avoid  sunshine  or  use  a sunscreen.* 


*With  SPF  of  at  least  15. 


I Only  Wear  A Raincoat 
When  It  Rains 

Every  now  and  then  I want  to  give  a patient  a 
course  of  prednisone.  Now  I am  fully  aware 
that  prednisone  is  a cortisone,  that  it  cannot  be 
used  continuously,  and  I am  not  going  to  use  it 
continuously.  I am  going  to  use  it  just  for  this 
particular  time.  I tell  patients  undergoing  this 
course  of  treatment  that  I only  wear  a raincoat 
when  it  rains.  I do  not  rear  a raincoat  every 
day,  but  when  it  does  rain,  I wear  a raincoat.*  I 
do  not  want  them  to  take  prednisone  continu- 
ously, but  I do  want  them  to  take  it  occasionally 
or  periodically,  when  they  need  it  to  get  the 
relief  they  deserve. 

*Incidentally,  wearing  a raincoat  does  not  necessarily 
stop  it  from  raining,  and  the  patient  must  understand  this. 


Cadillac  Motors  in  Ford  Frames 

One  of  the  things  which  happens  when 
people  have  atopic  dermatitis  is  that,  by  and 
large,  they  are  dynamos.  Essentially  they  have 
400-horsepower  motors  in  200-horsepower 
frames,  Cadillac  motors  in  Ford  frames.  And 
this  dynamism  is  what  makes  people  who  have 
atopic  dermatitis  have  flareups  when  they  get 
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excited,  or  when  they  are  frustrated.  It  can  be 
pleasant  excitement,  as  at  a party,  that  will 
cause  them  to  itch  or  break  out.  It  can  be  exam 
time.  It  can  be  financial  difficulty.  It  can  be 
tension  between  husband  and  wife  or  boyfriend 
and  girlfriend. 

I also  have  used  this  analogy:  that  there  are 
people  who  have  skin  that  is  tuned  like  the  “E” 
string  on  a violin  and  others  who  are  tuned  like 
a “G”  string.  An  “E”  string  when  plucked, 
makes  a high  pinging  sound,  where  a “G” 
string  simply  goes  “bong”  in  sort  of  a dull  way. 
If  a person  is  highly  tuned,  he  is  more  likely  to 
react  to  agents  in  the  environment  . . . soaps 
and  detergents,  and  things  of  that  nature. 

Causative  and  Coincidental  Agents 

Some  of  the  conditions  we  encounter  in  the 
environment  with  which  we  are  concerned  may 
be  causative  agents,  while  others  are  simply 
coincidental  agents.  I have,  on  occasion,  asked 
a patient  to  imagine  that  he  and  I are  riding 
together  in  a car.  He  may  be  driving,  and  I may 
be  the  rider.  We  are  both  in  the  car,  in  the  front 
seat  moving  in  the  same  direction  at  the  same 
speed,  but  movement  depends  directly  upon 
the'  driver  and  not  the  passenger.  Many  times, 
when  we  find  fungi  or  bacteria  on  the  skin,  they 
actually  are  causing  no  difficulty.  They  are 
simply  there,  passengers  but  not  drivers. 

A Rose  Is  a Rose 

Certain  kinds  of  skin  cancer  have  a malignant 
potential  for  spreading  and  others  don’t,  but  to 
some  patients  the  word  cancer  is  overwhelming. 
To  these  I point  out  that  a rose  bush,  if  left 
alone,  may,  over  a period  of  years,  get  larger, 
but  that  it  never  sends  out  roots  to  make  a 
second  rose  bush.  Similarly  a basal  cell  skin 
cancer,  if  ignored  or  left  alone,  may  get  larger 
with  the  passage  of  time,  but  regardless  of 
whether  or  not  it  is  treated*  it  will  never 
metastasize  to  other  parts  of  the  body. 


*This  does  not  mean  that  basal  cell  carcinomas  should 
not  be  treated.  All  skin  cancers  require  appropriate 
therapy,  from  simple  excisions  to  repeated  curettage,  and 
electrodesiccation  or  Mohs’  therapy  with  plastic  surgery 
when  appropriate. 


I Do  Not  Shoot  a Rabbit 
with  an  Elephant  Gun 

People  have  come  to  me  with  acne  and, 
having  heard  about  Accutane,  want  me  to 


prescribe  it.  I explain  to  them  that  this  is  a very 
potent  medication  with  an  associated  course  of 
treatment  lasting  for  20  weeks  and  that,  for  the 
moment,  I don’t  feel  they  need  it.  I point  out 
that  I do  not  shoot  rabbits  with  an  elephant 
gun.  I shoot  elephants  with  elephant  guns,  but 
never  rabbits  with  elephant  guns.  It  simply  is 
my  judgement  that  they  do  not  need  at  this 
time  to  be  on  so  potent  a medicine  as 
Accutane.  But  if  I do  not  discuss  Accutane, 
they  think  I do  not  know  that  it  exists.  So  it  is 
important  to  explain  the  reasons  for  not  using 
it.  Similarly  with  dermabrasion.  Here  is  a 
person  that  has  some  scars  from  his  acne,  and 
he  wants  to  have  his  face  sanded.  I just  believe 
that  dermabrasion  is  expensive,  often  unneces- 
sary and  likely  to  produce  as  much  scarring 
and  other  difficulty  as  he  already  has.  So  I 
make  every  effort  to  talk  him  out  of  having  the 
dermabrasion  done  and  yet,  if  after  our 
conversation  he  still  wants  the  procedure  he 
may  have  it  done  — but  by  some  other 
physician. 

Confrontation  and  Dialogue 

It  is  amazing  to  me  that  there  are  persons 
who  will  deliberately  destroy  their  skin.  I have 
seen  people  who  have  taken  fecal  material  and 
put  it  into  a syringe  and  injected  it  into  their 
faces  and  into  other  areas  of  their  bodies, 
producing  massive  foul-smelling  abscesses. 
They  do  that  to  get  attention.  I have  seen 
people  who  have  scarred  their  skins  with 
razors  or  burned  them  with  chemicals,  also  to 
get  attention.  I am  told  by  the  psychiatrists 
that  I am  not  to  confront  them  with  this 
because  if  I do,  they  may  develop  problems 
much  more  threatening  than  what  is  going  on 
with  their  skin.  With  these  people  I say,  “You 
know  what  is  causing  this  eruption,  and  I know 
what  is  causing  it.  I am  not  going  to  tell  this  to 
anybody,  and  you  are  not  going  to  explain  this 
to  anybody.  But  since  you  and  I both  know 
what  is  causing  the  eruption,  why  don’t  we 
agree  today  that  we  are  just  going  to  see  that  it 
does  not  happen  again.” 

On  Compliance 

When  I was  a medical  student,  I saw  a 
patient  in  the  clinic  who  had  some  hemorrhoids 
and  some  stomach  problems  and  a cough  ...  a 
variety  of  things  ...  so  I gave  him  four  or  five 
medications,  among  them  suppositories  which 
he  was  supposed  to  use.  When  he  got  these 
prescriptions  filled,  all  of  them  were  labeled 
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“as  directed.”  He  came  back  to  see  me  two 
weeks  later,  much  improved,  and  said,  “Dr. 
Callaway,  I am  better  than  when  I saw  you 
before,  but  those  big  greasy  things  that  I took, 
they  tasted  horrible,”  I said,  “Don’t  tell  me 
that  you  actually  chewed  them,  that  you  took 
those  greasy  things?”  He  said,  “I  certainly  did. 
You  didn’t  think  I was  going  to  shove  them  up 
my  rectum,  did  you?” 

So  I learned  early  in  my  life  as  a medical 
student  that  it  is  important  that  you  give 
people  specific  directions  and  you  explain  to 
them  exactly  what  is  going  on.  And  that  you 


pay  attention  to  the  whole  individual,  treating 
the  person  who  has  a medical  problem  rather 
than  the  cutaneous  case  with  an  itching  spot 
here  or  there.  Patients  get  home,  and  they 
discover  sometimes  that  they  don’t  remember 
exactly  what  I have  told  them.  If  on  the  next 
day,  after  they  get  home,  the  get  a black  and 
white  copy  of  what  I have  said,  that  I want 
them  to  take  this  tablet,  use  that  lotion,  avoid 
strong  detergents  or  drink  decaffeinated  coffee, 
they  are  much  more  likely  to  get  a good  result 
than  if  they  carry  home  five  medicines  to  take 
“as  directed.” 
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Electronic  Information  For  Physicans: 
A New  Dimension  In  Solving  Problems 
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PART  I - TRADITIONAL 


PHYSICANS  have  a continual  need 
for  information.  This  a natural 
consequence  of  the  overwhelm- 
ing and  increasing  quantity  of  biomedical 
knowledge  required  for  the  practice  of  med- 
icine today.  Traditional  sources  of  this  infor- 
mation include  colleagues,  books,  and  journals, 
both  in  the  hospital  and  office  environment. 
Thanks  in  part  to  the  decreasing  cost  of 
computer  equipment,  a new,  low-cost,  more 
up-to-date  source  of  information  is  now  readily 
available  to  physicians:  electronic  information. 
This  information  may  often  be  more  convenient, 
more  current,  and  more  relevant  than  tradi- 
tional sources.  This  article  provides  some 
examples  of  the  types  of  electronic  information 
which  can  be  useful  in  addressing  physician 
information  needs.  It  focuses  on  AMA/NET, 
the  AMA  sponsored  nationwide  medical  in- 
formation network  which  is  now  available  to 
physicians  throughout  the  U.S. 

I.  The  Diagnostic  Problem 

Probably  the  most  common  problem  that 
physicians  face  is  making  a diagnosis.  In  the 
overwhelming  majority  of  cases,  the  signs  and 
symptoms  of  a patient’s  presenting  illness  are 
clear  and  easily  recognizable  and  the  diagnosis 
is  rapidly  made.  However  there  is  a small 
percentage  of  cases  which  present  puzzling 
combinations  of  findings.  It  is  in  these  cases 
that  physicians  traditionally  seek  the  help  of 
colleagues,  books,  and  the  recent  literature. 
Colleagues,  of  course,  are  an  excellent  source 
of  information.  However,  they  are  not  always 
readily  available.  Books  typically  are  limited  in 
that  their  information  is  at  least  one  year  old, 
and  is  usually  organized  by  disease,  not  signs 
and  symptoms.  Because  of  this,  a diagnostic 
hypothesis  must  be  formed  before  the  informa- 
tion is  accessible.  Even  books  which  focus  on 
signs,  symptoms,  and  diffential  diagnosis  may 


not  provide  ready  access  to  information 
relevant  to  a specific  patient  with  an  unusual 
combination  of  findings. 

While  the  recent  literature  is  more  current 
than  books,  it  is  also  organized  by  disease  and 
is  more  difficult  to  access.  Only  a limited 
number  of  journals  can  be  available  in  the 
physician’s  office.  These  will  typically  be 
organized  chronologically,  and  finding  infor- 
mation on  a particular  topic  may  be  quite  time 
consuming.  A well  organized  and  up-to-date 
reprint  system  may  compensate  for  these 
problems  somewhat. 

The  nearest  medical  library  will  undoubtedly 
have  a much  more  comprehensive  collection  of 
journals  and  also  more  capabilities  for  locating 
relevant  articles,  for  example  using  Index 
Medicus.  However,  the  library  may  also  not  be 
very  convenient  for  the  physician. 

How  can  electronic  information  help?  AMA/ 
NET  provides  two  different  types  of  informa- 
tion which  can  be  of  assistance  in  a diagnostic 
problem:  1)  DxPlain,  a diagnostic  assistance 
program,  and  2)  various  methods  for  searching 
and  accessing  the  medical  literature.  The 
DxPlain  system  is  unique  to  AMA/NET;  it 
provides  patient-specific  diagnostic  informa- 
tion. Upon  entering  DxPlain,  information  is 
requested  regarding  the  age  and  sex  of  the 
patient,  duration  of  the  problem,  and  the  signs, 
symptoms,  and  lab  findings  associated  with 
this  condition.  This  information  is  entered  in  a 
very  natural  form  with  opportunities  for 
correcting  spelling  and  other  typographical 
errors.  After  entering  all  the  information  for 
the  patient,  DxPlain  produces  a list  of  diagnos- 
tic possibilities.  This  list  is  divided  into 
common  and  rare  diseases,  and  each  disease 
shown  is  given  a ranking  according  to  the 
likelihood  that  it  could  be  responsible  for  the 
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observed  patient  signs  and  symptoms.  DxPlain 
then  will  provide  explanations  describing  those 
signs  and  symptoms  that  led  to  the  inclusion  of 
each  diagnosis,  other  findings  which  are  not 
explained,  and  additional  findings  which  are 
not  noted  but  would  be  expected  in  that 
particular  condition.  Thus,  DxPlain  can  help 
the  physician  to  both  generate  and  “think 
through”  the  differential  diagnosis  in  a puzzling 
case.  It  functions  as  a specialized,  patient- 
specific  differential  diagnosis  reference  allowing 
rapid  access  to  information  which  can  be 
helpful  in  the  diagnostic  process. 

Another  important  area  where  electronic 
information  can  be  extremely  useful  is  in 
search  and  retrieval  of  recent  literature. 
AMA/NET  provides  several  methods  of  access- 
ing the  medical  literature.  The  first  of  these,  is 
EMPIRES  (Excerpta  Medica  Physicians  In- 
formation Retrieval  and  Education  Service), 
which  indexes  articles  from  328  key  clinical 
journals.  Searching  can  be  done  in  one  of  two 
ways:  easy  search  and  advanced  search.  In 
easy  search,  two  keywords  are  entered  and  a 
search  is  performed  for  all  references  which 
pertain  to  both  those  keywords.  An  option  is 
provided  for  restricting  the  search  to  the  last 
six  months.  Very  little  (if  any)  knowledge  with 
respect  to  searching  techniques  in  databases  is 
required  to  use  easy  search.  In  advanced 
search,  as  many  keywords  as  desired  may  be 
entered,  and  combined  in  whatever  way 
desired.  Repeated  searches  can  be  done  to 
narrow  down  the  selections  as  needed.  While 
advanced  search  is  not  difficult  to  use,  it  does 
require  some  knowledge  of  both  searching 
techniques  and  the  commands  available.  AMA/ 
NET  provides  access  to  MEDLINE,  the 
National  Library  of  Medicine  database  of  the 
world’s  biomedical  literature,  in  two  separate 
ways.  First,  access  is  provided  by  PaperChase, 
a friendly  user  interface  developed  at  the  Beth 
Israel  Hospital  in  Boston.  This  program  allows 
the  physician  with  very  little  searching  experi- 
ence or  knowledge  of  computers  to  construct  a 
successful  search  of  some  complexity.  Many 
physicians  have  found  that  it  provides  a fast 
and  easy  way  to  access  the  medical  literature. 

The  National  Library  of  Medicine’s  own  user 
interface  for  MEDLINE,  Grateful  Med,  is  also 
available  on  AMA/NET.  It  provides  a slightly 
different  environment  for  helping  the  physician 
to  develop  and  execute  an  appropriate  search. 


All  three  of  these  methodologies  provide  a 
useful  way  to  access  the  most  recent  medical 
literature.  Although  the  full  text  of  articles 
found  is  not  on-line  for  immediate  reading, 
abstracts  are  available  for  the  majority  of  the 
articles.  Also,  it  is  possible  to  order  paper 
copies  of  any  articles  retrieved  (up  to  five 
EMPIRES  articles  per  month  are  available  at 
no  charge). 

II.  The  Therapeutic  Problem 

The  physician’s  approach  to  a therapeutic 
problem  is  very  similar  to  the  diagnostic, 
although  there  are  some  sources  of  information 
which  are  more  directly  helpful.  As  with 
diagnostic  problems,  the  traditional  options 
available  are  colleagues,  books,  and  literature. 
If  information  is  desired  on  a specific  drug  or  a 
class  of  drugs,  this  can  be  obtained  from  a 
number  of  references  which  are  often  readily 
available.  However,  the  often-asked  question 
regarding  the  determination  of  the  currently 
accepted  therapy  for  a given  disease  is 
sometimes  more  difficult.  Here  again,  electronic 
access  to  the  most  recent  literature  can  be  very 
helpful. 

One  of  the  key  words  allowed  in  literature 
searching  is  “review.”  This  results  in  the 
ability  to  access  a recent  review  article  on  any 
given  condition.  This  can  often  result  in  rapid 
identification  of  currently  acceptable  therapy. 

Another  common  therapeutic  problem  is 
assessing  the  possibility  of  drug  interactions, 
especially  for  a patient  on  many  different 
medications.  The  MEDICOM  drug  interaction 
database  recently  became  available  on  AMA/ 
NET.  It  allows  entry  and  storage  of  specific 
patient  drug  profiles  so  that  patients  with 
difficult  drug  interaction  problems  can  be 
easily  reevaluated  when  therapy  is  changed.  In 
addition  to  drug  interactions,  drug-food,  drug- 
nutrient,  and  drug-disease,  and  potential  allergic 
reactions  are  also  reported.  Each  reaction  has 
an  associated  level  of  severity.  If  desired, 
output  can  be  limited  to  the  most  clinically 
significant  reactions.  This  avoids  one  of  the 
classic  problems  in  consulting  printed  drug 
interaction  references:  namely,  the  hundreds 
of  interactions  listed  which  have  no  practical 
clinical  significance. 


Next  time:  Current  Awareness,  Electronic 
Communications  with  Colleagues,  and  more. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Unexplained  Sacral  Pain  (In 


The  Elderly) 


JOE  STAVAS.  M.D. 


CLINICAL  HISTORY:  68-year-old  female  with  sacral  pain.  No  known  trauma  or  malignancy. 


Figure  1 

Pelvic  Film:  No  definite  abnormality  is  identified.  It  is  often  difficult  to 
appreciate  subtle  bony  abnormalities  in  the  relatively  flat  sacral  ala. 

Bowel  gas  and  stool  consistently  overly  the  sacrum  in  older  patients 

ing  metastatic  disease  and  staging  purposes, 
typically  in  breast,  prostate  and  lung  cancer. 

Plain  films  will  show  fractures,  osteoarthritis, 
spontaneous  osteonecrosis,  bony  sclerosis  and 
lytic  or  destructive  lesions,  the  latter  only 
coming  about  after  a large  percentage  of 
cancellous  and  cortical  bone  have  been  destroy- 
ed. Radionuclide  bone  scans  are  much  more 
sensitive  in  the  detection  of  pathology  but 
nonspecific.  Trauma,  degenerative  arthritis, 
infection  and  neoplasm  look  the  same  on  any 
given  bone  scan.  Bone  scans  will  uncover  many 
nonspecific  abnormalities  and  out  of  the 
radiologist’s  mouth  spew  the  foil  of  all 
clinicians,  “recommend  plain  film  and  clinical 
correlation”. 
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causing  further  confusion. 

COMMENTS 

BONE  pain  is  a common  and  often 
perplexing  problem  in  the  eld- 
erly. The  site  of  involvement 
(axial  or  appendicular  skeleton),  duration,  and 
presence  of  recent  trauma  or  underlying 
malignancy  or  metabolic  disorders  are  import- 
ant factors  in  determining  etiology  and  sub- 
sequent therapy.  Plain  films,  radionuclide 
bone  scan,  computed  tomography  and  MRI 
constitute  diagnostic  imaging  options.  All 
cases  should  begin  with  plain  films  since  they 
provide  the  diagnosis  in  the  majority  of  cases. 
An  exception  would  be  cancer  patients,  ex- 
cluding multiple  myeloma,  in  which  a bone 
scan  would  provide  more  information  regard- 


Figure  2 

Bone  Scan:  Total  body  bone  scan  shows  an  increase 
in  radionuclide  activity  in  the  left  sacrum  (arrows). 
The  finding  is  nonspecific,  possibly  due  to  traumatic, 
infectious,  or  neoplastic  etiologies.  A single  lesion  is 
present  in  this  case,  however,  bone  scans  can  easily 
identify'  clinically  “silent”  bone  involvement,  common 
with  metastatic  disease. 


CT  and  MRI  should  be  reserved  for  trouble 
cases.  Both  will  delineate  marrow  from  cortex; 
MRI  better  with  marrow  and  soft  tissue  and 
CT  better  with  cortical  lesions.  Most  cases  do 
not  need  CT/MRI  for  diagnosis,  but  these 
modalities  are  quite  useful  in  certain  situations 
and  for  surgical  planning. 

This  case  required  plain  film,  bone  scan,  and 
CT  to  conclude  the  diagnosis;  a sacral 
insufficiency  fracture.  The  pelvic  film  was 
nondiagnostic  (fig.  1)  with  a positive  but 
nonspecific  bone  scan  (fig.  2).  The  CT  scan 
(fig.  3)  was  performed  to  answer  three  import- 
ant questions:  1.  Where  specifically  is  the 
lesion  (radionuclide  studies  lack  good  resolu- 
tion). 2.  Is  it  benign  or  malignant  in  appearance, 


Figure  3 

CT  Scan:  There  is  a linear  area  of  bony  sclerosis  in 
the  left  sacral  ala  paralleling  the  sacral  iliac  joint. 
The  SIJ  itself  is  normal.  No  bony  destruction  is 
present.  This  is  the  typical  finding  in  sacral  stress 
fractures. 


and  3.  Is  there  soft  tissue  involvement.  The 
lesion  was  sacral,  sclerotic,  nondestructive, 
and  without  soft  tissue  involvement. 

There  are  two  varieties  of  stress  fractures, 
fatigue  and  insufficiency  types.  Fatigue  fractures 
occur  when  an  abnormal  stress  is  applied  to 
normal  bone.  These  occur  in  athletes  and 
joggers  (not  considered  to  be  one  and  the 
same)  and  classically  is  the  march  fracture  in 
feet  of  bivouac-weary  military  recruits.  Insuf- 
ficiency fractures  occur  in  abnormal  bones 
undergoing  normal  or  physiologic  stress.  Insuf- 
ficiency stress  fractures  are  common  in  the 
osteoporotic  elderly  and  was  the  cause  of  this 
patient’s  sacral  pain. 

The  typical  sites  of  insufficiency  stress 
fractures  are  the  pubis  symphysis,  pubic  rami, 
sacrum  (as  in  this  case),  supra-acetabular  area, 
femoral  neck,  proximal  and  distal  tibia,  and 
sternum.  Accurate  diagnosis  may  be  difficult 
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due  to  the  presence  of  osteoporosis  and  subtle 
changes  of  reactive  or  healing  sclerosis. 

Bone  scanning  offers  an  excellent  screening 
exam  that  may  need  to  be  supplemented  by 
CT.  Multiple  bony  sites  are  often  involved  and 
assist  with  the  diagnosis. 
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SIXTY  YEARS  AGO 


The  University  Of  Nebraska  Hospital  At  Omaha 


J.  JAY  KEEGAN.  M.D.,  Dean 
Omaha,  Nebraska 
1927 


The  University  of  Nebraska  College  of  Medi- 
cine at  Omaha  has  just  completed  the  second 
unit  of  the  University  Hospital  and  now  has  one 
of  the  best  teaching  hospitals  in  this  country. 
It  seems  appropriate  at  this  time,  since  this  is  a 
State  and  a University  institution,  to  outline  the 
development  of  the  College  of  Medicine  and  to 
present  in  some  detail  the  organization  and  plan 
of  the  University  Hospital. 

HISTORICAL 

The  University  of  Nebraska  College  of  Medi- 
cine succeeded  the  Omaha  Medical  College  which 


versity  which  was  established  on  the  Lincoln 
campus  in  1883  and  discontinued  in  18S8.  Co- 
incident with  this  act  the  full  four  years  of  in- 
struction in  Medicine  was  established  in  Omaha 
on  the  present  campus  at  Forty-second  and  Dew- 
ey Avenue. 

The  first  building  on  this  campus  was  the  pres- 
ent North  Laboratory  Building,  erected  in  1913 
at  a cost  of  one  hundred  thousand  dollars,  and 
housing  all  departments  of  the  College.  The 
total  enrollment  this  first  year  was  84,  compared 
to  301  in  1927.  Clinical  facilities  were  obtained 
by  affiliation  with  the  Douglas  County  Hospital 


Fig-.  1.  University  Hospital — Unit  No.  1. 


was  established  in  1881.  In  1903  the  University 
of  Nebraska  entered  into  an  agreement  of  affilia- 
tion with  the  Omaha  Medical  College  under 
which  the  Lniversity  gave  the  first  two  years  of 
instruction  in  Lincoln  and  the  Omaha  Medical 
College  was  responsible  for  the  last  two  years  in 
Omaha.  This  agreement  was  terminated  in  1913 
when  the  University  formally  took  over  instruc- 
tion in  all  four  years  of  Medicine.  The  action 
of  the  Board  of  Regents  in  undertaking  responsi- 
bility for  the  full  course  in  Medicine  constituted 
a revival  of  the  College  of  Medicine  of  the  Uni- 


and  several  private  hospitals  of  Omaha,  and  by 
maintenance  of  a Dispensary  at  171G  Dodge  St. 
It  soon  became  evident  that  proper  bedside  clin- 
ical instruction  could  not  be  maintained  without 
a Lmiversity  Hospital  under  the  supervision  and 
control  of  the  College  of  Medicine.  According- 
ly, the  Legislature  of  1915  appropriated  one  hun- 
dred and  fifty  thousand  dollars  for  the  purpose 
of  providing  a teaching  hospital  which  would  be 
under  the  control  of  the  Board  of  Regents  and 
would  care  for  the  worthy  sick  poor  of  the  state. 
This  first  unit  of  the  University  Hospital  was 
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completed  in  1917  and  consisted  of  a main  hos- 
pital wing  extending  north  and  south,  and  an 
administration  wing  on  the  front  or  east  side. 

The  College  soon  outgrew  the  North  Labora- 
tory Building,  and  in  1917  one  hundred  and 
eighty  thousand  dollars  was  appropriated  to  erect 
the  South  Laboratory  Building.  This  was  com- 
pleted in  1919  and  the  Dispensary,  which  had 
been  maintained  down  town,  was  transferred  to 
the  ground  floor  of  this  building.  The  College 
now  had  all  necessary  facilities  for  the  teaching 
of  medicine  located  on  the  campus,  and  it  pro- 
gressed rapidly  in  its  organization  and  standing 
among  medical  colleges  of  the  country.  The 
student  enrollment  at  this  time  was  181. 

The  Nurses’  Home  was  added  in  1923,  since 
the  nurses  had  been  housed  in  a temporary  wood- 
en dormitory  and  a fire  on  December  22,  1922, 
had  seriously  threatened  their  lives  and  partly 
destroyed  the  building.  This  gave  an  impetus 
to  the  University  Training  School  for  Nurses, 
which,  with  the  beginning  class  of  September, 
1927,  had  an  enrollment  of  108,  and  is  no  small 
part  of  the  educational  service  of  the  College  of 
Medicine. 

The  increased  emphasis  on  clinical  teaching, 
and  the  increased  enrollment  from  143  in  1917 
to  301  in  1927,  made  the  first  unit  of  the  Uni- 
versity Hospital  insufficient  to  provide  clinical 
cases  for  bedside  study  by  the  senior  and  junior 
students  who  had  increased  from  46  in  1917  to 
120  in  1925.  To  remedy  this  situation,  the  Board 
of  Regents  allowed,  from  the  University  building 
appropriation  of  1925,  an  item  of  two  hundred 
thousand  dollars  to  erect  a second  unit  of  the 
University  Hospital.  This  is  the  building  which 
has  been  completed  this  year  and  will  be  formal- 
ly opened  in  November. 

ORGANIZATION 

The  University  Hospital  was  founded  primar- 
ily as  a teaching  hospital  for  the  College  of  Medi- 
cine. Accordingly  it  is  placed  under  the  control 
of  the  Board  of  Regents  of  the  University,  and 
the  Dean  of  the  College  of  Medicine  is  ex-officio 
Superintendent  of  the  Hospital.  The  funds  for 
maintenance  come  from  the  University  Budget 
and  all  of  its  beds  are  devoted  strictly  to  medical 
teaching.  Its  status  as  a teaching  hospital  neces- 
sitates maintenance  of  the  highest  standards  in 
the  care  of  its  patients  and  in  the  maintenance  of 
hospital  records.  The  patients  who  are  admitted 
to  the  University  Hospital  profit  from  this  very 
thorough  study  of  their  illness  and  by  consulta- 
tion of  the  most  prominent  physicians  and  sur- 
geons of  Omaha  who  are  members  of  the  Clinical 
Faculty  of  the  College. 


The  purpose  for  which  the  hospital  was  found- 
ed necessitates  selection  of  cases  which  are  ad- 
mitted, since  they  must  be  instructive  in  medical 
teaching,  and  if  chronic  or  incurable  cannot  be 
kept  in  the  hospital  longer  than  a period  of  a 
few  weeks.  Very  common  clinical  cases  can  be 
admitted  only  in  limited  numbers,  since  each 
branch  of  medicine  must  be  properly  represented 
and  is  allotted  a certain  number  of  beds  which 
number  must  be  maintained  within  reasonable 
limits.  The  hospital  could  easily  be  filled  with 
chronic  or  incurable  cases  or  with  a few  com- 
mon types  of  surgical  cases  and  there  would  be 
no  teaching  material  in  other  more  important 
branches  of  medicine.  The  Board  of  Regents  of 
the  University  would  not  be  justified  in  main- 
taining such  a hospital  which  would  be  of  little 
benefit  to  the  College  of  Medicine,  and  accord- 
ingly have  approved  the  following  rules  which 
are  intended  to  incorporate  the  preceding  points 
of  proper  maintenance,  and  also  to  assist  in  ef- 
fective administration. 

REGENTS  RULES 

(1)  The  University  of  Nebraska  Hospital  at  Omaha 
is  founded  primarily  as  an  educational  institution  in 
which  the  best  methods  in  diagnosis  and  treatment 
are  practiced  and  taught  in  the  College  of  Medicine. 
It  serves  the  additional  function  of  state  medical  care 
of  eligible  patients.  It  is  not  founded  with  the  idea 
of  receiving  patients  who  are  able  to  pay  for  private 
medical  and  surgical  care,  nor  for  chronic  and  in- 
curable cases  which  require  institutional  care. 

(2)  Worthy  sick,  except  as  hereinafter  specified, 
shall  be  admitted  upon  receipt  by  the  hospital  au- 
thorities of  a written  application,  stating  that  the 
patient  needs  medical  or  surgical  attention  and  that 
he  is  unable  to  pay  for  professional  services.  The 
application  shall  also  state  whether  or  not  the  pa- 
tient is  able  to  pay  for  board  and  nursing  while  in 
the  hospital.  The  application  must  be  signed  by  a 
physician  legally  qualified  to  practice  in  the  county 
in  which  the  patient  resides,  and  by  either  County 
Attorney,  County  Judge  or  one  member  of  the  Board 
of  County  Supervisors.  Emergency  cases  requiring 
immediate  attention  will  be  admitted  regardless  of 
financial  status  or  application  and  charged  private 
patient  rates  if  able  to  pay  for  professional  services. 

(3)  The  Hospital  authorities  reserve  the  right  to 
determine  the  financial  status  of  any  patient  and  fix 
the  rate  per  day  for  board  and  nursing.  A patient 
who  Is  found  to  have  entered  under  false  representa- 
tion of  financial  status  will  either  be  discharged  im- 
mediately or  charged  private  rates  if  treatment  has 
been  begun  which  cannot  be  Interrupted. 

(4)  No  member  of  the  Hospital  Staff  shall  receive 
compensation  for  professional  services  from  any  hos- 
pital patient,  unless  specially  authorized  by  the  Super- 
intendent. 

(5)  The  admission  of  patients  to  the  Hospital  will 
necessarily  be  limited  to  the  number  of  unoccupied 
beds  on  the  service  to  be  entered.  Eligible  patients 
will  be  admitted  insofar  as  possible  according  to  coun- 
ty quota.  Special  consideration  will  be  given  to  ap- 
plications from  out-state  counties  where  hospital  fa- 
cilities are  lacking.  The  fact  that  a county  quota 
has  not  been  filled  will  not  permit  the  admission  of 
ineligible  patients.  If  admission  is  desired  by  a pa- 
tient from  a district  which  already  has  used  its  full 
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quota,  admission,  may  be  granted  by  the  hospital  au- 
thorities only  when  in  their  judgment  exceptional  con- 
ditions so  warrant. 

(6)  The  following  diseases  will  not  be  treated  at 
the  Hospital:  Acute  contagious  diseases,  pulmonary 
tuberculosis,  epilepsy  and  leprosy. 

(7)  The  hospital  authorities  are  empowered  to  re- 
fuse admission  to  such  chronic  cases  as  cannot  in 
their  judgment  be  benefited  by  hospital  treatment. 


funds  to  enable  them  to  reach  the  hospital  and  to 
provide  for  their  return  home. 

(10)  Patients  shall  be  dismissed  whenever  fn  the 
judgment  of  the  attending  hospital  physician  it  is  not 
essential  to  their  welfare  that  they  remain  in  the 
hospital. 

(11)  In  the  event  of  the  death  of  a patient  and  in 
case  the  diagnosis  is  not  positive,  the  hospital  au- 
thorities are  empowered  to  order  such  post-mortem 
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Fig.  2.  Ground  Plan  of  Medical  College  Campus. 


This  power  also  applies  to  oases  requiring  institution- 
al treatment  and  to  such  diseases  as  the  hospital 
authorities  may  see  fit  in  the  best  interests  of  the 
College  of  Medicine  and  the  public  to  exclude. 

(8)  Physicians  desiring  to  secure  admission  or  pa- 
tients to  the  Hospital,  should  communicate  by  letter 
or  telephone  with  the  admitting  pnyslclan  and  secure 
approval  of  the  application  for  admission  before  send- 
ing patient  to  the  hospital.  Failure  to  observe  this 
rule  will  necessitate  return  of  the  patient,  unless  the 
condition  is  critical. 

(9)  Patients  must  be  accompanied  by  sufficient 


examination  as  may  be  necessary  to  determine  the 
cause  of  death  for  death  certificate  purposes. 

GROUNDS  AND  BUILDINGS 
The  grounds  and  buildings  of  the  Medical 
College  and  Hospital  have  been  excellently  plan- 
ned by  Dr.  Irving  S.  Cutter,  former  Dean,  and 
John  Latenser  and  Sons,  architects  of  Omaha. 
The  entrance  to  the  grounds  is  one  of  the  beau- 
ty spots  of  Omaha,  and  the  buildings  present  an 
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impressive  harmony  of  arrangement  and  archi- 
tecture. The  buildings  now  on  the  Medical  Col- 
lege campus  are  the  North  and  South  Laboratory 
buildings,  the  two  units  of  the  University  Hos- 
pital, the  Nurses’  Home,  a Nurses’  Dormitory, 
the  power  plant,  greenhouse  and  carpenter  shop. 
Future  expansion  of  the  hospital  is  planned  in 
serial  unit  additions  westward  with  added  nurses’ 
homes  along  the  south  side  and  laboratory  build- 
ings along  the  north  side,  a recreational  park 
for  ambulant  patients  and  an  athletic  field  for 
students  west  of  the  hospital. 

The  University  also  owns  a considerable 


and  the  County  Poor  Farm,  and  plans  are  drawn 
for  the  development  of  a modern  County  Hos- 
pital at  its  present  site.  The  centering  of  many 
medical  activities  about  the  State  Medical  College 
is  a logical  procedure,  and  future  growth  is  more 
likely  to  be  underestimated  than  overestimated. 

The  University  Hospital,  with  the  second  unit 
completed  this  year,  has  a capacity  of  250  beds, 
arranged  on  a sixteen  bed  ward  plan  in  north 
and  south  wings,  with  central  service  and  quiet 
rooms  and  a connecting  corridor  on  all  floors  be- 
tween units.  The  ground  floor  contains  the  ad- 
mitting department,  kitchen,  dining  rooms,  clin- 


amount  of  land  bordering  the  Medical  College 
Campus,  this  being  planned  for  adjoining  private 
hospitals  which  will  be  affiliated  with  the  Uni- 
versity Hospital.  The  Clarkson  Memorial  Hos- 
pital is  planning  to  build  across  the  street  at  For- 
ty-second and  Dewey  Avenue ; the  Child  Saving 
Institute  is  located  at  Forty-second  and  Emilie 
Streets  and  a new  children’s  hospital  is  being 
considered  at  Forty-fourth  and  Dewey  Avenue 
overlooking  the  recreational  park.  The  Doug- 
lass County  Hospital  is  but  seven  blocks  to 
the  south  on  Forty-second  Street,  easily  acces- 
sible from  the  Medical  College  Campus.  Recent 
action  by  the  Board  of  County  Commissioners 
has  begun  the  separation  of  the  Count v Hospital 


ical  pathology  laboratories,  necropsy  amphithea- 
ter, purchasing  and  supply  department,  store 
rooms,  library  stack  room,  linen  and  sewing 
rooms  and  the  department  of  roentgenology  and 
physical  therapy.  The  first  or  main  floor  con- 
tains the  College  and  Hospital  offices,  three  medi- 
cal wards  with  adjoining  isolation  rooms,  diet 
kitchens,  laboratories,  work  rooms,  etc.,  the  li- 
brary reading  room,  the  medical  amphitheater  and 
the  hospital  record  room.  Each  floor  has,  on  the 
connecting  corridor  between  units,  a spacious 
solarium,  with  south  exposure,  and  each  ward 
a sun  porch.  The  second  floor  contains  the  resi- 
dent physicians’  quarters,  four  surgical  wards  and 
a photographic  room  The  third  floor  contains 
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the  internes’  quarters,  two  wards  for  obstetrics 
and  gynecology,  a children’s  ward  and  a psycho- 
pathic ward.  On  the  fourth  floor  are  situated 
the  surgical  amphitheater  and  operating  rooms, 
a children’s  orthopedic  ward  and  a psychopathic 
ward. 

There  are  several  special  features  worth  not- 
ing. The  admitting  department  at  the  ground 
floor  entrance  consists  of  a waiting  room,  admit- 
ting office  and  completely  equipped  examining 
room  with  the  admitting  physician  in  charge.  All 
patients  must  enter  the  hospital  through  this  de- 
partment, and  are  referred  to  the  proper  service 
with  a brief  case  record  and  diagnosis.  Accident 
cases  and  minor  surgery  are  cared  for  in  this  de- 
partment, and  the  hospital  follow  up  clinics  and 
records  maintained.  The  clinical  pathology  de- 
partment is  ideally  situated  in  the  north  wing  of 
the  first  hospital  unit,  adjacent  to  the  necropsy 
amphitheatre.  The  purchasing  and  supply  de- 
partment on  the  ground  floor  is  ideally  located  in 
central  space  with  an  extensive  storage  basement 
under  the  second  unit.  All  purchases  are  made 
by  competitive  bids  and  a perpetual  inventory 
maintained  of  all  supplies  received.  The  depart- 
ment of  roentgenology  and  physical  therapy  oc- 
cupies the  south  wing  of  the  second  unit  of  the 
hospital  and  is  fully  equipped  to  do  all  work  in 
this  field.  The  medical  library  occupies  the  first 
and  ground  floors  in  the  north  wing  of  the  new 
hospital  unit,  consisting  of  a reading  room,  seat- 
ing 125  students,  and  a stack  room  with  space 
for  eighty  thousand  volumes.  The  library  now 
has  forty  thousand  volumes  and  is  one  of  the 
best  in  the  country.  A subscription  list  of  256 
journals  is  maintained.  Two  children’s  wards 
in  the  south  wing  of  the  new  unit,  third  and 
fourth  floors,  are  specially  divided  for  isolation 
of  infants  and  infectious  cases.  The  two  psycho- 
pathic wards  in  the  north  wing  of  the  new  unit, 
third  and  fourth  floors,  are  divided  into  nine 
single  rooms,  five  of  which  are  sound  insulated, 
and  two  three-bed  wards  for  observation  and  re- 
covery. An  occupational  therapy  room  and  hy- 
drotherapy facilities  are  provided.  This  limited 
provision  of  the  University  Hospital  for  the  care 
<>f  curable  psychopathic  patients  partially  meets 
a great  state  need.  The  State  Hospital  for  the 
Insane  at  Lincoln  is  overcrowded  and  many  cur- 
able patients  do  not  need  to  be  committed  to  this 
institution.  Colorado,  Iowa,  and  other  states, 
have  established  such  psychopathic  hospitals  in 
connection  with  their  State  Medical  Colleges  and 
when  the  value  of  these  two  wards  of  the  Uni- 
versity Hospital  is  demonstrated,  Nebraska  also 
probably  will  make  such  provision.  The  out- 
patient department  is  intimately  connected  with 


the  hospital,  located  in  the  first  two  floors  of  the 
South  Laboratory  Building  on  the  Medical  Col- 
lege Campus.  35,000  visits  were  made  by  5,533 
dispensary  patients  last  year.  This  furnishes  an 
excellent  teaching  clinic  for  senior  medical  stu- 
dents, and  permits  selection  of  instructive  rases 
for  hospital  admission. 

INTERNSHIP 

The  internship  in  the  University  Hospital  is  a 
rotating  eighteen  months  service,  a new  intern 
beginning  duty  every  two  months  throughout  the 
year.  ■ The  services  advance  as  follows: 
(1)  Pathology — two  months,  responsible  for  all 
special  laboratory  tests,  surgical  tissue  examina- 
tion, dressing  of  infected  wounds,  and  assistant 
at  necropsies;  (2)  Drug  Room  and  Anesthetics — 
two  months,  maintenance  of  drug  stock,  for  hos- 
pital orders  and  over  one  thousand  prescriptions 
per  month  for  outpatients  department,  is  first  as- 
sistant on  anesthetics;  (3)  Rocntgenologv  and 
Physical  Therapy — two  months,  full  time  work 
in  this  department,  and  responsible  for  emergen- 
cy work  outside  of  regular  hours  ; (4-5)  Medicine 
— four  months,  including  neurology  and  derma- 
tology; (6-7)  Surgery . — four  months,  including 
orthopedic  surgery,  urology,  fractures,  neuro- 
surgery; (8)  Pediatrics — two  months,  including 
oto-rhino-larvngology  and  ophthalmology,  as- 
sistant pediatrician  to  Child  Saving  Institute; 
(9)  House  Physician — two  months,  obstetrics  and 
gynecology,  admitting  physician  in  the  receiving 
department.  This  internship  is  not  excelled  any- 
where in  the  country  in  the  general  training  giv- 
en and  opportunities  offered  by  a service  in  a 
teaching  hospital. 

ADMISSION  OK  PATIENTS 

Patients  are  admitted  to  the  University  Hos- 
pital from  all  counties  of  the  state  on  the  basis 
of  county  population  quota  insofar  as  is  possible 
This  does  not  mean  that  any  county  can  force 
the  admission  of  incurable  or  institutional  cases 
into  the  hospital  because  its  county  quota  has  not 
been  used.  Such  patients  are  ineligible  and  have 
to  be  sent  home  at  considerable  unnecessary  ex- 
pense if  they  are  admitted.  The  University  Hos- 
pital must  serve  first  the  purpose  for  which  it 
was  established  and  is  maintained, — that  of  medi- 
cal teaching,  and  patients,  who  remain  a long 
time  and  cannot  be  benefited  or  required  only 
bed  care,  not  only  are  of  no  value  for  teaching 
but  fill  beds  which  might  be  used  by  patients 
who  could  be  benefited.  Certain  hospital  services, 
as  the  acute  illnesses,  infectious  diseases,  ob- 
stetrics, accidents,  and  minor  surgery,  all  ex- 
tremely valuable  and  necessary  in  medical  teach- 
ing. can  be  maintained  only  by  admitting  patients 
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from  nearby  counties  in  excess  of  their  quotas. 
The  reason  the  College  of  Medicine  was  located 
in  Omaha  was  to  provide  such  clinical  facilities 
for  teaching,  and  fully  justifies  a disproportion- 
ate service  to  Douglas  County  patients.  How- 
ever, a stricter  requirement  is  maintained  that 
Douglas  County  patients  pay  the  cost  of  board 
and  nursing  while  in  the  hospital.  Exceptions 
to  this  rule  are  made  only  when  it  is  desired  to 
admit  an  instructive  teaching  case  or  when  the 
University  Hospital  is  able  to  render  a hospital 
service  badlv  needed  and  not  available  elsewhere. 
The  hospital  is  very  desirous  of  rendering  service 
to  outstate  counties  and  patients  will  be  admitted 
promptly  without  question  unless  they  are  quite 
evident  senile  institutional  patients.  The  hospital 
is  glad  to  admit  even  those  if  there  is  any  ques- 
tion concerning  diagnosis  or  treatment  which  a 
thorough  studv  might  clear  up. 

With  the  second  unit  in  operation,  there  should 
be  no  cause  for  delay  on  account  of  lack  of  beds, 
which  has  been  a handicap  during  the  past  few 
vears.  It  is  not  necessary  to  send  patients  to  the 
hospital  without  notice  in  order  to  get  them  ad- 
mitted. if  thev  are  eligible.  It  is  hoped  that  out- 
state physicians  and  county  officials  will  appreci- 
ate the  problems  of  maintenance  of  a teaching 


hospital,  and  will  recommend  only  those  patients 
who  can  be  benefited,  or  patients  who  present  a 
problem  in  diagnosis  and  treatment.  . The  Uni- 
versity Hospital  cannot  relieve  the  counties  of 
the  care  of  their  aged  and  infirm  who  require 
institutional  care  rather  than  hospital  care. 

The  cost  of  maintaining  patients  in  the  Uni- 
versity Hospital  is  between  three  and  four  dol- 
lars per  day,  depending  upon  the  separation  of 
medical  college  expense  from  hospital  mainten- 
ance. Patients  who  receive  this  excellent  service 
of  the  University  Hospital,  which  includes  de- 
tailed case  study  superior  to  most  private  hos- 
pitals, with  consultation  and  treatment  by  the 
foremost  physicians  of  Omaha,  are  expected  to 
pay  at  least  the  cost  of  board  and  nursing  which 
is  three  dollars  per  day.  This  applies  to  all  pa- 
tients who  are  not  established  county  charges. 
Patients  should  not  be  told  that  any  rate  less 
than  three  dollars  per  day  will  be  charged,  but,  if 
honestly  unable  to  pay  this  much  with  time  al- 
lowance, should  be  told  that  the  hospital  authori- 
ties will  adjust  this  fairly  with  them.  Pauperism 
is  encouraged  by  the  idea  of  free  care,  and  the 
patient’s  morale  is  improved  by  his  recognition 
of  an  obligation  and  a service  at  least  partially 
paid  for. 
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PRESIDENT’S  PAGE 


C.  A.  MCWHORTER,  M.D. 

President,  1988-89  Nebraska  Medical  Association 


At  the  time  of  the  Annual  Session  at  the 
Marriott  Hotel  in  Omaha  on  April  30th,  I 
talked  about  the  “The  Perilous  Road  Ahead”. 
A copy  of  that  address  was  in  your  last  Journal. 
If  we  are  looking  for  any  encouragement  and 
optimism  in  turning  any  of  these  problems 
around  I would  like  to  tell  you  that  is  a very 
difficult  thing  to  do.  Let  me  give  you  the 
example  of  what  is  happening  with  national 
health  service  in  Great  Britain. 

According  to  the  Wall  Street  Journal,  of 
February,  1988  in  a lead  article  on  the  front 
page  there  was  a lengthy  discussion  of  the 
British  Health  Service  System.  This  tax 
financed  system  of  socialized  medicine,  once 
the  envy  of  the  world  for  its  relatively  low  cost 
and  universal  free  care,  is  now  on  the  brink  of 
chaos.  Let  me  quote  from  this  article,  “wards 
are  closing  for  lack  of  cash  or  nursing  staff, 
doctors  are  complaining  of  run  down  facilities 
and  equipment  shortages,  newspaper  headlines 
are  shouting  about  delayed  surgery  for  des- 
perately ill  individuals,  and  a long  waiting  list 
awaits  many  other.” 

At  this  time,  the  Prime  Minister  is  launching 
a sweeping  review  of  the  national  health 
service  and  is  going  to  attempt  to  relieve  the 
budget  pressure  by  greatly  increasing  the 
private  sector’s  health  care  capacity  to  pay  and 
care  for  the  sick.  The  Prime  Minister  wants  to 
quintuple  the  private  health  care  role  in  the 
British  economy.  She  wants  to  end  the  national 
service  principle  of  free  health  care  for  all. 

The  people  in  Britain  in  general  view  this 
health  service  as  the  most  successful  program 
of  the  post  war  welfare  state.  It’s  a national 
institution  treasured  next  to  the  Queen.  It  is 
predicted  that  there  will  likely  be  a national 
strike  before  any  of  this  attempt  to  make 
changes  in  the  national  health  service  is 


C.  A.  McWhorter,  M.D. 


accomplished.  It  is  believed  that  the  budget  to 
carry  on  the  National  Health  Service  is  far 
short  of  that  which  will  be  necessary.  During  the 
past  forty  years,  because  it  has  been  kept  at  a 
low  cost,  there  has  been  little  increase  in 
health  care  facilities,  the  health  care  hospitals 
or  an  updating  of  much  of  the  equipment.  All 
of  these  are  now  in  dire  straights  because  there 
simply  has  not  been  budgeted  money  for  their 
replacement  as  they  wear  out  or  need  replace- 
ment by  more  sophisticated  modern  buildings 
and  equipment. 

The  National  Health  Service  in  Great 
Britain  is  Europe’s  biggest  employer  with 
about  one  million  people  on  its  payroll, 
therefore,  it  has  tremendous  political  “moxey”. 
These  employees  are  the  ones  who  are 
threatening  to  strike  if  their  working  conditions 
are  not  improved  and  if  free  health  care  for  all 
is  abandoned  for  some. 

There  is  no  question  that  the  British  Prime 
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Minister  will  have  a very  difficult  time  in 
finding  any  solution  to  the  chaos  which  has 
been  brought  in  this  socialized  medicine 
National  Health  Service.  Indeed,  the  opposition 
party  is  looking  forward  to  this  attempt  on  her 
part  as  an  invitation  to  muster  enough  force  for 
a change  in  control  of  the  goverment  in  Great 
Britian. 

Once  people  become  used  to  some  system 
and  know  nothing  different  they  seem  to  be 
contented  with  the  service  as  it  exists  with  all 
of  the  possible  defects  such  as  those  which 


have  been  outlined  for  this  National  Health 
Service  in  Great  Britain.  They  do  not  seem  to 
care  about  the  rationing  of  health  care  or  the 
long  delays  and  the  impersonal  quality  of  the 
health  care  in  this  program. 

This  example  illustrates  for  you  how  difficult 
it  is  going  to  be  for  us  in  the  United  States  to 
try  to  undo  any  of  the  bad  features  of  Medicare 
or  any  of  the  other  proposals  now  in  operation 
by  government,  insurance  or  big  business  in 
this  nation. 
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THE  AUXILIARY 


Awards  Committee  Presentations  - 1988 


i 

Each  year  since  1965  for  Auxilian  of  the 
Year  (formerly  Woman  of  the  Year)  and  1969 
for  the  Merit  Award,  we  select  individual 
auxiliary  members  to  honor.  These  auxilians 
are  selected  from  names  submitted  to  the 
Awards  Committee  by  County  Presidents, 
District  Councilors,  and  the  Members  at  Large 
Chairman;  the  Awards  Committee  is  appointed 
by  the  Auxiliary  President.  Presentation  of  the 
awards  was  done  at  the  Auxiliary’s  Awards 
Brunch  April  30th,  during  the  120th  Annual 
Session  held  in  Omaha. 


This  year’s  recipient  of  the  Merit  Award, 
given  to  an  individual  member  who  has  given 
time  and  service  to  her  auxiliary,  was  Coleen 
Adam  (Mrs.  George)  of  Hastings.  Colleen  has 
been  an  active  auxiliary  member  for  several 
years.  She  has  served  in  the  Adams  County 
Medical  Auxiliary  in  all  offices  and  as  President 
in  1982-83,  was  Chairman  of  their  Progressive 
Dinner,  Chairman  and  originator  of  Table  Talk 
as  a major  fund  raiser  for  AMA-ERF,  also 
NMF,  Courtesy,  Membership,  and  Legislative 
Chairman,  plus  serving  on  many  other  commit- 
tees. She  has  helped  set  up  workshops  on 
mamography,  stress,  positive  self-image,  drug 
and  alcohol,  and  helped  with  a recent  seminar 
on  drug  and  alcohol  resources  in  Hastings.  As 
her  auxiliary  states  “We  appreciate  her  years 
of  support  and  hard  work  as  a loyal  member  as 
well  as  her  many  years  of  leadership.” 

Colleen  has  served  on  the  State  level  as  2nd 
and  1st  Vice-President,  President  Elect,  and 
President  1987-88;  as  Nebraska  Medical 
Foundation  and  Membership  Chairman,  Proj- 
ect Bank  Co-Ordinator,  on  the  commission  of 
Association  Affairs,  and  the  Ad-Hoc  Committee 
on  Maternal  & Child  Health.  She  attended 
National  Conferences  on  Aids,  Drug  and 
Alcohol  and  arranged  a program  on  Adolescent 
Health  at  a conference  held  in  Des  Moines, 
sponsored  by  the  Iowa  Medical  Society  Auxiliary 
in  cooperation  with  Kansas,  Missouri,  and 


Nebraska  Auxiliaries;  implemented  as  a State 
Project  Medi-File  for  1987-88.  As  another 
auxilian  states  “She  has  used  her  opportunities 
for  learning  at  State  and  National  meetings  to 
benefit  all  levels  of  the  Auxiliary  and  utilized 
ideas  submitted  by  local  auxiliaries  to  benefit 
State  and  National.”  Colleen  will  serve  on  the 
National  Membership  committee  in  1988-89 
for  the  American  Medical  Association  Auxiliary 

Her  community  activities  include  YMCA, 
YWCA,  fund  raiser  for  ETV,  Civic  Symphony, 
and  the  United  Way.  This  mother  of  two  sons 
is  an  active  member  of  First  Presbyterian 
Church  and  has  taught  Bible  and  Sunday 
School.  She  serves  on  local  and  State  drug  and 
alcohol  commissions,  is  Team  Advisor  for 
STOP  at  Longfellow  School,  and  recently 
received  a national  appointment  to  the  Pres- 
ident’s Council  on  Drug  Awareness.  In  her 
spare  time  she  enjoys  tennis,  reading,  and 
cooking. 

The  recipient  of  the  Auxilian  of  the  Year 
Award,  given  to  honor  an  individual  who  has 
been  an  active  auxiliary  member  and  who  has 
also  made  many  contributions  of  service  to  her 
community,  was  Beverly  Kruger  (Mrs.  Robert) 
of  Omaha.  Bev  has  served  her  local  auxiliary, 
Metropolitan  Omaha  Medical  Society  Auxiliary, 
as  1st  Vice-President,  President  Elect,  Presi- 
dent, Director,  Finance  and  Legislative  Chair- 
man, Parlimentarian,  Convention  Committee 
Advisor,  Key  Contact  for  Legislation  plus 
serving  on  many  other  committees,  projects, 
and  fund  raisers. 

She  has  been  active  in  the  State  Auxiliary  as 
2nd  & 1st  Vice-President,  President  Elect,  and 
President  1986-87;  as  a District  Councilor, 
Advisor,  Membership  Chairman  and  on  the 
Commissions  of  Legislation  & Governmental 
Affairs  and  Scientific  Sesions.  She  has  served 
nationally  on  the  Long  Range  Planning  Com- 
mittee and  will  be  Chairman  of  this  committee 
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for  the  American  Medical  Association  Auxiliary 
in  1988-89. 

Bev  has  served  her  community  in  the  same 
way  she  does  all  things,  quietly,  effeciently, 
and  effectively,  not  necessarily  seeking  leader- 
ship but  being  put  in  that  position  because  of 
her  abilities  and  manner  in  which  she  shares 
these  attributes.  She  worked  for  many  years 
with  the  Cub  Scouts  and  Boy  Scouts  and  was 
honored  by  being  given  a Special  Service 
Award  from  the  Boy  Scouts  Mid-American 
Council  for  all  her  work.  All  three  of  her  sons 
are  Eagle  Scouts.  She  has  been  a volunteer  at 
Methodist  Hospital  and  served  on  Friends 
of  Children's  Hospital  Board  as  Treasurer, 
President  and  representative  to  Children’s 
Board  of  Trustees.  She  is  a member  of  the 
Hattie  B.  Monroe  Board,  Benefit  Committee 
for  Children's  Hospital  Rainbow  House,  Bazaar 


Treasurer,  and  has  over  2000  hours  of  in 
hospital  volunteer  time  that  does  not  count 
time  spent  on  Boards.  Bev  is  also  Executive 
Board  Member  of  Town  Hall  and  Freedom 
Foundation  where  it  is  said  she  always  gives 
extra  help.  She  has  worked  in  several  political 
campaigns,  in  office  work  as  well  as  door  to 
door.  As  is  said  of  her  by  her  community  and 
friends,  “She  is  terrific,  caring,  and  kind, 
always  ready  to  help  any  time  she  is  called.” 
This  mother  of  three  sons  is  also  an  active 
member  of  the  First  Methodist  Church  and  its 
women’s  group;  in  her  spare  time  she  is  fond  of 
gardening,  cooking,  walking,  and  bowling. 

Awards  Committee 
Sally  Becker,  Norfolk 
Dorothy  Shaffer,  Lincoln 
Wanda  Shopp,  Imperial 
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NEW  MEMBERS 


George  L.  Welch,  M.D.  (reinstated) 
Box  1008 

Hastings,  NE  68901 

Howard  S.  Cash,  M.D. 

130  N.  6th 

Loup  City,  NE  68853 

Duane  G.  Koenig,  M.D.  (reinstated) 
1123  N.  10th 
Beatrice,  NE  68310 

W.  G.  Wiedman,  M.D.  (reinstated) 
2221  S.  17th,  #101 
Lincoln,  NE  68502 

Manju  L.  Patney,  M.D. 

404  B Mission  Ave. 

Bellevue,  NE  68005 

Hitenda  Ghosh,  M.D. 

105  N.  31st  Ave.,  #102 
Omaha,  NE  68131 

David  A.  Danford,  M.D. 

Dept,  of  Pediatrics 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Rodney  S.  Markin,  M.D. 

Dept,  of  Pathology 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 


William  W.  West,  M.D. 
Dept,  of  Pathology 
UNMC  - 42  & Dewey 
Omaha,  NE  68105 

Kent  H.  Siemers,  M.D. 

410  S.  Saddle  Creek  Rd. 
Omaha,  NE  68131 

Terry  M.  Himes,  D.O. 

4009  Avenue  B 
Scottsbluff,  NE  69361 

Ann  M.  Taylor,  M.D. 

2566  St.  Mary’s  Ave. 
Omaha,  NE  68105 

Samuel  H.  Mehr,  M.D. 
13918  Gold  Circle 
Omaha,  NE  68144 

Lonny  J.  Legino,  M.D. 

410  S.  Saddle  Creek  Rd. 
Omaha,  NE  68131 

James  R.  McConnell,  M.D. 
Dept,  of  Radiology 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Thomas  R.  Estes,  M.D. 

601  N.  30th,  #3740 
Omaha,  NE  68131 
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COMING  MEETINGS 


NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

INTERNATIONAL  SYMPOSIUM  ON  IN- 
FLAMMATORY HEART  DISEASE  — 
July  27-31.  1988,  Snowmass,  Colorado 

The  “International  Symposium  on  In- 
flammatory Heart  Disease:  A Multi- 

disciplinary Approach  to  Myocarditis  and 
Heart  Allograft  Rejection”  will  convene  in 
Snowmass,  Colorado  on  July  27,  1988 
through  July  31,  1988.  Hosted  by  the 
University  of  Nebraska  Medical  Center,  the 
international  program  faculty  of  cardiovascular 
physicians  and  scientists  and  abstract  pre- 
senters will  address  pivotal  issues  in  the 
etiology,  clinical  presentation,  immuno- 
pathogenesis,  therapy  and  biological  impact  of 
major  categories  of  inflammatory  heart  dis- 
ease. Discussions  will  focus  on  both  human 
and  animal  model  experience  with  heart 
allograft  rejection  and  idiopathic  inflammatory 
heart  disease,  as  well  as  infectious,  toxic  and 
allergic  forms  of  inflammatory  myocardial 
injury. 

The  Registration  Fee  of  $300  includes  the 
scientific  sessions,  course  syllabus,  continental 
breakfasts,  breaks,  lunches,  western  cookout 
and  rodeo  and  semi-formal  reception  and 
banquet.  The  program  is  approved  for  3 1 V2 
hours  of  AM  A Category  I credit.  AB- 
STRACTS FOR  POSTERS  AND  EXHIBITS 
ARE  BEING  ACCEPTED  NOW! 


CARDIOVASCULAR  DISEASE  PREVEN- 
TION IN  THE  YOUNG  AND  ADULT  — 
July  31-August  3,  1988,  Snowmass,  Colo- 
rado 

EMERGENCY  MEDICINE  REVIEW— Sep- 
tember 19-24,  1988,  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — Oct- 
ober 3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information  contact: 
Marge  Adey  or  Brenda  Ram,  Center  for  Contin- 
uing Education,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105.  Telephone  (402)  559-4152. 


UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

SUDDEN  INFANT  DEATH  SYNDROME 
(S.I.D.S.)  TO  MONITOR  OR  NOT  - June 
6,  1988,  Marriott  Hotel,  Omaha,  Nebraska 
(sponsored  by  UNMC  & Childrens  Hospital). 

7.0  Hours  AMA  Category  I.  7.5  contact  hours 
Nursing  Credit  6.0  contact  hours  for  EMT’s. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
August  4-5,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — 
October  27-28,  1988,  Omaha,  Nebraska. 

17.0  Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

For  further  information,  contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical  Center, 
Center  for  Continuing  Education,  42nd  & 
Dewey  Avenue,  Omaha,  Nebraska  68105-1065. 
Phone  (402)  559-4152.  In  Nebraska,  call:  800- 
228-1095.  All  other  states,  call:  800-228-9630. 
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UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION  — 

JOHN  S.  LATTA  CENTENNIAL  LECTURE- 
SHIP — September  1 and  2, 1988,  UN  Medical 
Center,  Omaha,  Nebr.  Speaker — Kathleen 
K.  Sulik,  Ph.D.,  Associate  Professor  of 
Anatomy,  University  of  North  Carolina, 
Chapel  Hill.  Thursday,  September  1,  12 
noon — Latta  Lecture:  “Through  Scanning 
Electron  Microscopy — A View  of  Our  Begin- 
nings”— Wittson  Hall  Amphitheater,  UNMC. 
Friday,  September  2,  12  noon — Medical 
Grand  Rounds:  “Animal  Models  of  Abnormal 
Craniofacial  Morphogenesis” — Bishop  Clark- 
son Hospital,  Storz  Pavilion,  Omaha,  Nebr. 
Everyone  invited. 

ALUMNI  ROUNDUP  AND  RECEPTION  IN 
OMAHA  — Friday,  November  4,  1988, 
6:00-7:30  p.m.,  The  Omaha  Club,  2002 
Douglas  Street;  in  conjunction  with  the 
Omaha’s  Mid-West  Clinical  Society  Post- 
graduate Assembly.  Hors  D’oeuvres  and 
Cash  Bar.  All  alumni,  spouses,  faculty, 
students,  and  friends  are  cordially  invited. 
Class  reunions  will  be  held  in  Omaha  in  early 
November  for  classes  ending  in  “3”  and  “8”. 


CREIGHTON  UNIVERSITY 

2ND  ANNUAL  ECHO/DOPPLER  COURSE 
— July  22-23,  1988,  Creighton  Health 
Professions  Center,  Omaha.  Program  Director: 
Syed  M.  Mohiuddin,  M.D. 

RENAL  VASCULAR  CONCERNS  & PHAR- 
MACOLOGIC APPROACHES  — July  28, 
1988,  Ak-Sar-Ben  Coliseum,  Omaha.  Program 
Director:  Michael  D.  Hammeke,  M.D.  Hours: 
3.5  Category  1 Fee:  None  ($7.50  for  CME 
credit) 

FAMILY  MEDICINE  UPDATE  — Sept.  3-4, 
1988,  Okoboji,  IA. 

TEACHING  SKILLS  FOR  PHYSICIAN 
EDUCATORS  — September  11-13,  1988, 
Creighton  University  Student  Center,  Omaha. 
Jointly  sponsored  by  Creighton  University 
School  of  Medicine  and  University  of 


Nebraska  Medical  Center  Departments  of 
Family  Practice.  Hours:  11  Category  1 Fee: 
$125.00 

MEDICINE  UPDATE  — September  17-18, 
1988,  Creighton  University  Student  Center, 
Omaha.  Jointly  sponsored  by  Creighton 

MEDICINE  UPDATE  — September  17-18, 
1988,  The  Inn  at  Jackson  Hole,  Teton  Village, 
Wyoming.  Program  Director:  William  L. 
Pancoe,  Ph.D.  Hours:  10  Category  1 Fee: 
$100.00  if  postmarked  by  August  1,  other- 
wise $135.00 

CLINICAL  ISSUES  IN  MANAGEMENT  OF 
BREAST  CANCER  — September  23, 
1988,  Red  Lion  Inn,  Omaha.  Program 
Director:  Bruce  M.  Boman,  M.D.,  Ph.D. 
Hours:  6 Category  1,  Fee:  $95.00  physician; 
$40.00  nurse,  social  worker 

CONTROVERSIES  AND  CLINICAL  MAN- 
AGEMENT IN  HIGH  RISK  OBSTETRICS 
— October  13-15,  1988,  The  Four  Seasons 
Hotel,  Vancouver,  B.C.  Program  Directors: 
Washington  C.  Hill,  M.D.,  Creighton  Univer- 
sity and  Frank  A.  Manning,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics 
and  Gynecology,  University  of  Manitoba 
Faculty  of  Medicine.  Hours:  17  Category  1 
Fee:  $360.00  if  postmarked  by  September 
15,  otherwise  $385.00 

A DAY  WITH  THE  PERINATOLOGISTS  — 
October  21-22,  1988,  Marriott  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  13  Category  1 Fee:  $175.00  if 
postmarked  by  September  1,  otherwise 
$200.00 

NITROUS  OXIDE  - A CLINICAL  APROACH 
FOR  PHYSICIANS  AND  DENTISTS  — 
November  4,  1988,  School  of  Dentistry, 
Creighton  University.  Faculty:  Mel  M. 

Tekavec,  D.D.S.,  MAGD  Hours:  8 Category 
1 Fee:  $125.00 


For  information  or  to  register,  contact  the 
Division  of  CME,  Creighton  University  School 
of  Medicine,  Omaha,  NE  68178  Toll  Fee  800- 
548-2633  or  402-280-4149. 
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VISITING  PROFESSOR  SCHEDULE 
1988 

SEPTEMBER  9-10,  1988  — Ken  Mattox, 
M.D.,  Professor  of  Surgery,  Baylor  College 
of  Medicine,  Houston,  Texas. 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Insti- 
tute for  Nutritional  Research 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

20TH  ANNUAL  RESPIRATORY  CARE 
POSTGRADUATE  SYMPOSIUM  RES- 
PIRATORY EMERGENCIES:  A MULTI- 
DISCIPLINARY APPROACH  — Sept- 
ember 1-2,  1988.  Sponsored  by  University  of 
Kansas  Medical  Center,  Doubletree  Hotel 
Overland  Park,  Kansas.  Fee:  TBA.  AMA  Cat 
1 - TBA,  AAFP  - TBA,  RT  - TBA,  CNE  - 
TBA,  Nurse  Anesthetists  - TBA,  PT  - TBA, 
Pre-Hospital  Care  Personnel  - TBA. 

SECOND  ANNUAL  IMMUNOLOGY,  RHE- 
UMATOLOGY AND  ALLERGY  SYMPO- 
SIUM — September  23,  24,  1988.  Sponsored 
by  University  of  Kansas  Medical  Center.  To 
be  held  at  Westin  Crown  Center,  Kansas 
City,  Missouri.  Fee:  $175.00  Physicians,  $50 
other  health  professionals.  Credit:  AMA  Cat 
1,  11.5,  AAFP  - TBA. 


SECOND  ANNUAL  CENTER  ON  AGING 
POSTGRADUATE  SYMPOSIUM  SKEL- 
ETAL INTEGRITY  IN  THE  ELDERLY  — 
October  13  and  14,  1988.  Sponsored  by  the 
University  of  Kansas  Medical  Center.  Double- 
tree  at  Corporate  Woods,  Overland  Park, 
Kansas.  Fee:  TBA.  Credit:  CNE  - 10  hours, 
AMA  Category  1 - 9.5.  Credit  Hours,  AAFP 
Prescribed  - 9.75  Prescribed  Hours,  PT  - 
TBA,  OT  - TBA. 

For  further  information  contact:  David  S. 
Baldwin,  M.P.A.,  University  of  Kansas  Medical 
Center  Office  of  Continuing  Education,  39th 
and  Rainbow  Blvd,  Kansas  City,  Kansas 
66103,  or  call  (913)  588-4488. 


OMAHA  MID- WEST 
CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
November  3,  4,  and  5,  1988  (Thursday, 
Friday  & Saturday),  The  Red  Lion  Inn, 
Omaha. 


For  futher  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid- West 
Clinical  Society,  7363  Pacific  Street,  #205-B, 
Omaha,  Nebraska  68114. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

ANNUAL  SESSION 
April  28,  29,  30  & May  1,  1988 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

L.  Dwight  Cherry,  M.D.,  Lincoln  - Chairman;  C.  A.  McWhorter,  M.D., 
Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Hiram  R.  Walker,  M.D.,  Kearney; 
Paul  E.  Collicott,  M.D.,  Lincoln;  Richard  A.  Raymond,  M.D.,  O’Neill; 
Donald  J.  Pavelka,  M.D.,  Omaha;  Richard  H.  Meissner,  M.D.,  Omaha;  C.  T. 
Frerichs,  M.D.,  Beatrice;  Harry  W.  McFadden,  M.D.,  Omaha. 

The  Board  presents  the  following  report  to  the  House  of 
Delegates. 

1.  The  Board  received  a letter  of  resignation  from 
Doctor  Alan  Forker  who  was  serving  as  Editor  of  the 
Nebraska  Medical  Journal.  The  Board  subsequently 
forwarded  a letter  of  commendation  to  Doctor  Forker  for 
his  service  during  five  years  as  Editor  of  the  Journal.  The 
Board  selected  Doctor  Ben  Gelber  of  Lincoln  to  serve  as 
Editor  and  he  assumed  this  very  important  role  effective 
with  the  December  issue  of  the  Journal. 

2.  The  House,  during  the  1987  Fall  Session,  recom- 
mended that  the  PRO  Overview  Committee  be  given 
standing  committee  status  and  specified  several  criteria 
that  should  be  included  in  the  Committee’s  scope  of 
function.  An  amendment  to  the  by-laws  was  prepared, 
approved  by  the  Board,  and  will  be  submitted  to  the 
House  of  Delegates  for  final  approval  during  this  Annual 
Session  by  the  Commission  on  Association  Affairs. 

3.  The  subject  of  uncompensated  care  was  considered 
by  the  House  during  the  1987  Fall  Session  and  there  were 
two  actions  taken.  The  first  dealt  with  submission  of  a 
resolution  to  the  AMA  House  of  Delegates  requesting  the 
AMA  update  its  previous  report  on  “Uncompensated 
Medical  Care.”  This  resolution  was  prepared,  submitted 
to,  and  adopted  by  the  AMA  House.  The  second 
recommendation  dealt  with  the  securing  of  statistical 
information  from  the  Nebraska  Department  of  Social 
Services  regarding  Medicaid,  including  total  charges  and 
total  payments.  The  Department  of  Social  Services 
indicated  that  total  physician  charges  for  fiscal  year  1986 
were  $22.3  million  and  total  payments  to  physicians 
amounted  to  $14.2  million.  The  third  amount  of  im- 
portance is  the  dollar  figure  representing  third-party 
recovery  for  physicians’  services  during  the  above  time 
period,  and  that  amount  was  $462,685.  Total  physician 
charges  submitted  to  Medicaid  during  fiscal  year  1987 
were  $31.6  million.  Medicaid  paid  physicians  $20.5 
million  and  received  $701,000  through  third-party  recovery. 

4.  The  House  of  Delegates  asked  the  Board  consider  the 
matter  of  the  three-tiered  rate  being  paid  across  the  state 
for  Medicare  services.  The  House  recommendation  was 
that  the  Board  of  Directors  request  Blue  Cross/Blue 
Shield  of  Iowa  to  undertake  an  impact  study  of  a state- 
wide profile.  Iowa  Blue  Cross/Blue  Shield  was  requested 
to  undertake  such  a study  and  responded  that  they  would 
do  an  impact  study  on  this  issue  following  completion  of 
the  establishment  of  the  prevailing  level  for  1988.  The 
results  of  the  study  did  arrive  and  the  Board  considered 
this  matter  further.  The  Board  decided  to  not  pursue  this 
matter  further  as  only  a small  segment  of  the  member- 
ship could  stand  to  benefit  while  the  majority  might  well 
lose  compensation. 


5.  The  efforts  of  the  Ad-Hoc  Committee  on  Blue 
Cross/Blue  Shield  of  Iowa  Medicare  have  continued  in  the 
area  of  providing  as  much  information  as  possible  to 
members  of  the  Association  regarding  the  Medicare 
program.  The  Committee  was  instrumental  in  developing 
an  informational  program  to  be  presented  by  represen- 
tatives of  Iowa  Blue  Cross/Blue  Shield  during  the  1988 
Annual  Session.  The  final  decision  regarding  the  scope  of 
this  presentation  will  depend  in  part  upon  the  status  of 
HCFA’s  decision  terminating  the  Nebraska  contract. 

6.  The  Board’s  Ad-Hoc  Committee  on  Non-Dues  Income 
continues  its  efforts  to  review  and  produce  various  means 
of  generating  non-dues  income.  The  Association-spon- 
sored Visa  card  is  expanding  in  acceptance  and  use  by 
Association  members,  thus  generating  an  additional 
source  of  non-dues  revenue.  The  Board  encourages 
additional  members  to  secure  a card  and  utilize  it  as 
appropriate.  The  NMA  gains  the  sponsoring  fee,  h 
percent  of  all  charges  on  the  card,  as  is  the  case  with  any 
sponsor  of  a card  such  as  this. 

The  Committee  is  also  continuing  to  monitor  the  AMA’s 
Medical  Payment  System  for  possible  endorsement  at  a 
future  date.  We  anticipate  further  discussion  on  this 
service  during  calendar  year  1988.  In  addition,  the 
Committee  is  exploring  the  possible  endorsement  of  a 
source  of  paper  products  for  office  use,  which  would 
include  bookkeeping  systems,  computer  and  paper  pro- 
ducts. The  Committee  plans  to  continue  its  efforts  in  this 
area  of  activity. 

7.  The  Board  informed  members  and  the  House  of  the 
requirements,  dictated  by  state  law,  that  must  be  met  by 
physicians  who  wish  to  dispense  prescription  drugs.  The 
House  recommended  that  the  Association  reprint  an 
article  which  appeared  in  the  August  1987,  Nebraska 
Medical  Association  Newsletter  calling  attention  to  the 
requirements.  This  was  accomplished.  The  House  also 
recommended  that  the  Board  of  Directors  request  the 
Department  of  Health  send  a notice  of  the  regulations  to 
all  physicians  in  the  state.  The  Department  of  Health  and 
Board  of  Examiners  felt  it  not  economically  feasible  to 
distribute  a notification  regarding  physician  dispensing  to 
all  licensed  physicians  since  there  are  very  few  physicians 
involved  in  the  dispensing  of  prescription  drugs. 

8.  During  the  Fall  Session,  the  House  recommended 
that  physicians  be  encouraged  to  be  well  informed  on  the 
topic  of  AIDS,  particularly  with  respect  to  recent 
scientific  information,  and  directives  from  the  Centers  for 
Communicable  Disease  and  the  AMA.  An  NMA  AIDS 
Task  Force  was  appointed  and  has  been  meeting 
periodically  to  address  this  subject. 

9.  Various  items  regarding  the  PRO/Sunderbruch  pro- 
gram were  addressed  by  the  Board  following  the  1 987  Fall 
Session  of  the  House.  A letter  was  written  to  the  Medical 
Director  of  Sunderbruch  Corporation  - Nebraska  which 
covered  several  of  the  items.  The  first  issue  concerned 
that  of  requesting  that  steps  be  taken  to  ensure  that  PRO 
personnel  actually  and  carefully  examine  all  charts  prior 
to  sending  letters  to  physicians  and  hospital  personnel 
regarding  a specific  case.  It  was  the  Association’s 
contention  that  often  times  information  on  the  chart 
already  explains  questions  raised  by  the  reviewer  and  that 
additional  information  requested  it  just  duplication  of 
information  on  the  chart.  The  letter  further  requested  that 
consideration  be  given  to  retraction  of  letters  that 
contained  false  and  potentially  damaging  accusations.  It 
was  the  Board’s  opinion  that  if  this  letter  was  mandated 
by  HCFA  with  specific  wording,  this  requirement  should 
be  explained  or  indicated  in  the  letter.  The  letter  further 
requested  that  reviewing  physicians  sign  the  denial  letter. 
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The  letter  addressed  the  question  of  whether  reconsidera- 
tion hearings  were  being  held  by  serialized  review  of  the 
charts  in  which  individual  reviewers  independently  con- 
sider a case,  rather  than  a face-to-face  review  by  the 
committee.  The  Board  expressed  its  objection  to  this 
practice.  The  letter  further  encouraged  the  Sunderbruch 
Corporation  to  review  its  procedures  and  develop 
mechanisms  for  out-state,  onsite  review  and  for  local  and 
regional  reconsideration  hearings.  Accompanying  the 
letter  were  two  of  the  resolutions  adopted  including  one 
which  addressed  the  Association’s  thoughts  regarding  the 
quality  level  of  review  as  related  to  supposed  fiscal 
restraints.  A letter  of  response  was  received  from  the 
Sunderbruch  Corporation  which  was  considered  by  the 
Board.  It  was  felt  that  there  might  need  to  be  a meeting 
consisting  of  the  Executive  Committee  of  the  NMA 
Board,  Sunderbruch  representatives,  the  congressional 
delegation,  the  NMA/PRO  Overview  Committee,  and  a 
HCFA  representative  to  address  the  issues  further.  The 
Board  has  such  a meeting  under  consideration. 

10.  The  Board  received  a resolution  which  directed  that 
the  NMA  establish  a written  policy  specifying  that  the 
Association  be  an  advocate  for  NMA  members  and  their 
patients  when  the  PRO  process  compromises  quality  of 
care  or  fails  to  follow  reasonable  due  process.  It  was 
decided  that  the  specifications  included  in  the  proposed 
by-law  amendment  regarding  the  estalishment  of  the  PRO 
Overview  Committee  covered  the  issues  as  presented  in 
the  resolution.  The  amendment  to  the  by-laws  will  be 
presented  by  the  Commission  on  Association  Affairs  for 
consideration  during  this  Annual  Session’s  deliberations 
of  the  House  of  Delegates. 

11.  During  the  1987  Fall  Session  the  House  considered 
two  recommendations  presented  by  the  reference  com- 
mittee considering  the  PRO/Sunderbruch  issue.  The 
reference  committee  recommended  that  the  NMA  not 
dissolve  or  disassociate  itself  from  the  NFMC,  and  also 
recommended  that  the  NMA  Board  of  Directors  appoint 
the  Board  of  Directors  of  the  NFMC.  The  House  directed 
that  it  needed  more  information  on  the  implications  of 
these  recommendations  prior  to  making  a decision  and 
referred  the  matter  to  the  Board  of  Directors  for 
clarification  and  report  back.  The  Board  considered  this 
matter  and  directed  that  the  NFMC  Board  be  requested 
to  meet  and  discuss  the  issues  presented  in  the 
information  referred  by  the  House  of  Delegates.  The 
NFMC  Board  met  and  adopted  a motion  specifying  that 
the  NFMC  remain  involved,  it  become  a functioning  body 
active  in  forming  the  new  PRO  contract,  and  exercise  as 
much  influence  as  circumstances  permit.  The  NMA  Board 
then  met  and  discussed  the  possibility  of  a contract 
between  the  NFMC  Board  and  the  Sunderbruch  Corpora- 
tion, specifically  discussing  what  points  should  be 
included  or  covered  in  the  contract.  As  a basis  from  which 
to  begin  discussion,  the  NMA  Board  developed  a series  of 
items  for  possible  inclusion  in  a contractual  agreement 
which  were  subsequently  presented  to  the  Sunderbruch 
Corporation  for  response.  Following  revision  by  the  NMA 
PRO  Overview  Committee,  the  points  to  be  addressed  by 
the  Sunderbruch  Corporation  were  submitted  to  that 
organization  as  follows: 

Sunderbruch  is  to  be  asked  to  prepare  a written 
proposal  for  consideration  by  the  NMA  Board,  the  NFMC 
Board  and  the  NMA  House  of  Delegates. 

The  NMA  Board  proposes  the  Sunderbruch  agreement 
(contract)  with  NFMC  include  and  address  the  following 
points: 

1.  NFMC  will  provide  the  physician  reviewers. 


2.  NFMC  will  provide  physician  membership  for  all 
committees  and  approve  said  membership. 

3.  Sunderbruch  will  reimburse  the  NFMC  for  all 
operating  costs  connected  with  the  Sunderbruch/ 
NFMC/PRO  function. 

4.  NFMC  will  provide  the  medical  input  to  Sunder- 
bruch in  the  development  of  the  1988-1990  (1991) 
contract  and  the  carrying  out  of  that  contract. 

5.  The  NFMC  will  be  allowed  to  give  final  approval  of 
those  generic  screens  not  dictated  by  HCFA. 

6.  The  NFMC  and  NMA  will  be  provided  hold 
harmless  status. 

7.  The  NFMC  will  be  given  the  authority  to  initiate  and 
give  final  approval  on  all  policy  decisions,  within  the 
scope  of  HCFA’s  requirements. 

An  example  would  be  development  of  a position 
statement  requiring  a physician  reviewer  to  sign 
the  review  form  and  his/her  identity  thus  be  made 
known  to  the  treating  physician. 

8.  Sunderbruch  should  address  the  above  seven  issues 
in  relation  to  the  Sunderbruch/Nebraska  Medicaid 
agreement. 

The  response  from  the  Iowa  Foundation  for  Medical 
Care  was  not  felt  to  be  satisfactory.  This  being  the  case, 
representatives  of  the  Nebraska  Medical  Association  met 
with  representatives  ot  the  bunderbrucn  corporation  and 
the  Iowa  Foundation  for  Medical  Care  to  further  clarify 
the  situation. 

The  meeting  revealed  the  fact  that  the  Iowa  Foundation 
for  Medical  Care  will  once  again  apply  to  HCFA  to 
operate,  through  the  Sunderbruch  Corporation,  the  PRO 
program  in  the  State  of  Nebraska.  Prior  to  submitting  the 
above  eight  points  to  Sunderbruch  for  response,  it  was  our 
understanding  that  Sunderbruch  would  be  applying  for 
the  next  contract  for  Nebraska  PRO  activities.  It  became 
evident  there  was  no  mechanism  by  which  the  Nebraska 
Foundation  for  Medical  Care  could  have  a contractual  or 
formal  relationship  in  the  PRO  process  as  carried  out 
under  the  auspices  of  an  Iowa  Foundation  for  Medical 
Care/HCFA  contract  or  the  Iowa  Foundation  for  Medical 
Care/State  of  Nebraska  Department  of  Social  Services 
contract.  The  Board,  therefore,  recommends  that  the 
House  of  Delegates  approve  the  Board's  action  directing 
the  NMA  remain  the  advocate  of  the  patient  and  the 
physician,  and  that  the  Nebraska  Foundation  for  Medical 
Care  be  shelved  and  not  be  involved  in  the  PRO  program. 

12.  The  Board  received  and  considered  a resolution, 
approved  by  the  House  of  Delegates  at  the  1987  Fall 
Session,  which  recommended  that  the  Association  con- 
sider introducing  legislation  in  the  1988  legislative  session 
that  would  define  pre-admission  review,  concurrent 
review,  and  discharge  review  as  the  practice  of  medicine. 
This  matter  was  referred  to  the  Commission  on  Legislation 
and  Governmental  Affairs  who  subsequently  recommended 
that  this  be  accomplished  by  the  Board  of  Examiners  in 
Medicine  and  Surgery  if  possible.  The  Board  of  Examiners 
indicated  that  this  matter  would  need  to  be  accomplished 
through  legislation  rather  than  by  rule  and  regulation 
because  of  statutory  provisions  under  which  the  Board  of 
Examiners  functions.  The  Commission  on  Legislation  and 
Govenmental  Affairs  considered  the  matter  further  and 
determined  that  the  1988  session  of  the  legislature  would 
not  be  the  desirable  session  for  introduction  of  this 
proposal.  The  1988  session  is  the  short  session  and, 
coupled  with  other  considerations,  it  was  determined  to 
consider  requesting  introduction  of  this  type  of  legislation 
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in  some  future  session  of  the  Legislature.  The  Board 
tabled  this  matter. 

13.  The  Board  received  correspondence  from  Doctor 
Donald  Fischer  indicating  that  he  was  resigning  as  an 
NMA  Councilor  from  the  11th  District  inasmuch  as  he 
was  moving  to  Scottsbluff.  The  Board  selected  Doctor 
Edward  Holyoke  of  Ogallala  to  serve  as  the  acting 
councilor  until  this  Annual  Session.  The  by-laws  specify 
that  an  election  is  to  be  held  by  the  House  at  the  1988 
Annual  Session  for  this  position  which  runs  until  the  1989 
Annual  Session. 

14.  The  Board  considered  a proposal  from  the  Nebraska 
Dietetic  Association,  the  Dairy  Council,  and  the  Nebraska 
Beef  Board  dealing  with  an  educational  effort  regarding 
food.  The  Board  decided  to  approve  serving  as  one  of  the 
sponsors  for  this  public  education  program. 

15.  The  Board  considered  and  nominated  representa- 
tives to  serve  on  the  State  of  Nebraska  Board  of  Health 
and  the  Commission  on  Medical  Qualifications.  The 
Governor  subsequently  appointed  Doctor  Robert  F. 
Shapiro  to  the  Board  of  Health  and  Doctor  Donald  J. 
Pavelka  has  been  appointed  to  the  Committee  on  Medical 
Qualifications. 

16.  The  Board  considered  a request  from  the  Veterans 
Administration  that  the  Association  serve  as  one  of  the 
sponsors  for  a program  on  AIDS  being  developed  by  the 
Cooperative  Health  Education  Program.  This  program 
will  be  held  in  May  at  Clarkson  Hospital  in  Omaha.  The 
NMA  Task  Force  on  AIDS  considered  the  matter  and 
determined  that  the  Association  should  serve  as  one  of 
the  sponsors. 

17.  The  Nebraska  Medical  Association’s  group  health 
and  accident  program  with  Blue  Cross/Blue  Shield  of 
Nebraska  is  reviewed  on  an  annual  basis  by  the  Board.  It 
was  determined  by  the  company  that  an  increase  in  rates 
was  necessary  for  1988  and  subsequently,  following 
review,  the  rate  increase  was  approved.  The  Custom  Flex 
program  premium  increased  by  15.7‘/c,  the  UCR  coverage 
premium  increased  by  14.5'/c,  and  the  dental  coverage 
plan  premium  increased  by  10.9%. 

18.  The  Board  wishes  to  point  out  that  total  membership 
for  1987  was  1,705,  the  highest  number  since  the  1983 
year  end  figure.  Detailed  membership  statistics  will  be 
included  in  the  Board’s  report  to  the  Fall  Session. 

Your  Board  of  Directors  requests  approval  of  the 
matters  presented  in  this  report,  and  stands  ready  to 
receive  items  which  may  be  presented  to  the  Board  by  the 
House  of  Delegates  at  this  Session. 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A. 

As  has  been  true  in  the  past,  PRO  received  attention 
and  was  cause  for  debate  and  rancor  on  the  floor  of  the 
Hose  of  Delegates.  Our  PRO  resolution  was  modified 
slightly  and  was  adopted.  It  was  resolved  that  the 
American  Medical  Association  challenge  both  the  PRO’s 
and  the  Health  Care  Financing  Administration  publicly 
and  politically  to  develop  a program  that  honestly 
promotes  high  quality  and  the  delivery  of  efficient  medical 
care  and  that  the  AMA  take  appropriate  steps  to  assure 
that  the  PRO  statute  as  now  written  and  implemented 
through  HCFA  guidelines  reflect  the  community  standards 
for  high  quality  care.  The  AMA  is  to  call  upon  Congress 
and  HCFA  to  assure  sufficient  funding  for  programs  to 
inform  patients  and  physicians  concerning  the  actions  of 
PRO’s.  Resolutions  were  introduced  by  two  delegations  to 
repeal  PRO.  The  issue  was  debated  hotly.  PRO  was 


branded  a “bad”  law.  Doctor  Finkbeiner  of  New  York, 
Chariman  of  the  Overview  Committee  on  PRO,  reported 
that  he  had  met  and  conferred  with  the  new  director  of 
PRO  and  that  he  was  assured  that  the  inconsistencies  and 
disagreements  stemming  from  the  PRO  program  as  it  now 
funcitons  would  be  corrected.  The  Committee  decided 
that  it  was  inappropriate  for  the  AMA  to  seek  the  repeal 
of  the  PRO  program  at  this  time.  This  was  adopted  by  the 
House.  It  was  stated  that  those  favoring  repeal  of  the 
program  have  not  offered  any  alternative  systems  which 
would  appear  to  satisfy  public  demands  for  a credible 
system  of  reviewing  care  financed  by  Medicare. 

A resolution  was  adopted  seeking  to  eliminate  the 
bounty  system  in  the  Office  of  the  Health  and  Human 
Services  Inspector  General,  which  provides  employees 
with  bonuses  based  on  the  number  of  sanctions  imposed 
and  penalties  recovered  from  physicians  accused  of 
improperly  observing  Medicare  rules.  The  Reference 
Committee  called  for  an  “end  to  this  shocking  and  totally 
unwarranted  incentive  to  increase  the  number  of  IG 
sanctions”.  The  statement  was  made  that  the  existence  of 
this  kind  of  “quota”  system  in  the  office  of  the  Inspector 
General  does  great  harm  to  the  credibility  of  quality- 
oriented  peer  review  under  the  PRO  program. 

A resolution  relating  to  monetary  fines  as  PRO  sanctions 
was  referred  to  the  Board  of  Trustees  for  consideration. 
Another  resolution  recommending  that  all  government 
hospitals  be  subject  to  PRO  review  is  to  be  studied  by  the 
Board  of  Trustees. 

Trends  in  health  care  delivery  systems  were  reviewed. 
A resolution  was  adopted  that  the  American  Medical 
Association  actively  seek  passage  of  Federal  legislation 
which  would  require  Health  Maintenance  Organizations 
to  provide  patients  with  full  disclosure  by  the  individual 
HMO  of  limitations  of  coverage  and  the  professional 
qualifications  of  personnel  providing  service  along  with 
grievance  procedures.  Another  resolution  was  adopted 
requesting  appropriate  compensation  by  an  HMO  for 
bonafide  emergency  care  in  any  facility  where  the  patient 
necessarily  seeks  this  care.  Another  resolution  opposed 
development  of  the  Health  Care  Financing  Administra- 
tion’s proposed  Preferred  Provider  Program.  The  associa- 
tion is  to  monitor  the  development  of  this  proposal  and  to 
react  quickly. 

Our  Nebraska  Delegation  submitted  several  other 
resolutions.  Resolution  12  was  adopted  and  requested 
that  the  American  Medical  Association  support  ap- 
propriate measures  to  the  effect  that  all  physicians 
submitting  Medicare  claims,  whether  they  accept  assign- 
ment or  not,  be  furnished  with  patient’s  explanation  of 
benefits.  Resolution  13  was  modified  and  adopted  to 
request  that  the  American  Medical  Association  oppose 
eforts  by  commercial  carriers  or  the  Federal  government 
which  would  require  physicians  to  predict  reimbursement 
for  services  rendered.  This  concerns  the  calculations 
required  for  a service  in  excess  of  $500.  Nebraska 
Resolution  14  concerning  MAAC  was  adopted.  It  would 
seek  specific  legislation  to  eliminate  unfair  fee  distortions 
created  by  MAAC.  The  House  adopted  our  resolution 
requesting  an  update  of  a previous  report  of  the  Council 
on  Medical  Service  regarding  uncompensated  medical 
care  to  provide  current  information  on  the  amount  of  such 
care  provided  by  the  industry.  Nebraska  resolution 
dealing  with  HCFA  hospital  mortality  rate  publications 
was  adopted.  The  AMA  is  to  continue  developing 
guidelines  and  stategies  regarding  the  publication  of 
Medicare  mortality  statistics  for  each  participating  hos- 
pital. The  public  is  to  be  informed  in  timely  fashion 
regarding  the  limited  value  of  such  listings. 
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As  regards  the  AIDS  crisis,  the  Council  on  Ethical  and 
Judicial  Affairs  stated  the  policy  that  “a  physician  who 
knows  that  he  or  she  has  an  infectious  disease  should  not 
engage  in  any  activity  that  creates  a risk  of  transmission  of 
the  disease  to  others”.  This  decision  was  referred  to  the 
Board  of  Trustees. 

The  Council  on  Scientific  Affairs  and  the  Council  on 
Medical  Service,  along  with  the  Board  of  Trustees, 
presented  statements  and  opinions  surrounding  the  AIDS 
problem.  Current  changes  and  developments  in  the  AIDS 
crisis  appear  in  the  AMA  News  and  other  media. 

A resolution  was  adopted  encouraging  proper  visual 
identification  of  non-physicians  who  attend  patients  in 
HMO’s  and  in  similar  settings.  Unhappiness  and  dissatis- 
faction was  expressed  regarding  the  recent  press  releases 
by  the  Health  Care  Financing  Administration.  The  press 
release  indicated  physicians  as  the  sole  cause  for 
Medicare  cost  overruns.  The  language  was  considered 
abusive  to  physicians.  The  true  basis  for  the  Part  B 
Medicare  premium  increase  will  be  analyzed  and  the 
AMA  will  inform  the  public  and  the  federal  agencies  and 
Congress  of  the  ultimate  disposition  of  Part  B premiums. 
The  AMA  Board  of  Trustees  is  to  review  and  evaluate  the 
fianl  report  of  the  Harvard/AMA  Relative  Value  Study 
carefully  and  will  transmit  conclusions  and  recommenda- 
tions to  the  House  of  Delegates  for  final  action.  The  AMA 
Board  of  Trustees  was  instructed  to  continue  to  actively 
oppose,  through  appropriate  political  and  legal  means, 
any  and  all  actions  by  any  government  agency,  or 
legislative  body  which  would  require  mandatory  accept- 
ance of  Medicare  assignment.  The  House  resolved  that 
the  American  Medical  Association  appoint  a Task  Force 
to  study  the  problem  of  inappropriate  influence  by  third 
party  payors  on  clinical  decision-making  and/or  on  the 
ability  of  patients  to  receive  clinically-indicated  and 
physician-advised  treatment.  A mechanism  is  to  be 
established  for  the  reporting  of  such  inappropriate 
influence.  A resolution  was  adopted  that  the  AMA  urge 
Congress  and  the  Department  of  Health  and  Human 
Services  to  make  available  emergency  funds  assisting 
thereby  small  and  rural  hospitals  in  economic  difficulty 
due  to  inadequate  Medicare  and  Medicaid  reimburse- 
ment until  some  long-term  solutions  are  provided. 

The  problem  of  medical  liability  was  aired  and  the 
special  Task  Force  on  Professional  Liability  and  Insurance 
and  the  Advisory  Panel  on  Professional  Liability  will 
continue  intensifying  its  efforts  at  an  equitable  solution.  A 
recent  innovative  proposal  has  appeared  in  the  media 
testifying  to  the  efforts  of  these  panels.  Certainly,  no  other 
physician-sponsored  organization  would  have  the  clout  to 
accomplish  the  intent  of  these  efforts. 

A resolution  calling  for  the  AMA  to  effect  a collective 
bargaining  organization,  whether  through  an  independent 
practice  association  or  an  alternative,  was  not  adopted.  It 
was  urged,  however,  that  the  Board  of  Trustes  monitor  the 
situation  and  to  apprise  the  House  as  further  information 
becomes  available. 

The  fiscal  report  prepared  by  the  Board  of  Trustees 
declared  there  to  be  no  dues  increase  for  1988.  Doctors 
Coe,  Cornelius,  the  Roffman,  co-Delegates,  and  Doctors 
Cherry,  McWhorter,  and  Shapiro,  serving  as  Alternate 
Delegates,  represented  you  at  reference  hearings  and  on 
the  floor  of  the  House  and  participated  in  daily  early 
morning  breakfast  caucuses  of  the  North  Central  Con- 
ference. We  solicit  your  support  and  resolutions  in 
preparation  for  the  Annual  1988  Session  of  the  House. 

Respectfully  submitted, 

Louis  J.  Gogela,  M.D. 

Delegate 


REPORT  OF  THE  DELEGATE,  YOUNG 
PHYSICIANS  SECTION  OF  A.M.A. 

The  Young  Physicians  Section  of  the  AMA  met  in 
Atlanta,  Georgia,  prior  to  the  general  meeting  of  the  AMA 
House  of  Delegates  in  December,  1987. 

Following  is  a summary  of  the  major  actions  of  the 
Young  Physicians  Section  at  this  meeting. 

Reports  concerning  the  investigation  of  assistance  for 
young  physicians  starting  practice  and  insuring  leadership 
development  were  filed.  The  feeling  was  that  many  of 
these  activities  were  available  through  the  AMA,  and  that 
improved  publicization  of  these  services  and  continued 
promotion  by  the  Young  Physicians  Section  would  be 
worthwhile.  Also,  a report  concerning  financial  counseling 
and  assistance  for  young  physicians  was  adopted  and  the 
basic  conclusions  were  that  there  are  existing  financial 
services  that  need,  again,  to  be  better  publicized  to  young 
physicians  and  encouragement  of  combined  co-sponsoring 
programs  with  the  state  and  local  societies  would  be 
encouraged. 

A report  concerning  representation  in  the  Young 
Physicians  Section  assembly  for  specialty  society  and 
uniform  services  was  adopted,  and  part  of  this  was 
referred  to  the  committee  on  amendments  to  the 
constitutional  by-laws  to  allow  a change  that  would  allow 
inclusion  of  a delegate  from  each  of  the  uniformed 
services  and  also  from  the  specialty  societies  that  have 
delegate  status  for  the  AMA  House  of  Delegates.  Also 
encouraged  is  the  development  of  young  physician 
components  of  each  of  the  national  medical  specialty 
societies. 

A resolution  originated  in  the  Young  Physicians  Section 
and  sent  to  the  House  of  Delegates  as  Resolution  129 
concerns  the  development  by  the  AMA  with  national 
model  program  for  indigent  Medicare  patients,  based  on 
certification  of  need.  These  would  be  administered  in 
cooperation  with  senior  citizens  organizations  and  the 
AMA  would  encourage  county  and  state  medical  societies 
to  develop  programs  along  these  lines,  and,  in  essence, 
would  establish  some  generalized  guidelines  for  those  who 
should  have  assignment  accepted  from  Medicare.  This 
was  referred  by  the  House  of  Delegates  to  the  Board  of 
Trustees. 

Another  Resolution  127,  concerning  MAAC  discrimina- 
tion against  young  physicians  was  adopted  by  the  House 
of  Delegates.  This  resolution  concerns  the  continued 
efforts  to  overcome  the  discriminatory  practices  of  MAAC 
to  all  physicians,  specifically  against  those  starting  out  in 
practice. 

A final  resolution  that  was  referred  to  the  AMA  House 
of  Delegates,  Resolution  126,  concerned  the  restriction 
that  claims  made  insurance  has  in  restricting  physicians 
from  changing  demographics,  that  they  should  be  mon- 
itored by  the  AMA,  and  have  the  AMA  try  to  establish  a 
guideline  and  provide  information  on  potential  impact  of 
claims  made  in  insurance  as  well  as  practiced  methods  to 
finance  coverage,  including  any  legislative  initiatives.  This 
resolution  was  referred  to  the  Board  of  Trustees  for  a 
report. 

Other  resolutions  of  the  Young  Physicians  Section, 
including  concerned  mostly  publicization  of  the  Young 
Physicians  activities,  and  improving  recruitment  efforts 
for  the  Young  Physicians  Section  in  the  AMA  in  general. 

Respectfully  submitted, 

Kirk  B.  Muffly,  M.D. 

Delegate 
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REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Creighton  University  School  of  Medicine  has  continued 
to  make  significant  progress  in  its  program  development. 
We  have  appointed  a new  Cancer  Center  Director,  Dr. 
Bruce  Boman,  who  joined  us  from  M.D.  Anderson  in 
Texas.  Dr.  Boman  has  special  expertise  in  treatment  and 
research  on  colon  cancer.  He  has  isolated  colon  cancer 
oncogenes. 

In  the  summer  we  will  initiate  the  Creighton  University 
Hypertension  Center  under  the  direction  of  Dr.  William 
Pettinger.  Dr.  Pettinger  is  currently  a professor  of 
medicine  and  pharmacology  at  Southwest  Medical  College 
in  Dallas.  The  Hypertension  Center  will  be  responsible  for 
conducting  clinical  and  laboratory  research  and  providing 
a referral  resource  to  practicing  physicians  and  patients 
with  difficult  to  control  hypertension. 

Dr.  Sally  O’Neill  has  joined  our  faculty  and  administra- 
tive team  as  Assistant  Dean  for  Continuing  Medical 
Education  replacing  Dr.  Kenneth  Furlong  who  retired  last 
year.  Dr.  O’Neill  has  excellent  continuing  education 
credentials  and  has  developed  a far-sighted  plan  for  the 
future  of  continuing  education  by  our  medical  school. 

Since  the  merger  of  the  Departments  of  Psychiatry  of 
the  University  of  Nebraska  and  Creighton  under  the 
leadership  of  Dr.  Frank  Menolascino,  the  educational  and 
research  programs  of  our  two  facilities  (now  one)  has  made 
great  strides.  Dr.  Menolascino  has  astutely  managed  the 
merger  of  faculties  and  is  in  the  process  of  merging  our 
graduate  education  programs  in  psychiatry. 

In  January,  Dr.  James  Daly,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  resigned  to  assume 
the  chairmanship  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Missouri-Columbia.  We 
will  miss  Dr.  Daly  and  his  leadership  but  a search 
committee  is  in  place  and  working.  I anticipate  the 
identification  and  appointment  of  a new  chairman  in  the 
very  near  future. 

As  is  the  case  with  most  hospitals  in  our  city  and  state, 
St.  Joseph  has  been  affected  by  the  changes  in 
reimbursement  policies  and  continued  pressures  for 
health  care  cost  control.  Though  this  has  been  stressful  to 
the  staff  at  the  hospital,  it  has  been  managed  reasonably 
well  and  AMI  continues  to  meet  all  the  commitments  it 
made  to  the  academic  programs  of  our  School  of  Medicine 
and  other  health  professions  schools. 

In  January  the  Univeristy  received  a Certificate  of  Need 
to  develop  the  Creighton  University  Center  for  Metabolic 
Imaging  utilizing  Positron  Emission  Tomography  (PET). 
This  Center  is  expected  to  be  in  operation  in  December, 
1988.  It  will  install  in  our  region  a new  imaging  technology 
that  accomplishes  much  more  than  currently  available 
modalities.  Current  major  uses  are  in  neuropsychiatry, 
cardiology,  and  oncology.  It  is  anticipated  that  its  uses  will 
increase  as  a result  of  clinical  research  to  be  conducted  at 
Creighton  and  other  institutions  throughout  the  country. 

Basic  science  teaching  and  faculty  development  at 
Creighton  has  become  a high  priority.  In  consequence  we 
are  dedicating  significant  resources  to  the  recruitment  of 
new  basic  science  faculty  members  and  anticipate 
continuing  to  do  so  over  the  next  several  years. 

During  the  last  academic  year  our  faculty  published  in 
excess  of  250  items,  including  four  books. 

In  addition  to  our  important  faculty  activities  in 
scholarship  and  clinical  program  development,  we  have 


continued  to  examine  and  to  enhance  the  quality  of  our 
medical  student  education.  We  have  introduced  earlier 
instruction  in  clinical  subjects  and  better  integration  of 
our  Principles  of  Clinical  Medicine  Course  with  basic 
sciences  courses.  We  have  reduced  lectures  in  the  first 
and  second  years.  The  quality  of  our  medical  education 
programs  is  affirmed  by  the  fact  that  more  than  97%  of 
our  graduating  students  were  successful  in  the  match  for 
residency  programs.  The  three  unmatched  students  were 
quickly  placed  in  residencies.  Thirty-one  of  our  students 
matched  in  residency  programs  in  Nebraska.  The  others 
are  distributed  over  the  entire  United  States. 

Creighton  University  School  of  Medicine  is  grateful  for 
the  opportunity  to  present  this  report  to  the  Nebraska 
Medical  Association. 

Respectfully  submitted, 

Richard  L.  O’Brien,  M.D. 

Dean 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

The  last  six  months  continued  to  be  a time  period  of 
progress  and  accomplishments  in  the  College  of  Medicine, 
and  thankfully,  a time  of  relative  stability.  We  continue  to 
actively  study  improvements  in  the  curriculum,  par- 
ticularly increasing  small  group  discussions,  decreasing 
lectures,  and  emphasizing  problem  solving,  life-long 
learning  and  a decreased  memorization  of  facts.  We  are 
also  beginning  to  address  the  many  issues  involved  with 
conducting  more  of  our  clinical  education  in  the  out- 
patient setting,  as  DRG’s  and  other  forces  leading  to 
decreased  lengths  of  stay  and  increased  acuity  make 
hospitals  less  suitable.  This  will  almost  certainly  involve 
asking  our  volunteer  faculty  to  become  more  involved  in 
teaching,  since  we  cannot  reasonably  build  a large  enough 
outpatient  facility  to  accommodate  all  of  the  teaching  that 
will  be  necessary,  in  my  opinion. 

Our  research  productivity,  as  measured  by  publications 
and  presentations,  as  well  as  by  extramural  grants, 
continues  to  grow.  There  are  new  clinical  research 
programs  in  several  areas,  such  as  adult  diabetology,  male 
and  female  infertility,  and  pediatric  bone  marrow  trans- 
plantation. We  have  had  gratifying  continued  growth  in 
such  areas  as  basic  and  clinical  oncology  and  pulmonary 
medicine. 

We  were  very  happy  with  the  establishment,  on  the 
occasion  of  their  twenty-fifth  reunion,  of  the  Class  of  1962 
“Basic  Science  Outstanding  Teacher”  Award.  This  award 
will  be  given  to  the  most  outstanding  basic  science  teacher 
as  “selected  by  the  Dean  of  the  College  of  Medicine  from 
a list  of  no  fewer  than  three  names  submitted  by  an 
advisory  committee  appointed  by  the  Dean  of  the  College 
of  Medicine.  This  Advisory  Committee  shall  be  composed 
of  one  faculty  representative  from  each  of  the  basic 
science  departments  and  a student  representative  from 
each  of  the  first  and  second  year  medical  classes”. 

This  year,  the  College  of  Medicine  initiated  the  process 
to  significantly  change  our  tenure  guidelines.  This  was  felt 
to  be  necessary  because  the  classic  tenure  rules,  going 
back  hundreds  of  years  and  emanating  from  the  traditional 
liberal  arts  university,  are  outdated  for  a modem  medical 
center.  This  proposal,  which  is  being  submitted  to  the 
Board  of  Regents  in  May,  has  received  much  attention  on 
campus,  on  the  Lincoln  campus,  and  at  other  medical 
schools  around  the  country,  which  also  feel  that  tenure 
change  is  necessary.  The  classic  tenure  policy  is  that  a 
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new  faculty  member  must  be  granted  tenure  by  his/her 
seventh  year  or  leave  the  faculty.  This  means  that  the  “up 
and  out”  decision  must  be  made  after  about  5L  years  on 
the  faculty,  in  order  to  give  the  faculty  member  a year  to 
find  a new  job,  if  necessary.  If  tenure  is  granted,  the 
faculty  member  is  essentially  guaranteed  lifetime  employ- 
ment. Our  change  will  do  away  with  the  “up  and  out"  rule, 
enable  a faculty  member  without  tenure  to  remain  on  the 
faculty  as  long  as  the  faculty  member  performs  satis- 
factorily, will  undoubtedly  gradually  decrease  the  number 
of  tenured  faculty  members,  and  establishes  the  alternative 
of  the  possibility  of  negotiating  multi-year  renewable 
contracts.  If  approved  by  the  Regents,  we  feel  this  policy 
will  help  establish  a new  type  of  system  for  U.S.  medical 
schools. 

We  at  the  College  of  Medicine,  and  I in  particular,  thank 
you  for  your  continued  support. 

Respectfully  submitted, 

Robert  H.  W’aldman,  M.D. 

Dean 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT 
CHAPTER,  UNMC 

The  Medical  Student  Chapter  of  the  Nebraska  Medical 
Association  at  the  University  of  Nebraska  Medical  Center 
is  in  the  midst  of  a very  busy  academic  year.  NMA-MSC 
has  185  members  at  UNMC  - a great  representation  of  the 
medical  students  from  all  four  classes.  Our  activities  this 
year  included  a student  book  sale  early  in  the  fall  which 
allowed  sophomore  students  to  sell  books  to  freshman 
students  — a big  benefit  to  both  parties  involved.  In 
December,  with  the  help  of  the  NMA  and  of  many 
departments  at  UNMC,  we  sent  eighteen  students  to  the 
AMA  Interim  Convention  in  Atlanta.  This  provided  an 
excellent  opportunity  for  many  NMA-MSC  members  to 
get  involved  in  the  AMA-Medical  Student  section  and  to 
see  some  of  the  things  going  on  in  medicine  at  a national 
level.  The  theme  of  the  convention  was  AIDS  awareness. 
Everyone  who  attended  found  the  program  to  be  very 
informative  and  it  enabled  us  to  bring  home  a lot  of 
information  and  good  ideas.  With  this  guidance  from  the 
AMA  we  are  organizing  an  AIDS  Awareness  Campaign  for 
Nebraska  high  schools.  Medical  students  will  complete  a 
series  of  training  workshops  and  will  discuss  AIDS  in  high 
school  classrooms  throughout  Nebraska.  Last  month,  saw 
our  biggest  project  — the  Toddler  Trot  for  Child  Abuse. 
This  event  was  a charity  relay  run  that  was  organized  in 
conjunction  with  the  University  of  Nebraska  School  of 
Law.  This  year’s  run,  the  second  annual,  was  a huge 
success.  We  raised  $3,000  (more  than  double  last  years 
totals)  that  will  be  donated  to  the  Child  Saving  Institute. 
In  addition  to  these  projects,  we  are  also  seeing  the 
beginnings  of  a college  recruiting  program.  This  program 
will  allow  medical  students  from  UNMC  to  give  informal 
presentations  to  college  students  throughout  Nebraska 
about  medicine  and  medical  school.  In  the  face  of 
declining  health  profession  enrollment,  we  hope  to  reach 
out  to  college  students  about  the  opportunities  in 
medicine. 

In  the  outlook  for  next  year  we  will  be  seeing  expansion 
and  growth  of  our  current  activities,  as  well  as,  organization 
of  the  bi-annual  UNMC  Residency  Symposium. 

The  NMA-MSC  at  UNMC  allows  students  to  expand 
their  knowledge  of  medicine  while  giving  to  the  com- 
munity. Our  group  is  only  successful  because  of  the  many 
enthusiastic  people  that  are  involved.  Thank  you  to  all 


who  supported  us  financially  for  the  Toddler  Trot  or  who 
assisted  us  in  any  way  this  year.  We  look  forward  to 
another  busy  academic  year  in  1988-1989. 

Respectfully  submitted, 

Phillip  E.  Essay 

President,  NMA-MSC  (UNMC) 

Allison  A.  Griffiths 
Secretary,  NMA-MSC  (UNMC) 


REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC. 

The  Nebraska  Medical  Foundation  will  achieve  40 
years  of  service  on  May  18,  1988.  The  services  provided 
by  the  Foundation  have  been  substantial  when  one 
considers  the  student  loan  program,  the  scholarship 
program,  and  the  activities  of  the  Foundation  centered 
around  the  Nebraska  Tumor  Registry  program. 

LOAN  PROGRAM:  The  Foundation  continues  to  be 
available  to  assist  medical  students  by  providing  loans 
during  their  training.  During  1987,  the  Foundation 
received  no  applications  for  loans.  We  have  received  and 
approved  several  applications  for  loans  in  1988.  The 
current  balance  of  outstanding  loans  to  medical  students 
still  in  training  is  $43,750.  The  balance  of  loans  currently 
under  repayment  by  individuals  who  have  completed 
medical  school  training  is  $258,918.70. 

SCHOLARSHIP  PROGRAM:  At  this  Annual  Session, 
the  Foundation  will  provide  two  scholarships.  Each  of  the 
students,  one  from  the  Creighton  University  School  of 
Medicine  and  one  from  the  University  of  Nebraska 
College  of  Medicine,  will  receive  a check  in  the  amount  of 
$1,000.  Each  student  will  receive  a second  $1,000  check 
when  their  project  is  completed  and  a written  report  has 
been  submitted  to  the  Foundation  office. 

NEBRASKA  CANCER  REGISTRY:  The  Nebraska 
Cancer  Registry  Program  continues  to  function  under  the 
auspices  of  the  Foundation  through  an  agreement  with  the 
State  Department  of  Health  and  the  Howard  Hunt  Tumor 
Registry/Methodist  Hospital.  The  Nebraska  Medical 
Foundation  provided  $20,000  towards  the  first  year 
operation  as  a one-time  contribution.  A great  deal  of 
credit  is  due  Doctor  F.  William  Karrer  and  his  Ad-Hoc 
Committee  on  Tumor  Registry  for  their  efforts  in 
developing  and  carrying  out  this  very  important  activity. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $11,475  during  the  past  year.  In  addition, 
$3,555  was  contributed  by  and  through  the  efforts  of  the 
Nebraska  Medical  Association  Auxiliary.  The  loyalty  and 
devotion  of  the  contributors  to  the  Foundation  is 
extremely  important.  Please  accept  our  warmest  thanks 
and  appreciation. 

Respectfully  submitted, 

Sushil  Lacy,  M.D. 

President 


REPORT  OF  THE 

NEBRASKA  DEPARTMENT  OF  HEALTH 

This  report  provides  information  on  the  1988  legislative 
session  and  on  other  developments  in  public  health  since 
my  last  report. 

Credentialing  Program  - The  1986-1987  credentialing 
program  has  resulted  in  a number  of  bills  being 
introduced  in  the  1988  sessions.  A bill  to  certify 
nutritionists  was  passed  over  the  Governor's  veto.  Home 
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health  aides  will  be  licensed,  and  the  term  Massage 
Therapy  was  authorized  although  the  scope  of  practice  of 
Massage  Therapists  was  not  changed. 

L.B.  384,  removing  the  sunset  clause  for  the  cre- 
dentialing  program  and  affecting  some  changes  in  the 
credentialing  process,  was  signed  into  law  in  March,  1988. 
The  most  significant  change  requires  the  department  to 
establish  standards  for  applying  the  review  criteria.  Plans 
are  to  set  up  a task  force  for  creating  these  standards. 

Current  credentialing  reviews  are  underway  for  Naturo- 
pathic Medicine  (which  has  requested  a second  review), 
Chiropractic  scope  of  practice,  and  Recreational  Thera- 
pists. 

Bureau  of  Examining  Boards  - In  1987,  the  Bureau, 
in  total,  examined  2,156  applicants,  issued  7,849  new 
licenses,  renewed/reinstated  20,809  licenses,  and  invest- 
igated 223  complaints  and  took  disciplinary  action  in  41 
cases.  Disciplinary  action  ranged  from  letters  of  reprimand 
to  probation  to  limited  license  to  revocation  of  license. 

The  Department  has  instituted  ^‘task  force  to  review 
several  issues  involving  the  scope  of  practice  of  Registered 
Nurses.  Dr.  Collicott  is  representing  the  Board  of 
Medicine  and  Surgery  on  this  task  force,  and  Dr.  Barton  is 
representing  the  NMA.  This  task  force  will  be  asked  to 
hold  a public  hearing  to  listen  to  concerns  and  issues 
related  to  nursing  scope  of  practice  and  to  make 
recommendations  to  the  Department  of  Health. 

Medical  Student  Loan  Programs  - Nebraska  Medical 
Student  Loan  recipients  who  have  completed  their 
residencies  and  are  now  practicing  in  shortage  areas  in  the 
state  are  located  in:  Albion,  Alliance,  Broken  Bow  (2), 
Cambridge,  Cozad,  Falls  City,  Gothenburg,  Minden, 
Superior,  Tekamah,  and  Weeping  Water.  Three  more  will 
enter  shortage  area  practice  in  July,  1988,  and  will  locate 
in  Franklin,  Holdrege  and  Randolph. 

National  Health  Service  Corps  physicians  practicing  in 
Nebraska  are  located  in  Hebron,  Grand  Island,  Wahoo, 
Imperial,  Omaha,  Tecumseh,  Imperial,  North  Platte,  and 
St.  Edward.  The  physician  in  Hebron  will  complete  his 
obligation  in  August,  1988  and  will  leave;  the  physician  in 
Wahoo  will  finish  in  September,  1988  and  is  as  yet 
undecided;  the  physician  in  Imperial  will  leave  in  July;  and 
the  physician  in  Tecumseh  will  complete  his  obligation  in 
June,  1988  and  plans  to  remain  there. 

Metabolic  Screening  - Since  September  1,  1987,  the 
department  has  increased  efforts  to  assure  that  every 
newborn  in  Nebraska  receives  metabolic  screening  for 
three  diseases.  To  meet  this  requirement  we  are 
dependent  on  timely  delivery  of  both  test  results  and  birth 
certificates.  These  documents  are  compared  to  assure 
that  both  requirements  are  met  on  each  newborn  and  that 
tests  were  performed  on  a timely  basis. 

Since  September,  eight  cases  of  hypothyroidism  have 
been  confirmed  but  no  PKU  or  biotinidase  cases  were 
found. 

Cancer  Prevention  and  Control  - Recent  develop- 
ments have  enabled  the  department,  with  support  from 
practitioners,  hospitals,  laboratories,  and  researches,  to 
expand  efforts  in  chronic  disease  control.  In  June,  1987, 
the  Department  contracted  with  the  Nebraska  Medical 
Foundation  to  generate  the  Nebraska  Cancer  Registry. 
This  will  be  accomplished  by  building  on  the  voluntary 
tumor  registry  which  had  been  operating  since  1981  and 
now  has  registered  new  cancer  cases  diagnosed  over  the 
past  six  years.  Cases  diagnosed  in  1987  will  become  the 
first  of  this  contracted  effort  and,  with  requirements 


imposed  on  hospitals  through  1986  legislation,  should 
soon  provide  Nebraska  with  a population  based  incidence 
registry. 

In  1987,  the  National  Cancer  Institute  released  the 
most  recent  edition  of  cancer  mortality  rates  for  the  nation 
for  the  period  1950-1980.  This  atlas  provides  comparisons 
of  regions  in  Nebraska  with  the  rest  of  the  nation  in  terms 
of  increases/decreases  in  mortality  trends  as  well  as  rates 
higher/lower  than  the  nation. 

Finally,  in  October,  1987  the  National  Cancer  Institute 
awarded  a grant  to  the  department  for  the  development 
and  implementation  of  cancer  prevention  and  control 
plans.  This  effort  is  now  under  way  and  is  concentrating 
on  identifying  intervention  for  breast,  cervix,  and  lung 
cancers,  as  well  as  diet  modifications,  prevention  of 
tobacco  use,  reduction  in  environmental/occupation  ex- 
posures, and  state-of-the-art  treatment. 

At  this  date,  twenty-three  Nebraska  physicians,  along 
with  twenty-two  professionals  are  evaluating  available 
data  and  considering  recommendations  for  further  inter- 
ventions in  cancer  control.  Results  of  the  planning  effort 
are  scheduled  for  public  review  in  August,  1988. 
Subsequently,  NCI  is  expected  to  approve  and  fund 
selected  interventions  that  appear  to  be  viable. 

AIDS  Testing  - The  State  Health  Laboratory  began 
testing  blood  samples  for  Human  Immunodeficiency 
Virus  (HIV)  in  May,  1985.  In  1987,  it  performed  4,455 
tests  for  HIV  on  samples  sent  from  seven  counseling  and 
testing  sites  and  other  sources  in  the  state. 

All  tests  are  conducted  according  to  standards  set  by 
the  Centers  for  Disease  Control  (CDC).  The  lab  complies 
with  a quality  control  program  for  AIDS  testing  established 
by  the  CDC. 

Of  the  7023  ELISA  tests  conducted  by  the  lab  to  date, 
735  ( 1 0 Vr ) were  positive.  Out  of  those  735  positives,  311 
(42%)  were  confirmed  by  the  Western  Blot. 

In  1987,  280  (6%)  of  the  4,455  specimens  submitted  to 
the  lab  to  be  tested  for  HIV  were  positive  on  the  ELISA. 
Western  Blot  testing  confirmed  167  (57%)  of  these. 

The  Nebraska  State  Health  Laboratory  relies  on  the 
Iowa  State  Hygienic  Laboratory  for  Western  Blot  testing 
because  it  does  not  currently  receive  a sufficient  quality  of 
specimens  requiring  Western  Blot  testing  to  do  its  own  in 
a cost-effective  manner.  This  practice  may  be  re- 
evaluated in  the  future  as  the  need  for  Western  Blot 
testing  increases. 

L.B.  1012  was  passed  increasing  the  confidentiality  of 
AIDS  reports  in  the  Department  by  protecting  them  from 
court  subpoena.  In  addition  this  bill  prohibits  individual 
reporting  of  positive  AIDS  tests,  but  mandates  the 
statistical  reporting  from  labs  performing  these  tests,  and 
directs  state  agencies  to  study  the  issue  of  discrimination 
against  patients  with  AIDS. 

Respectfully  submitted, 

Gregg  F.  Wright,  M.D. 

Director 


REPORT  OF  THE 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Harry  W.  McFadden,  M.D.,  Omaha  - Chairman;  R.  A.  Blatny,  M.D., 
Fairbury;  Stuart  P.  Embury,  M.D.,  Holdrege;  Joel  T.  Johnson,  M.D., 
Kearney;  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Walter  O’Donohue,  M.D., 
Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln;  Joseph  E.  Stitcher,  M.D., 
Lincoln;  R.  C.  Weldon,  M.D.,  Nebraska  City;  Jean  Moon,  Omaha. 
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The  House  of  Delegates  directed  that  several  changes 
be  made  in  the  Articles  and  By-Laws  of  the  Association. 
The  intent  of  the  changes  was  approved  by  the  House  at 
the  198 1 Annual  and/or  Fall  Sessions.  The  Commission 
now  presents  the  formal  wording  of  the  changes  for 
approval  by  the  House. 

ARTICLE  AMENDMENT 

1.  This  change  will  provide  that  the  immediate  past 
president  be  a voting  member  of  the  House. 

ARTICLE  IX 

Section  2. I )eleir^TP^  “hnll  Ka  mc*mKr‘r-.:  nnri 
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vote; 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  or  as  set  forth  in 
the  By-Laws  of  this  Association.  The  number  of 
delegates  from  each  society  shall  be  fixed  by  the 
By-Laws.  The  President,  President-elect,  Sec- 
retray-Treasurer  and  past  presidents  residing  in 
this  state  shall  be  ex-officio  members  of  the 
House  of  Delegates  without  vote,  except  for  the 
immediate  past  president  who  shall  be  a voting 
delegate. 

BY-LAW  AMENDMENTS 

2.  This  amendment  defines  the  Associate  Membership 
category. 

CHAPTER  I 
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Arr-Associate-Menrbei^may  vote -and -hokf-offieeT-and 
mavpartirrpate-  and  -at tend-regufat" -sessions. 

Section  6.  The  request  for  Associate  Membership 
shall  originate  at  the  county  medical  society. 
The  Board  of  Councilors  shall  then  determine 
the  relative  facts  and  submit  the  request  with 
their  fact  determination  to  the  House  of  Dele- 
gates for  action. 

The  dues  shall  be  10%  of  the  dues  for  active 
status.  This  amount  shall  be  in  addition  to  the 
amount  an  Associate  Member  pays  for  NMA 
mailings,  should  he/she  desire  to  receive  them. 
The  Nebraska  Medical  Association  Board  of 
Directors  shall  be  permitted  to  change  the  level 
of  dues  paid  from  time  to  time. 

An  Associate  Member  shall  retain  that  member- 
ship status  as  long  as  the  member  remains 
retired  from  active  practice  and  its  related 
activities  and,  if  he/she  should  resume  such 
practice  or  activities,  his/her  Associate  Member- 


ship status  terminates  and  the  individual  once 
again  must  assume  an  active  membership  status. 

Associate  Membership  may  be  granted  to  any 
member  in  good  standing  who  does  not  meet  the 
qualifications  for  Life  Membership,  but  who  has 
been  in  practice  for  twenty-five  (25)  years  and 
who  has  retired  from  medicine  and  has  not  and 
does  not  intend  to  pursue  another  medically- 
related  career. 

An  Associate  Member  may  vote  and  hold  office, 
and  may  participate  and  attend  regular  sessions. 

The  years  in  practice  for  Associate  status  (as 
well  as  Life  status  described  in  Section  5 above) 
shall  be  determined  by  tabulation  from  the  date 
of  graduation  from  medical  school. 

3.  This  amendment  provides  voting  privileges  for  AMA 
Delegates  and  Alternates  in  the  House. 

CHAPTER  VII 

Section  1 (1)  - Add  language: 

AMA  Delegates  and  Alternates,  once  duly  elected, 
will  be  voting  members  of  the  House  of  Delegates 
for  their  terms  as  AMA  Delegates  and  Alternates. 

4.  This  amendment  provides  for  utilization  of  a parlia- 
mentarian. 

CHAPTER  VII 

Section  1 - Add  a new  Paragraph  (5)  at  the  end  of 
Section  stating: 

Appoint  a parliamentarian  to  assist  the  Speaker 
and  Vice  Speaker  of  the  House. 

5.  These  amendments  provide  a seat  in  the  House  and 
voting  privileges  for  NMA  Delegates  and  Alternates 
to  the  AMA  House. 

CHAPTER  IX 

Section  3 (3) 

Be  an  ex-officio  member  of  the  House  of  Delegates, 
with  the  right  to  vote. 

Section  9 (2) 

Be  ex-officio  members  of  the  House  of  Delegates  of 
the  Nebraska  Medical  Association. 

6.  This  amendment  establishes  the  PRO  Overview 
Committee  as  an  NMA  standing  committee. 

CHAPTER  XIII 

Section  2 - Add  a subparagraph  B (18)  as  follows: 

Establish  a PRO  Overview  Committee  which 
shall: 

a.  Serve  as  an  advocate  for  Nebraska  physicians 
and  their  patients,  where  appropriate,  in- 
cluding when  the  PRO  process  compromises 
quality  of  care  or  fails  to  follow  reasonable 
due  process; 

b.  Investigate  and  review  problems  experienced 
by  Nebraska  Medical  Association  members 
involving  the  professional  review  organiza- 
tion; 

c.  Review  the  professional  review  organization, 
including  its  policies  and  contractual  re- 
lationships; 
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d.  Advise  and  make  recommendations  to  the 
Board  of  Directors  and  the  President  of  the 
NMA  on  issues  concerning  the  professional 
review  organization; 

e.  Interact  with  the  contracted  PRO  organiza- 
tion for  Nebraska  in  support  of  Nebraska 
physicians  where  appropriate;  and 

f.  Establish  a subcommittee  on  grievances  to 
review,  assess  and  evaluate  complaints  from 
Nebraska  physicians  concerning  the  pro- 
fessional review  organization  medical  utiliza- 
tion review  process  and  subsequently  make 
recommendations  for  action  to  the  PRO 
Overview  Committee.  PRO  Overview  Com- 
mittee’s members  shall  be  appointed  for 
staggered  three-year  terms. 

The  Commission  on  Association  Affairs  recommends 
these  amendments  in  the  Articles  and  By-Laws  be 
adopted.  The  amendments  to  the  Articles  and  By-Laws 
must  be  adopted  by  a two-thirds  vote. 


REPORT  OF  THE  COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Lincoln  - Chairman;  Charles  Heider,  Jr.,  M.D.,  North 
Platte;  Harry  E.  Keig,  M.D.,  Papillion;  Barney  B.  Rees,  M.D.,  Omaha; 
Joseph  G.  Rogers,  M.D.,  Lincoln;  Larry  D.  Ruth,  M.D.,  Lincoln;  Steven  A. 
Schwid,  M.D.,  Omaha;  Jerry  K.  Seiler,  M.D.,  Hastings;  William  Shiffermiller, 
M.D.,  Omaha,  Stephen  D.  Torpy,  M.D.,  Omaha. 

Attempts  have  been  made  in  the  past  to  sponsor 
programs  of  interest  to  the  Medical  Staffs  of  Nebraska. 
Recent  efforts  have  met  with  little  success.  We  were  not 
sure  if  the  Commission  had  an  understanding  of  the  needs 
of  the  Medical  Staffs. 

An  attempt  was  made  to  contact  the  Chiefs  of  Staff  of 
all  Nebraska  hospitals.  We  asked  whether  they  were 
interested  in  a program  in  conjunction  with  the  NMA 
meeting  and  if  so,  what  program  content  should  be 
considered. 

A full  50%  of  respondents  expressed  no  interest  in  a 
meeting.  Of  those  that  were  interested,  a variety  of 
subjects  were  suggested,  most  of  which  revolved  about 
malpractice  and  PRO. 

The  total  response  was  only  15  - 20%  of  the  Hospital 
Staffs  contacted. 

It  is  felt  that  some  kind  of  education  program  would 
probably  be  more  effective  at  this  point.  This  might  take 
the  form  of  a quarterly  letter  based  on  activity  and  reports 
of  national  activities. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Columbus  - Chairman;  Robert  G.  Osborne, 
M.D.,  Lincoln;  Rodney  S.  W.  Basler,  M.D.,  Lincoln;  Judith  Butler,  M.D., 
Superior;  James  H.  Dunlap,  M.D.,  Norfolk;  Dale  W.  Ebers,  M.D.,  Lincoln; 
Richard  D.  Fitch,  M.D.,  O’Neill;  Vernon  F.  Garwood,  M.D.,  Lincoln;  Charles 
Gregorius,  M.D.,  Lincoln;  Bruce  W.  Henricks,  M.D.,  Fremont;  Barbara  M. 
Heywood,  M.D.,  Papillion;  Mark  R.  Hutchins,  M.D.,  Lincoln;  Max  W. 
Linder,  M.D.,  Lincoln;  Ann  E.  Lott,  M.D.,  Lincoln,  William  R.  Marsh,  M.D., 
Grand  Island;  John  T.  McGreer,  III,  M.D.,  Lincoln;  Dennis  G.  O’Leary, 
M.D.,  Omaha;  George  \N  . On  . M.D.,  Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh; 
Herbert  E.  Reese,  M.D.,  Lincoln;  C.  Lee  Retelsdorf,  M.D.,  Omaha,  Blaine 
Y.  Roffman,  M.D.,  Omaha;  Jerald  R.  Schenken,  M.D.,  Omaha;  Todd  S. 
Sorensen,  M.D..  Scottsbluff;  Richard  B.  Svehla,  M.D.,  Omaha;  Timothy  O. 
Wahl,  M.D.,  Omaha;  Mike  McNamara,  Omaha;  Greg  Mueller,  Omaha;  Kelly 
Sems,  Omaha. 


The  Commission  believes,  on  the  whole,  that  this  has 
been  a successful  year.  This  has  been  brought  about  by 
two  factors.  The  most  important  is  the  input  and  hard 
work  of  the  NMA  and  it’s  membership,  and  the  efforts  of 
the  Auxiliary.  With  this  being  an  election  year,  we  must 
have  your  input  into  both  the  state  and  national  legislative 
elections.  Now  is  the  time  to  volunteer  to  work  on 
campaigns  and  have  your  impact  into  the  development  of 
legislative  bills. 

The  second  important  contributions  has  been  the  work 
of  our  lobbyist,  Dave  Buntain.  Mr.  Buntain  maintains  a 
respect  on  the  legislative  floor  and  has  been  a great  help  in 
our  legislative  endeavors. 

A brief  review  of  bills.  The  first  is  the  naturopathic  bill, 
the  testimony  was  difficult  in  front  of  a very  pro- 
naturopathic  crowd,  but  the  presentations  of  the  pre- 
senting physicians  were  excellent.  As  one  of  the  physicians, 
who  was  attending  the  hearing  stated,  “this  licensure 
would  set  medicine  back  100  years.”  A review  of  the 
instruction  book  shows  many  of  their  studies  are  recorded 
30-40  years  ago.  Quantities  of  medications  are  unknown 
and  treatments  at  times  may  well  be  dangerous.  They, 
however,  do  have  a very  large  citizen  lobby,  which  has 
allowed  the  two  of  them  to  exert  pressure  on  the  Senators. 
This  bill  was  held  over  in  committee,  however,  they  are  re- 
presenting an  application  in  the  LB  407  process  this  year. 
As  they  have  stated,  they  will  be  back  year  after  year. 

Number  two  is  the  medical  technicians’  bill.  Certainly 
they  are  a very  viable,  valuable  membership  in  the 
medical  community.  We  have  never  opposed  medical 
technologists,  however,  we  believe  we  have  a better  way  to 
license  labs.  The  Commission  will  be  introducing  a bill  in 
the  next  legislative  session.  The  bill  will  cause  some 
inconvenience  and  expense,  but  we  believe  it  is  a far 
superior  method  than  licensing  personnel. 

Number  three,  under  LB  407,  the  chiropractors  have 
submitted  their  request  for  expansion  of  scope  of  practice. 
This  entailed  drawing  lab  tests,  x-rays  outside  the  axial 
spine  and  the  use  of  accupuncture.  Through  testimony, 
much  information  was  presented.  In  several  chiropractic 
clinic  settings,  EKGs  are  being  done.  The  Commission 
believes  we  need  to  vehemently  oppose  this  change  in 
their  scope  of  practice.  The  report  of  the  407  technical 
committee  has  recommended  against  any  change  in  their 
scope  of  practice.  The  Commission  especially  wants  to 
thank  Doctor  Lee  Retelsdorf  for  the  time  he  has  spent  on 
the  committee.  Without  the  approval  of  the  technical 
committee,  their  chances  of  success  of  a bill  have 
hopefully  been  reduced.  LB  935,  which  would  allow 
chiropractors  to  bill  Blue  Cross/Blue  Shield,  was  held  in 
committee. 

A very  bright  spot  and  a true  reflection  on  the 
membership  was  the  passage  of  the  motorcycle  helmet 
bill.  The  Commission  knows  many  members  of  the  NMA 
wrote  their  Senators.  They  were  very  influential  in  the 
passage  of  the  bill.  We  also  supported  legislation 
approving  certification  of  dieticians,  modifying  Nebraska’s 
Clean  Indoor  Air  Act,  authorizing  living  wills,  supporting 
the  adult  protective  service  act  and  the  high  risk 
pregnancy  program,  regulating  smokeless  tobacco  and 
allowing  the  use  of  defibrillation  by  emergency  rescue 
personnel.  We  opposed  legislation  which  would  have 
reduced  the  requirements  for  physician  licensure  and 
were  active  in  addressing  the  several  bills  relating  to 
AIDS. 

The  realities  of  politics  were  brought  back  to  the 
Commission.  One  only  needs  to  see  the  attack  by  one  of 
the  Senators  speaking  against  the  University  of  Nebraska 
Medical  Center,  whose  comments  also  included  a real 
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attack  on  health  care  and  cost.  One  only  needs  to  look  at 
the  paper  and  see  the  attempt  to  make  the  head  of  the 
Department  of  Health  a non-physician.  We  would  only  ask 
what  kind  of  credibility  a Masters  of  Business  Administra- 
tion individual  would  have  in  addressing  the  public  health 
aspects  of  our  patients. 

An  additional  real  concern  is  the  problem  of  physician 
assistants.  Several  years  ago,  a committee  was  formed  to 
make  recommendations  to  the  Board  of  Medical  Ex- 
aminers. Rules  and  regulations  were  out  for  approximately 
three  weeks  when  the  physician  assistants  considered 
introducing  legislation  to  hurdle  over  the  rules  and 
regulations.  They,  at  this  point  in  time,  have  withdrawn 
the  amendments  they  drafted  to  accomplish  their  desired 
changes.  The  question  of  physician  assistants  and  their 
relationships  to  physicians  needs  to  be  examined. 

The  Commission  would  like  the  House  of  Delegates  to 
go  on  record  as  opposing  continuation  of  the  Certificate  of 
Need  program.  With  the  current  climate  of  reimbursement 
this  law  has  become  obsolete.  There  is  legislation  pending 
in  the  1988  session  which  would  amend  the  existing 
statute.  We  assume  similar  legislation  will  be  introduced 
in  1989. 

In  closing,  the  Commission  would  like  to  state  that  our 
success  is  directly  proportional  to  the  efforts  of  the  NMA 
members  and  members  of  the  Auxiliary.  We  would  hope 
that  everyone  would  donate  both  time  and  money,  but  at 
least  do  one.  We  need  people  campaigning  for  our 
Senators,  we  need  to  join  the  medical-political  action 
committees  and  finally,  we  need  people  that  are  willing  to 
testify  before  the  legislative  committees  and  serve  on 
research  committees. 


REPORT  OF  THE 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairman;  H.  Jeoffrey  Deeths, 
M.D.,  Omaha;  Herbert  D.  Feidler,  M.D.,  Norfolk;  Edward  E.  Gatz,  M.D., 
Omaha;  Donald  T.  Glow,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha; 
Roger  P.  Massie,  M.D.,  Plainview;  Donald  E.  Matthews,  M.D.,  Lincoln; 
Harlan  C.  Shnner,  M.D.,  Lincoln;  F.  Thomas  Waring,  M.D.,  Fremont;  Nancy 
Rogic,  Omaha. 

Prime  among  the  Commission’s  sustained  efforts  to 
enhance  the  image  of  medicine  among  the  general  public 
is  the  preparation  and  distribution  of  “Health  Tips”  which 
are  gratuitously  provided  to  local  radio  stations  and 
newspapers  on  a monthly  basis.  These  short  subjects  and 
other  news  releases  describe  new  medical  findings  in 
easily  understandable  terms  and  underscore  the  commit- 
ment of  organized  medicine,  as  well  as  individual 
physicians,  to  the  health  and  well-being  of  all  members  of 
society. 

NMA  President,  Dr.  Dwight  Cherry,  prepared  the 
annual  “State  of  the  Health”  report  which  the  commission 
provided  to  media  representatives.  Radio  stations  also 
received  recorded  “spots”  on  health  items  by  Doctor 
Cherry  which  are  often  aired.  In  addition,  the  Commission 
helped  coordinate  member  participation  in  the  televised 
“Health  Line”  series,  and  secured  appropriate  spokes- 
persons for  many  conferences  and  media  interviews. 

New  projects  have  been  initiated  which  are  intended  to 
advance  the  concept  of  the  physician  as  patient  advocate, 
including  the  promotion  of  fitness,  good  health  habits,  and 
the  attitude  of  wellness.  A news  release  graphically 
presenting  the  recent  data  showing  how  relatively 
inexpensive  health  care  has  remained  compared  to  other 
daily  expenses  was  released  as  directed  by  the  House  of 
Delegates  in  Resolution  #32  passed  last  fall. 


Better  exposure  to  the  press  of  selected  Nebraska 
Medical  Journal  articles,  including  interviews  with  the 
authors,  is  expected  to  both  increase  lay  interest  and 
awareness  and  stimulate  more  member  physicians  to 
become  contributors.  The  Commission  continues  to 
solicit  suggestions  from  all  NMA  members  on  items  which 
they  feel  would  be  of  public  interest  and  concern  so  that 
these  may  be  included  in  future  releases  to  the  media. 


REPORT  OF  THE 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius,  M.D.,  Sidney  - Chairman;  Gordon  D.  Adams,  M.D., 
Norfolk;  Lewiston  W.  Birkmann,  M.D.,  Lincoln;  James  S.  Carson,  M.D., 
McCook;  Chris  C.  Caudill,  M.D.,  Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha; 
Dale  W.  Ebers,  M.D.,  Lincoln;  Louis  J.  Gogela,  Jr.,  M.D.,  Beatrice;  Roger  D. 
Mason,  M.D.,  Omaha;  Donald  F.  Prince,  M.D.,  Minden;  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Lynn  Rosenlof,  Omaha. 

The  Health  Planning  Committee  met  by  tele-conference 
on  December  1,  1987,  to  discuss  the  proposed  changes  in 
the  State  CON  statute  proposed  by  a special  task  force 
chaired  by  Dale  Tekolste  of  Omaha.  Warren  Bosley,  M.D. 
was  a member  of  the  CON  Task  Force  and  took  part  in  the 
tele-conference.  The  CON  Task  Force  recommended 
increases  in  the  dollar  amount  figures  triggering  automatic 
review  for  new  services,  new  construction,  and  major 
equipment  acquisition,  and  recommended  reviews  of 
several  services  such  as  Surgi-centers  or  Emergi-centers  if 
conducted  in  physicians’  offices.  It  was  the  consensus  of 
the  committee  that  physicians’  offices  would  remain 
exempt  from  CON  and  that  special  services  be  reviewed 
by  the  appropriate  regulations  relating  to  each  particular 
service  — outside  of  CON. 

The  Nebraska  Medical  Association  was  represented  at 
two  hearings  on  this  issue.  John  T.  McGreer,  HI,  M.D. 
testified  at  an  interim  hearing  of  the  Health  and  Human 
Services  Committee  which  addressed  the  task  force 
report.  L.  Dwight  Cherry,  M.D.  testified  at  the  hearing  on 
the  legislative  bill.  Several  areas  of  contention  arose 
during  the  debate  and  hearings  on  this  measure  par- 
ticularly regarding  unused  or  under-utilized  hospital  beds 
for  skilled  and  intermediate  nursing  home  use.  These 
conflicts  were  not  resolved  by  the  parties  involved  and  the 
bill  was  held  by  the  committee  until  late  in  the  session 
when  it  was  advanced  to  General  File.  Final  action  was  not 
forthcoming  this  legislative  session. 

Several  members  of  the  Health  Planning  Committee  are 
participating  in  the  Health  Department’s  Cancer  project 
which  is  attempting  to  identify  cancer  incidence  and  the 
availability  of  diagnostic  and  treatment  modalities  for 
various  cancers  in  the  state.  Your  chairman  is  serving  on 
the  committee  which  is  looking  at  environmental  factors 
impacting  the  incidence  of  certain  types  of  cancers  and 
possible  clustering  of  certain  cancers.  The  Nebraska 
Tumor  Registry  data  is  a significant  resource  in  this  study. 
This  program  is  funded  on  a year  to  year  basis  and 
eligibility  for  continuing  funding  will  hinge  on  the  results 
of  this  first  year’s  findings  which  will  be  submitted  this 
summer. 

Funds  for  the  Statewide  Coordinating  Council  for 
Health  Planning  have  run  out  and  health  planning  is  once 
again  being  carried  out  by  the  State  Department  of 
Health.  One  or  more  of  the  voluntary  Area  Health 
Advisory  Committees  continue  to  meet  with  members  of 
the  Health  Department  providing  staff  support  and  other 
input  into  the  deliberation  of  these  groups.  Your  chairman 
currently  chairs  the  Panhandle  Advisory  Group  whose 
priorities  include  the  living  will,  helmets  for  motorcyclists, 
seat  belt  legislation  and  smoking  cessation. 
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The  committee  continues  to  be  available  to  consider 
health  planning  issues  of  local  or  general  interest  and 
welcomes  the  comments  of  any  Association  member. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  ALTERNATE  HEALTH  PLANS 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairman;  Lonnie  S.  Albers,  M.D., 
Lincoln;  Vernon  F.  Garwood,  M.D.,  Lincoln;  Robert  L.  Haag,  M.D.,  Lincoln; 
Michael  J.  Haller,  M.D.,  Omaha,  Roger  D.  Mason,  M.D.,  Omaha;  Margaret 
A.  Moravec.  M.D.,  Lincoln;  Richard  H.  Meissner,  M.D.,  Omaha;  Dwaine  J. 
Peetz,  Jr.,  M.D.,  Omaha;  Layton  F.  Rikkers,  M.D.,  Omaha;  Sebastian  J. 
Troia,  M.D.,  Omaha. 

The  Ad-Hoc  Committee  on  Alternate  Health  Plans  did 
not  have  reason  to  meet  during  the  past  year.  Due  to  the 
many  changes  in  the  managed  health  care  industry, 
Nebraska  physicians  have  not  been  as  eagerly  recruited  to 
join  the  various  parts  of  the  “alphabet  soup"  of  HMOs, 
PPOs,  IP  As,  etc. 

In  addition,  there  have  been  three  IP  As  develop  within 
the  state  including  one  in  Omaha,  one  in  Lincoln,  and  one 
in  greater  Nebraska.  Because  of  their  organizational 
differences,  these  organizations  can  more  effectively  deal 
with  other  third  party  payers  than  can  the  NMA. 

Finally,  our  relationship  with  Pam  Hastings  Carrier  as 
our  legal  counsel  has  allowed  us  to  respond  to  any  NMA 
member  request  quickly  and  with  good  legal  expertise. 

On  the  basis  of  our  lack  of  a need  for  a meeting  for  the 
last  two  years,  I would  recommend  that  the  committee  be 
dissolved  and  any  required  activities  be  taken  over  by  the 
appropriate  larger  committee  or  commission. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION  & ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  Patnck  E.  Clare,  M.D., 
Lincoln;  Joseph  R.  Ellison,  M.D.,  Omaha;  Richard  W.  Hammer.  M.D., 
Lincoln;  Richard  E.  Jackson,  M.D.,  Pawnee  City;  Stephen  J.  Lanspa,  M.D., 
Omaha;  Morris  B.  Mellion,  M.D.,  Omaha;  Paul  H.  Phillips,  M.D., 
Scottsbluff;  Richard  A.  Raymond,  M.D.,  O’Neill;  Eileen  C.  Vautravers, 
M.D.,  Lincoln;  Hobart  E.  Wallace,  M.D.,  Lincoln;  Wesley  G.  Wilhelm,  M.D., 
Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln;  Phil  Cahoy,  Omaha. 

The  Committee  continues  to  work  on  a survey  of  the 
teaching  of  health  education  in  Nebraska  schools.  Since 
the  State  Departments  of  Education  and  Health  are 
presently  preparing  a statement  and  a curriculum  for 
health  education  and  for  policies  related  to  AIDS,  it  seems 
appropriate  for  this  Committee  to  cooperate  with  these 
agencies  in  the  preparation  of  this  statement  and  its 
dissemination  among  the  schools  of  Nebraska,  even 
though  it  might  delay  our  own  survey. 

The  Auxiliary  of  the  Association  will  implement  the 
survey,  and  at  the  same  time  their  members  will 
encourage  their  schools  to  facilitate  the  addition  of  AIDS 
education  to  their  programs  of  health  education.  The 
Committee  believes  this  cooperation  will  enhance  the 
community’s  perception  of  the  NMA  and  its  Auxiliary  as 
organizations  interested  in  school  health  and  in  the 
implementation  of  good  programs  of  health  education. 

The  Committee  requests  the  permission  of  the  House 
of  Delegates  to  continue  these  efforts. 

At  this  annual  meeting  of  the  Association,  the  Committee 
will  present  a program  on  athletic  medicine.  This  first 
program  will  deal  with  the  conditioning  of  the  high  school 
athlete,  with  the  participation  of  a physician,  a university 
women’s  coach,  a health  educator,  and  a high  school  men’s 
coach.  The  Committee  hopes  to  emphasize  the  op- 


portunities and  obligations  that  members  of  the  Associa- 
tion have  in  programs  of  athletic  medicine  in  our  schools 
and  colleges.  The  Committee  intends  to  continue  to 
present  discussions  of  this  sort  at  annual  meetings  of  the 
Association. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairman;  Daniel  S.  Durrie,  M.D., 
Omaha,  Joel  T.  Johnson,  M.D.,  Kearney;  Darroll  J.  Loschen,  M.D.,  York; 
Dale  E.  Michels,  M.D.,  Lincoln;  Stanley  F.  Nabity,  M.D.,  Grand  Island;  John 
F.  Porterfield,  M.D.,  Lincoln;  Gerald  Rounsborg,  M.D.,  North  Platte; 
Charles  S.  Wilson,  M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Health  Policy  Statements 
has  responsibility  for  developing  position  papers  for 
consideration  by  the  House  of  Delegates. 

The  Committee  presents  the  following  statements  to 
the  House  for  its  consideration. 

Smoking 

The  Nebraska  Medical  Association  (NMA)  recognizes 
that  scientific  evidence  has  irrefutably  linked  smoking 
with  an  increased  incidence  of  cancer  of  the  lung,  lip, 
larynx,  mouth,  and  urinary  bladder.  Smoking  has  also 
been  clearly  linked  with  an  increased  incidence  of 
innumerable  other  health-related  disorders,  including 
gastrointestinal  diseases  (e.g.,  peptic  ulcer),  cardiovascular 
disorders  (e.g.,  coronary  and  generalized  atherosclerosis, 
hypertension,  and  cerebrovascular  accidents),  pulmonary 
diseases  (e.g.,  asthma,  and  chronic  bronchitis),  and  with 
multiple  perinatal  disorders  (e.g.,  low  birth-weight  babies, 
peri-natal  death,  and  increased  incidence  of  spontaneous 
abortion.) 

The  NMA  also  recognizes  that  smoking  has  been  found 
to  be  more  addictive  than  alcohol  or  heroin,  and  kills  more 
Americans  than  any  other  personal  health  habit  or  any 
other  environmental  hazard.  According  to  some  experts, 
smoking  may  be  directly  responsible  for  up  to  450,000 
deaths  in  America  annually. 

The  NMA  further  recognizes,  whereas  cigarette  smoking 
has  been  found  to  be  the  greatest  hazard  to  health,  that 
cigar  and  pipe  smoking  poses  similar  health  hazards, 
particularly  to  those  whose  “air  space”  is  violated  by  users 
of  pipes  and  cigars.  The  NMA  also  recognizes  that  the 
health  hazards  of  the  so-called  “smokeless  tobacco’’  have 
only  recently  been  more  fully  realized,  and  use  of  such 
“smokeless”  tobacco  as  an  alternative  to  other  forms  of 
tobacco  use  should  be  emphatically  discouraged.  To  this 
end,  the  NMA  will  support  all  efforts  to  label  “smokeless” 
tobacco  as  a health  hazard,  to  prohibit  its  sales  to  minors, 
and  to  ban  all  advertising  of  it. 

In  addition  to  these  health  hazards,  the  NMA  recognizes 
that  smoking  is  directly  related  to  fires  causing  extensive 
property  damage,  injuries,  and  loss  of  life.  The  economic 
loss  caused  by  smoking  in  lost  wages,  decreased  pro- 
ductivity, and  damage  to  property  is  nearly  incalculable. 

In  light  of  this  evidence,  the  NMA  is  opposed  to 
smoking  and  encourages  all  physicians  to  advise  their 
patients,  particularly  teenagers  and  expectant  mothers  of 
the  hazards  of  smoking. 

The  NMA  further  believes  that  physicians  should  be 
proactive  in  the  development  of  a smoke-free  society,  by 
such  steps  as  elimination  from  their  reception  rooms  all 
smoking  paraphernalia,  as  well  as  all  publications  which 
carry  tobacco  advertising.  The  NMA  believes  that 
physicians  should  support  this  non-smoking  concept  by 
refraining  from  smoking  themselves  and  insisting  upon 
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the  same  behaviour  by  their  staffs.  Physicians  should  have 
available  for  their  patients  educational  material  on  the 
dangers  of  smoking,  as  well  as  information  on  programs  to 
encourage  and  aid  their  patients  in  their  efforts  to  give  up 
the  smoking  habit. 

Recognizing  its  role  in  the  promotion  of  good  health  to 
the  population  of  the  state,  the  NMA  will  serve  as  a 
reference  point  of  information  for  its  members  for  the 
dissemination  of  anti-smoking  literature  directed  both  at 
the  profession  itself,  as  well  as  to  the  patient  population 
served  by  the  NMA  membership.  The  NMA  will  continue 
to  endorse  strong  educational  efforts,  from  kindergarten 
through  the  12th  grade,  to  help  pre-teens,  adolescents, 
and  young  adults  avoid  the  use  of  tobacco  products, 
including  “smokeless”  tobacco. 

In  support  of  the  above-mentioned  attitude,  the  NMA 
shall  prohibit  smoking  at  any  and  all  business  meetings 
and  scientific  sessions.  It  will  prohibit  smoking  by  NMA 
officers  and  personnel,  while  acting  officially  in  behalf  of 
the  NMA.  The  NMA  will  work  to  support  the  concept  of  a 
smoke-free  environment  in  all  health-care  institutions, 
including  hospitals.  The  NMA  will  support  all  efforts  to 
remove  smoking  paraphernalia  and  tobacco  sales  from 
hospitals  and  clinics.  The  NMA  will  further  endorse  the 
passage  of  laws,  ordinances,  and  regulations  that  would 
prohibit  smoking  in  public  buildings  and  facilities, 
prohibit  vending  machine  sales  of  cigarettes  and  other 
tobacco  products,  and  set  the  minimum  age  for  purchase 
of  tobacco  products  at  21. 

Recognizing  that  smoking  endangers  all  patrons  of 
public  transportation,  the  NMA  supports  a total  ban  on 
smoking  on  all  public  transportation,  including  airline 
flights. 

The  NMA  supports  a moratorium  on  any  and  all 
government  subsidies  to  the  tobacco  industry,  and  further 
supports  efforts  at  retraining  and  restructuring  the 
economies  of  those  individuals  and  areas  which  have  been 
heretofore  dependent  upon  tobacco  production  and  its 
government  subsidy. 

In  recognition  of  the  fact  that  tobacco  companies  in 
1985  spent  nearly  two  billion  dollars  to  advertise 
cigarettes,  the  NMA  supports  a national  ban  on  cigarette 
advertising  (including  the  promotional  distribution  of  free 
cigarettes)  and  legislative  action  to  effect  such  a ban,  in 
concert  with  other  organizations.  The  NMA  encourages 
the  development  of  state-wide  non-smoking  advertising 
campaigns  directed  particularly  at  youth  and  expectant 
mothers. 

Since  smoking  has  clearly  been  shown  to  decrease 
longevity  and  to  increase  morbidity  in  the  population 
generally,  the  NMA  supports  legislative  efforts  to  require 
insurance  companies  to  issue  policies  at  increased 
premiums  to  those  who  choose  to  jeopardize  their  health 
by  the  use  of  tobacco. 

Third-Party  Payor/Patient  Relationship 

The  NMA  believes  that  in  choosing  to  subscribe  to  a 
health  maintenance  or  service  organization  or  in  choosing 
or  accepting  treatment  in  a particular  hospital,  the  patient 
is  thereby  accepting  limitations  upon  free  choice  of 
medical  services.  Further,  the  NMA  believes  it  is  inherent 
that  third-party  payors  accept  the  responsibility  to 
educate  their  subscribers  to  these  potential  limitations. 

The  Committee  recommends  the  above  statements  be 
adopted  by  the  House  of  Delegates. 


REPORT  OF  AD-HOC  COMMITTEE, 

LOW  LEVEL  RADIATION  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Omaha  - Chairman;  Prentiss  M.  Dettman,  M.D., 
Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  David  J.  Hoelting,  M.D.,  Pender; 
Ernest  O.  Jones,  Ph.D.,  Omaha;  Martin  R.  Lohff,  M.D.,  Omaha;  W.  E. 
Lundak,  M.D.,  Lincoln;  William  H.  Northwall,  M.D.,  Kearney;  Jerald  R. 
Schenken,  M.D.,  Omaha. 

The  Ad-hoc  Committee  on  Low  Level  Radioactive 
Waste  Disposal  has  conducted,  throughout  the  past  year, 
an  in-depth  analysis  of  the  issues  relating  to  handling  of 
low  level  radioactive  waste  in  our  state  and  region.  We 
have  studied  the  Legislative  Acts  at  both  the  federal  and 
state  levels  promulgated  to  provide  an  organized, 
systematic  approach  to/and  alleviation  of  the  problem. 

This  issue  is  of  vital  importance  to  our  patients  and  the 
public  at  large,  as  it  impacts  our  ability  to  provide  the  best 
in  medical  care.  While  the  relationship  to  the  practice  of 
Nuclear  Medicine  is  clearly  evident,  with  approximately 
three  million  imaging  procedures  annually,  other  uses, 
such  as  radioimmunoassay  procedures  (over  50  million 
procedures  per  year)  and  radioactive  materials  used  in 
therapy  (over  60,000  procedures  per  year),  swell  the  total 
direct  utilization  in  the  medical  community.  Less  evident 
but  of  equal,  if  not  greater  importance,  is  the  application 
of  radioactive  materials  in  research.  Radionuclides  are 
involved  in  about  30%  of  medical  investigation  endeavors. 
It  is  significant  to  note  that  well  over  90%  of  all  new 
therapeutic  drugs  developed,  require  evaluation  using 
radioactive  labeling  to  defme  pharmacokinetics  before 
being  approved  by  the  FDA.  Unfortunately,  despite  the 
breadth  of  medical  applications,  there  continues  to  be  a 
general  lack  of  awareness  in  the  health  care  community, 
and  the  public  at  large,  of  the  extent  to  which  our 
profession  depends  on  radionuclides.  Approximately  25% 
of  the  nearly  three  million  cubic  feet  of  low  level 
radioactive  waste  disposed  of  commercially  each  year  is 
medically  related. 

In  1980,  Congress  passed  the  Low  Level  Waste  Act 
(Act  96-573)  which  provided  for:  1)  Definition  of 
radioactive  waste;  2)  Closing  the  existing  sites  to  most  of 
the  nation  on  January  1,  1986;  3)  Making  low  level 
radioactive  waste  the  responsibility  of  the  state  in  which  is 
was  generated;  and  4)  Encouraging  the  formation  of 
interstate  “compacts”  to  deal  with  low  level  radioactive 
waste  in  a cooperative  regional  basis.  The  central  theme  of 
this  concept  of  “compacts”  was  to  develop  a legislative 
base,  between  two  or  more  states,  authorizing  the 
development  within  that  region  for  the  exclusive  use  of  the 
party  states.  Nebraska  has  accomplished  this  task  and  is  a 
member  of  the  Central  States  Compact,  having  suc- 
cessively met  the  milestones,  to  date,  mandated  by  the 
Federal  legislation. 

The  committee  primarily  conducted  its  evaluation  of 
the  issues  by  mail  with  a telephone  conference  call 
meeting  to  finalize  the  proposed  resolution  for  con- 
sideration by  the  governance  bodies  of  the  Nebraska 
Medical  Association.  Four  letters,  with  associated  material, 
were  disseminated  to  the  committee  members  for  their 
consideration  and  feedback  to  the  chairman.  In  turn, 
additional  input  was  summarized  by  the  chairman  and 
distributed  to  the  members,  along  with  their  recommended 
materials  for  review,  as  a part  of  the  feedback  process. 
Official  communications  were  sent  on  the  following  dates: 
August  20,  1987;  November  9,  1987;  December  2,  1987; 
and  March  15,  1988. 

The  teleconference  committee  meeting  was  conducted 
on  March  30, 1988.  At  this  time  the  committee  approved  a 
resolution  previously  sent  in  draft  form  with  the  official 
letter  of  March  15,  1988.  Following  approval  of  the 
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resolution,  the  committee  discussed  possible  actions  to 
operationally  implement  the  resolution,  when  and  if  it  is 
approved  by  the  NMA.  The  discussion  centered  primarily 
around  the  educational  role  of  the  association.  A number 
of  options  for  interaction  with  special  interest  groups, 
organizations,  and  the  public  at  large,  as  well  as  concerned 
individuals  were  considered.  This  spectrum  ranged  from 
public  media  interactions  (press  conferences,  press 
released,  “spots”  on  radio  and  TV)  through  group 
interactions  at  meetings  (speakers,  panels,  debates,  etc.) 
to  individual  counseling.  The  committee  recognized  the 
availability  of  expertise  on  the  subject  potentially  available, 
not  only  from  the  committee,  but  also  medical  specialty 
organizations  associated  with  the  NMA,  i.e.  The  Nebraska 
Radiological  Society  and  The  Nebraska  Association  of 
Nuclear  Physicians.  Similarly,  the  committee  noted 
resources  within  the  NMA  to  advise  on  issues  of  public 
relations,  as  well  as  serve  as  official  spokespersons  on 
policy  actions  which  might  grow  out  of  the  resolution 
consideration.  The  committee  will  await  guidance  and 
direction  on  these  matters,  and  will  remain  available  for 
action  directed  by  the  Association.  We  will  continue  to 
evaluate  and  update  our  database  on  this  vital  issue.  To 
this  end,  a fact  sheet  on  low  level  radioactive  waste 
disposal  is  being  developed,  directed  toward  an  en- 
lightened understanding  of  issues. 

We  believe,  after  careful  study  of  a considerable  volume 
of  available  material  on  the  subject,  that  we  should 
continue  to  move  expeditiously  toward  the  development 
and  operational  implementation  of  a low  level  radioactive 
waste  disposal  site  in  our  region  to  meet,  specifically,  the 
medically-related  needs  of  our  state  and  region,  as  well  as 
the  more  general  requirements  for  low  level  radioactive 
waste  disposal.  In  this  effort,  we  believe  that  it  is 
mandatory  that  medical  practitioners  and  scientists  be  in 
a position  to  speak  to  issues  related  to  the  health  of  our 
patients,  as  well  as  the  public  at  large,  in  matters  involving 
the  planning  and  operational  implementation  of  a low 
level  radioactive  waste  disposal  site  in  the  State  of 
Nebraska  and  the  Central  Interstate  Compact.  To  this 
end,  the  Ad-Hoc  Committee  on  Low  Level  Radioactive 
Waste  Disposal  offers  a resolution  for  consideration  by 
the  Nebraska  Medical  Association  House  of  Delegates. 

Resolution 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
long  standing  and  vital  commitment  to  the  health  and 
medical  care  of  the  people  of  the  State  of  Nebraska. 

WHEREAS,  the  Nebraska  Medical  Association  has  a 
key  role  in  the  education  of  our  patients  and  the  public  at 
large  through  the  dissemination  of  information  leading  to 
an  enlightened  understanding  of  health  matters. 

WHEREAS,  the  constituent  membership  of  the 
Nebraska  Medical  Association  provides  a resource  of 
expertise  in  knowledge  of  the  effects  of  ionizing  radiation, 
as  well  as  applications  and  benefits  from  the  use  of 
radioactive  materials  and  radiation  in  the  practice  of 
medicine. 

WHEREAS,  the  issues  related  to  the  consideration  of 
low  level  radioactive  waste  disposal  facilities  and  siting 
have  raised  concerns  with  regard  to  health  effects. 

WHEREAS,  these  concerns  and  the  definition  of  risks 
related  to  this  issue  have  been  clouded  by  emotional 
rhetoric,  as  well  as  political  agendas  not  directly  related  to 
the  issue  of  the  radiation  biological  effects  potential  of 
such  facilities. 

WHEREAS,  the  requirements  for  low  level  radioactive 


waste  disposal  are  inexorably  connected  to  the  practice  of 
medicine,  not  only  related  to  concerns  about  the  effects  of 
ionizing  radiation,  but  also  the  application  of  radioactive 
materials  and  radiation  in  the  practice  of  medicine. 

WHEREAS,  the  continuing  advances  in  medical  re- 
search are  likewise  intimately  interrelated  to  the  applica- 
tion of  radioactive  materials  and  ionizing  radiation  to  the 
evolution  of  new  concepts  in  diagnosis  and  treatment  of 
disease. 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association: 

- Supports  the  logical,  carefully  considered  implementa- 
tion of  federal  and  state  legislation  directed  toward  the 
solution  of  the  issues  of  low  level  radioactive  waste 
disposal  in  our  state  and  region,  by  the  establishment  of  a 
facility  in  our  state. 

- Believes  it  vital  that  advice  and  counsel  related  to 
decisions  on  implementation  of  operational  elements  of 
the  legislation,  i.e.,  siting,  construction,  and  operation  of 
such  facilities,  always  include  representation  of  medical 
practitioners  and  medical  scientists  to  insure  appropriate 
consideration  of  medical  and  health  related  issues. 

- To  this  end,  the  Nebraska  Medical  Association  offers 
its  expertise  for  the  purpose  of  insuring  the  continuing 
excellence  in  medical  care  in  our  contemporary  health 
care  delivery  system  and  the  provision  for  vital  health- 
related  information  in  the  decision  making  process  of 
governmental  actions  and  activities. 

- The  Nebraska  Medical  Association  urgently  recom- 
mends that  individuals  in  authority  in  the  executive, 
legislative,  and  judicial  areas  of  our  state  government,  as 
well  as  the  people  of  our  state  at  large  give  consideration 
to  and  search  for  an  enlightened  understanding  of  the 
issues  related  to  low  level  radioactive  waste  disposal  in 
our  state  and  region. 


REPORT  OF  THE  AD-HOC 
COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Lincoln  - Chairman;  Judith  A.  Butler,  M.D., 
Superior;  Dale  W.  Ebers,  M.D.,  Lincoln;  Vernon  Garwood,  M.D.,  Lincoln; 
Russell  L.  Gorthey,  M.D.,  Lincoln;  Roger  A.  Jacobs,  M.D.,  Seward;  Ronald 
Klutman,  M.D.,  Columbus;  Paul  F.  Meyer,  M.D.,  Aurora;  Dale  E.  Michels, 
M.D.,  Lincoln;  Harold  M.  Nordlund,  M.D.,  York;  Richard  B.  Svehla,  M.D., 
Omaha;  M.  Allen  Tompkins,  M.D.,  Grand  Island. 

In  response  to  growing  frustration  on  the  part  of 
physicians  in  dealing  with  the  Medicaid  facilities  within 
the  State  of  Nebraska  and  to  increasing  reports  of  the  lack 
of  availability  of  medical  services  to  low  income  and 
indigent  residents,  the  Nebraska  Medical  Association 
expanded  the  previous  committee  to  be  further  re- 
presentative of  all  medical  discipline.  On  Thursday, 
March  17,  1988,  in  the  chambers  of  the  Nebraska  Medical 
Association,  a majority  of  this  committee  met  with  ranking 
representatives  of  the  Nebraska  Department  of  Social 
Services.  The  restraints  of  space  preclude  reporting  of  all 
of  the  excellent  comments  made  during  this  3Mi  hour 
meeting,  but  the  minutes  are  available  to  all  interested 
parties.  I will  attempt,  however,  to  briefly  summarize  in 
the  paragraphs  to  follow. 

It  is  obvious  that  over  the  past  four  years  the  Nebraska 
Department  of  Social  Services  (NDSS)  has  experienced 
increasing  fiscal  pressure  from  the  state  Legislature  to 
stifle  further  expansions  of  its  budget  while  not  restricting 
services.  In  1987  alone,  the  number  of  eligible  patients 
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increased  from  62,000  to  90,000.  In  years  past,  the  urban 
patient  population  far  exceeded  that  in  rural  areas  but 
presently  there  has  been  a 3-to-l  increase  in  the  number 
of  eligible  rural  patients  such  that  the  numbers  in  these 
areas  are  now  equal.  Further,  the  number  and  breadth  of 
sophisticated  services  which  are  presently  available  and 
covered  by  Medicaid  reimbursement  have  increased. 
Consequently,  Medicaid  expenditures  for  physician 
services  have  increased  from  $11,900,000  in  1983  to 
$20,155,000  in  1987.  In-patient  hospital  expenditures 
have  increased  from  $30,700,000  to  $47,500,000  during 
the  same  period.  Utilizing  information  and  statistics 
generated  from  within  their  industry,  NDSS  chose  to 
charge  Sunderbruch  Corp.  with  a review  funciton  in  an 
attempt  to  eliminate  unnecessary  physician  and  hosptial 
services  albeit  at  a cost  of  over  $800,000  for  an  18  month 
period.  While  this  was  accomplished  without  physician 
input,  it  was  with  the  blessing  of  the  Nebraska  State 
Legislature.  The  performance  of  Sunderbruch  is  re- 
viewable  on  a six  month  basis  during  their  contract,  and 
the  NDSS  has  been  assured  that  the  cost  will  at  least  be 
equalled  by  saving  generated  by  the  review  process.  In 
addition,  NDSS  anticipates  the  results  of  the  Harvard 
relative  value  study  within  the  next  three  months  and  is 
looking  at  this  in  addition  to  the  possibility  of  a fee 
schedule  reimbursement  plan  (as  presently  used  by  a 
number  of  other  states)  in  an  attempt  to  simplify  and 
make  more  equitable  payments  to  providers.  While  no  true 
“crisis”  exists  in  the  provision  or  the  accessibility  to 
medical  services,  there  is  in  both  the  rural  and  the  urban 
areas  a definite  problem,  particularly  in  obstetrics, 
pediatrics,  as  well  as  other  primary  care  specialties,  in  that 
new  Medicaid  patients  are  not  able  to  obtain  such 
services.  At  this  time,  the  “gap”  is  being  filled  by  training 
programs  in  some  regions,  and  yet  there  still  is  a definite 
problem  in  timely  accessibility. 

Over  the  past  five  years,  physicians  have  seen  an 
evolution  in  the  fee  for  service  provision  of  medical 
services  wherein  now,  very  few  patients  pay  at  the  time 
the  service  is  provided,  but  rather  submit  a form  or  card 
for  third  party  reimbursement.  This  has  generated  an 
entirely  new  “language”  by  which  providers  must  learn  to 
communicate  with  third  party  carriers  through  “coding” 
and  to  accurately  describe  services  rendered. 

Lack  of  familiarity  and  changing  of  codes  on  a not 
infrequent  basis  have  created  great  frustration  for 
individual  physicians  as  well  as  for  specialty  groups  of 
physicians,  particulary  when  “usual  and  customary” 
dictates  the  reimbursement.  The  latter  situation  mandates 
accurate  description  by  each  practitioner  as  inaccuracy  by 
one  may  well  subject  the  entire  group  providing  that 
service  to  an  inappropriately  small  reimbursement.  This 
has  increased  the  complexity  of  providing  medical  service 
as  well  as  increased  the  overhead  due  to  more  paperwork 
and  phone  calls.  During  a time  of  already  escalating 
expenses  either  due  to  office  costs  or  malpractice 
insurance,  and  with  the  lack  of  parallel  increase  in 
Medicaid  reimbursement  (the  fees  have  not  been  upgraded 
since  1985),  frustration  and  unhappiness  with  the  system 
among  physicians  have  spread.  The  “straw”  in  this  has 
obviously  been  the  appearance  of  Sunderbruch  Corp.  and 
for  a number  of  physicians  or  groups  this  has  been  the 
“final  straw”.  Even  physicians  who  conscientiously  over 
the  years  have  accepted  Medicaid  patients,  realizing  no 
profit  margin  after  payment  of  overhead,  have  begun  to 
leave  the  ranks  of  participating  physicians  as  in  the  past 
year  or  two  they  have  begun  to  not  only  lose  money,  but 
also  realize  greater  frustration  in  obtaining  what  re- 
imbursement there  is.  Participation  previously  was  not 
equitable  among  all  Nebraska  physicians  and  as  a matter 
of  fact  some  physician  groups  in  all  areas  cared  for  a 


disproportionately  large  number  of  Medicaid  patients  as 
other  physician  groups  in  similar  specialites  “opted  out”  of 
what  should  be  the  responsibility  of  all  of  us  in  return  for 
the  privilege  of  practicing  medicine  within  our  state. 
Those  who  continue  to  care  for  this  patient  group  are  to 
be  commended  while  the  responsibility  for  at  least  part  of 
the  present  Medicaid  problem  must  be  laid  at  the  feet  of 
those  individuals  who  never  have  chosen  to  participate. 

As  this  first  meeting  came  to  an  end,  it  was  clear  that  no 
immediate  solutions  were  at  hand.  Each  group,  however, 
came  away  with  a substantially  greater  appreciation  for 
the  problems  of  the  other,  and  there  was  a mutual 
agreement  and  enthusiasm  to  reconvene  in  the  not  too 
distant  furture  to  work  toward  a solution.  It  is  obvious  that 
more  accurate  information  characterizing  the  expenditures 
of  the  Medicaid  program  must  be  available  in  order  to 
identify  where  the  increases  lie  and  whether  these 
increases  are  justifiable.  A more  equitable  and  hopefully 
simplified  reimbursement  plan  must  be  worked  out  and 
there  is  definite  need  and  potential  for  input  from  this  Ad- 
Hoc  Committee  or  individual  members  of  the  NMA 
(within  the  confines  of  FTC  regulations)  to  achieve  that 
goal.  The  Department  of  Social  Services  must  expand  its 
capability  for  data  retrieval  and  analysis  and  must  be 
willing  with  the  support  of  the  Nebraska  Medical 
Association  to  present  this  information  as  justification  for 
expanding  Medicaid  allocation  in  each  year's  fiscal 
budget,  the  performance  of  Sunderbruch  Corp.  must  be 
reviewed  as  often  as  possible  to  assure  that  they  are 
performing  properly  and  to  identify  as  quickly  as  possible 
if  their  presence  in  this  situation  is  not  proving  to  be 
fiscally  positive  (as  most  of  us  anticipate  it  will  not).  These 
constituted  suggestions  from  the  Ad-Hoc  Committee  to 
members  of  NDSS  and  will  serve  as  topical  material  for 
future  meetings  between  the  groups. 

We,  as  physicians,  however,  must  recognize  our 
responsibilities  in  this  situation.  Your  Ad-Hoc  Committee 
will  continue  to  participate  at  whatever  frequency  will 
serve  to  contribute  to  a speedy  resolution  of  the  situation. 
In  order  to  avoid  potentially  hasty,  stop-gap  solutions 
which  may  prove  to  be  rather  permanent  (such  as  that 
implemented  in  the  state  of  Massachusettes),  it  is 
important  for  all  physicians  to  make  a commitment  to 
fulfill  their  moral  responsiblity  to  provide  medical  care  to 
this  very  needy  and  deserving  sector  of  our  population.  In 
order  to  achieve  this  and  to  realize  under  the  present 
circumstances  as  much  remunerization  as  possible, 
physicians  must  accept  the  realities  of  the  necessity  of 
learning  a “new  language”  in  order  to  accurately 
communicate  with  Medicaid  as  well  as  other  third  party 
carriers.  To  do  otherwise  not  only  does  a disservice  to 
themselves  individually  but  to  their  peers  as  a group. 

Finally,  I would  suggest  that  any  members  of  the 
Nebraska  Medical  Association  who  have  comments  or 
suggestions  communicate  these  to  the  members  of  the  Ad- 
Hoc  Committee  representing  their  specialty  or  their 
geographical  area,  or  directly  to  the  Nebraska  Medical 
Association.  I am  optimistic  that  a satisfactory  solution 
will  be  forthcoming,  but  I am  also  concerned  that  our 
window  of  opportunity  is  here  and  now  and  if  such  a 
solution  with  our  participation  is  not  forthcoming  we  may 
not  have  the  opportunity  again. 

REPORT  OF  THE  AD-HOC 

COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Norfolk,  Chairman;  David  L Bacon,  M.D., 
Kearney;  Warren  G.  Bosley,  M.D.,  Grand  Island;  Ernest  WT.  Chupp,  M.D., 
Omaha;  F.  M.  Gawecki.  M.D..  Papillion;  Dwaine  J.  Peetz.  M.D.,  Neligh; 
Kichard  M.  Pitsch,  Jr.,  M.D.,  Lincoln.  Herbert  E.  Keese,  M.D.,  Lincoln; 
Blame  Y.  Roffman,  M.D.,  Omaha. 
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Your  Professional  Liability  Committee  has  met  on  two 
occasions  since  the  last  meeting  of  the  House  of 
Delegates.  These  meetings  have  been  for  the  purpose  of 
communication  with  the  Insurance  Commissioner’s  office, 
St.  Paul  Insurance  Company  and  the  Medical  Liability 
Mutual  Insurance  Company  and  have  been  fruitful  and 
amicable  in  nature. 

Our  meetings  and  communications  with  Mr.  Bill 
McCartney,  the  State  of  Nebraska  Insurance  Com- 
missioner, have  been  for  the  purposes  of  communication 
and  mutual  self-help.  We  have  been  informed  by  his  office 
that  over  the  past  three  years  the  excess  liability  fund 
created  by  the  surcharges  on  our  insurance  premiums  has 
increased  in  round  figures  from  $7  million  dollars  in  1985 
to  $11  million  in  1986  to  approximately  $15  million 
dollars  in  1987.  This  increase  has  caused  the  Insurance 
Commission  to  decrease  the  surcharge  from  50%  to  45% 
of  our  base  premiums.  There  has  been  no  reduction  in 
surcharges  on  Nebraska  hospitals.  No  significant  problems 
have  been  encountered  in  this  regard  through  the 
independent  actuarial  studies  done  by  Coopers  and 
Lybrand  in  their  report  as  of  December  31,  1987. 

Additionally  we  have  alerted  the  Insurance  Com- 
missioner’s office  to  the  illegal  solicitation  (for  insurance 
coverage  purposes  of  Nebraska  physicians)  by  an  out-of- 
state  “insurance  company”  and  through  this  mechanism 
have  arranged  a cease  and  desist  order  against  this 
company  (actually  two  companies  by  name  with  a common 
board  of  directors).  In  addition  we  have  been  watching  the 
progress,  both  through  the  news  media  and  through  the 
Insurance  Commissioner’s  office  and  through  out-of-state 
contacts,  of  the  development  of  the  “Physicians  Preferred” 
Insurance  Company  which  is  a newly  arranged  takeover 
and  re-organization  of  what  had  been  The  Hospital 
Mutual  Insurance  Company  in  Nebraska.  This  has  now 
been  taken  over  by  a consortium  of  Catholic  associated 
groups  and  the  company  has  been  re-organized  as  a stock 
company  and  is  currently  writing  insurance  in  Arkansas 
and  prospectively,  at  least,  in  Missouri  and  Kansas.  We 
would  anticipate  the  entry  of  this  company  in  Nebraska  if 
their  sales  plans  meet  with  success  in  these  other  states. 

We  would  call  to  your  attention  the  graphs  of 
“frequency”  and  “severity”  of  Professional  Liability 
claims  and  actions  both  as  they  relate  to  United  States 
figures  and  Nebraska  figures  as  obtained  through  the  St. 
Paul  Company.  There  is  evidence  to  indicate  that  the 
trends  as  shown  on  these  graphs  are  continuing.  Spec- 
ifically, this  relates  to  a slightly  decreased  incidence  of 
claims  but  a continued  increase  in  severity  of  settlements 
and  judgements. 

It  is  of  interest  to  note  there  has  been  in  the  most  recent 
period  a significant  decrease  in  premiums  of  St.  Paul  and 
an  increase  in  premiums  of  both  Medical  Protective  and 
Medical  Liability  Mutual.  As  near  as  can  be  ascertained, 
these  changes  were  actuarily  sound. 

Nebraska  physicians  need  to  be  continually  reminded 
that  their  compliance  with  Nebraska  statutes  for  coverage 
under  the  Nebraska  law  requires  that  they,  the  physicians, 
take  the  initiative  to  obtain  this  participation  (three 
requirements  - obtain  200-600  insurance  coverage,  post 
sign  in  office,  pay  surcharge).  This  is  particularly  true  not 
only  with  initial  compliance  with  the  law  upon  the 
beginning  of  their  practice  in  Nebraska  but  also  upon 
termination  of  this  practice  as  in  death,  disability  or 
retirement.  A number  of  instances  have  occurred  in  which 
Nebraska  physicians  have  either  not  complied  and  hence 
not  taken  benefit  of  the  law  in  initiation  of  their  practice, 
or  through  inadvertent  oversight  have  neglected  to  make 
certain  that  they  had  appropriate  tail-end  coverage  upon 


completion  of  their  practice.  To  this  end,  the  physician 
must  make  certain  that  all  premiums  have  been  paid,  that 
the  covering  insurance  company  has  been  notified,  and 
that  any  applicable  endorsement  has  been  obtained  from 
the  insurance  company,  and  that  the  Insurance  Com- 
missioner’s office  should  be  appropriately  appraised  so 
that  some  documentation  exists  from  that  office  in 
recognition  of  the  status  of  the  physician. 

Your  committee  is  currently  researching  and  has 
obtained  educational  material  which  we  consider  to  be 
extremely  valuable  in  preparation  of  the  physician  who  is 
faced  with  a summons  and  hence  interrogatories,  de- 
positions, and  potential  trial  appearance.  We  have  found 
that  a great  many  physicians  have  been  inappropriately 
advised  or  not  advised  at  all  with  regard  to  these  matters 
and  accordingly  have  not  acted  in  their  own  best  interests. 
A meeting  has  been  arranged  to  further  develop  this 
material  including  the  cost  sharing  and  printing  and 
distribution  of  such  material  with  the  St.  Paul  Company. 

A meeting  has  been  arranged  for  May  4,  1988,  between 
your  committee  and  representatives  of  the  St.  Paul 
Company.  This  is  for  the  development  of  further 
communications  between  the  State  Association  members 
and  the  insurance  company.  At  that  same  time  a meeting 
has  been  arranged  between  the  Medical  Protective 
Company  and  your  committee  for  exploration  of  whatever 
plans  the  company  has  for  its  relationship  with  physicians 
in  Nebraska  and  in  other  states.  Specifically,  it  would 
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appear  that  Medical  Protective  has  become  increasingly 
stringent  in  coverage  and  has  significantly  in  some  states 
altered  physician  classifications  to  put  some  physicians  in 
higher  risk  brackets  and  hence  in  higher  premium 
brackets. 

Your  committee  chairman  is  apologetic  over  his 
inability  to  meet  with  the  House  of  Delegates  at  this  time. 
A meeting  conflict  has  occurred  with  the  annual  meeting 
of  the  Federation  of  State  Medical  Boards  which  is 
unavoidable. 


REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman,  Mark  A.  Christensen,  M.D., 
Omaha;  David  L.  Bacon,  M.D.,  Kearney;  Robert  A.  Beer,  M.D.,  Omaha; 
Richard  A.  Hranac.  M.D.,  Kearney;  Lawrence  Bausch.M.D.,  Lincoln;  Sheryl 
Pitner,  Omaha;  Richard  M.  Tempero,  M.D.,  Omaha;  Donald  E.  Waltemath, 
M.D.,  Lincoln;  Rick  J.  W indie,  M.D.,  Lincoln;  Richard  S.  Yates,  M.D., 
Lincoln;  Eugene  M.  Zweiback,  M.D.,  Omaha. 

The  1988  Annual  Session  format  reflects  the  changes 
presented  to  the  House  of  Delegates  at  the  1987  Fall 
Session.  The  primary  change  involves  scheduling  the 
House  of  Delegates  on  Friday  and  Sunday  rather  than 
Sunday  and  Tuesday  as  was  the  case  at  the  1987  Annual 
Session.  The  scientific  programming  remains  primarily  on 
Friday  and  Saturday  and  socio-economic  programming  is 
scheduled  on  Saturday,  Sunday  and  Monday.  In  addition, 
the  Inaugural  Banquet  and  Fun  Night  have  been 
combined  and  will  take  place  on  Saturday  evening. 

Once  again,  several  specialty  societies  will  be  presenting 
scientific  programming  on  Friday  and  Saturday.  We 
greatly  appreciate  the  participation  of  these  groups  in  our 
Annual  Session. 

The  Committee  feels  that  the  change  in  format  will 
accomodate  attendance  by  a larger  number  of  Association 
members. 


NMA  TASK  FORCE  ON  AIDS 

Monte  M.  Scott,  M.D.,  Lincoln  - Chairman;  Samuel  E.  Boon,  M.D., 
Lincoln;  Jane  S.  Roccaforte,  M.D.,  Omaha;  Robert  C.  Rosenlol,  M.D., 
Kearney;  Philip  W.  Smith,  M.D.,  Omaha;  Scot  C.  Sorensen,  M.D.,  Lincoln. 

The  Task  Force  has  met  to  cover  a wide  range  of  AIDS 
related  problems.  We  have  considered  ethical  issues, 
education  of  both  professional  and  public  sectors,  and 
prevention  as  regards  to  health  care  workers  and  the 
public.  We  have  reviewed  material  from  the  AMA,  The 
Medical  Literature,  various  AIDS  experts,  and  from 
similar  Task  Forces  in  other  states.  We  have  established 
liaison  with  the  Omaha  Task  Force. 

During  the  present  legislative  session,  we  have  reviewed 
all  of  the  proposed  AIDS  bills,  expressing  an  opinion  on 
those  that  are  worthy  of  the  support  of  the  NMA,  and 
giving  our  opinions  about  those  which  we  feel  for  one 
reason  or  another  would  be  detrimental.  We  have 
conferred  with  Pamela  Hastings  Carrier,  the  NMA  legal 
counsel,  regarding  proper  wording  and  amendments  to  LB 
1070  that  concerns  AIDS  exposure  to  EMT's  and 
morticians.  The  Task  Force  plans  to  continue  monitoring 
the  AIDS  situation  as  it  develops  within  the  state.  We 
hope  to  serve  as  a source  of  accurate  information  for 
physicians  and  public  and  will  continue  to  consider 
medical,  legal,  and  ethical  issues  as  they  arise. 


REPORT  OF  THE 
NMA  PRO  OVERIEW  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Lincoln  - Chairman;  David  Bacon,  M.D., 
Kearney;  Steven  T.  Bailey,  M.D.,  Omaha;  A.  H.  Bergman,  M.D.,  Fremont; 
Dennis  M.  Connolly,  M.D.,  Lincoln;  Carl  J.  Cornelius,  Jr.,  M.D.,  Sidney; 
Richard  A.  Cottingham,  M.D.,  McCook;  Francis  D.  Donahue,  M.D.,  Omaha; 
Daniel  S.  Durrie,  M.D.,  Omaha;  John  F.  Fitzgibbons,  M.D.,  Omaha;  C.  T. 
Frenchs,  M.D.,  Beatrice;  Gordon  J.  Hrnicek,  M.D.,  Grand  Island;  Frederick 
F.  Paustian,  M.D.,  Omaha;  Richard  A.  Raymond,  M.D.,  O’Neill;  Herbert  E. 
Reese,  M.D.,  Lincoln. 

Your  PRO  Overview  Committee  met  in  January,  1988. 
Since  the  fall  meeting  of  the  House  of  Delegates,  NMA, 
this  committee  has  requested  and  the  NMA  staff  has 
obtained  a copy  of  the  current  PRO  contract  between 
HCFA  and  Iowa  Foundation  for  Medical  Care.  This 
contract  is  in  the  office  of  the  Nebraska  Medical 
Association  and  available  for  review  by  any  member  of  the 
Nebraska  Medical  Association.  Any  portion  of  this 
contract  can  be  duplicated  and  sent  to  interested 
members  or  committees  of  the  NMA. 

A second  meeting  was  anticipated  in  February  of  1988, 
with  invited  guests  of  the  PRO  Overview  Committee 
being  representatives  from  Sunderbruch  Corporation  of 
Nebraska,  Iowa  Foundation  for  Medical  Care,  repre- 
sentative(s)  from  the  HCFA  Kansas  City  regional  office 
and  members  of  our  Nebraska  congressional  delegation. 
During  this  timespan  from  January  to  March,  the 
Nebraska  Medical  Association  Board  of  Directors  sub- 
mitted a proposal  to  the  Sunderbruch  Corporation  of 
Nebraska  suggesting,  among  other  things,  a more  effective 
input  into  (a)  review  and  advising  on  the  next  contract 
with  HCFA,  (b)  appointment  of  members  to  the  various 
committees,  i.e.,  quality  assurance,  internal  validity  and 
others  and  (c)  exploring  a more  effective  role  for  NFMC  in 
determining  TSCN  policies.  Further,  during  this  timespan 
there  was  debate  by  the  Board  of  Directors  of  the  NMA  as 
to  whether  the  NFMC  should  continue  in  existence  in  its 
current  form. 

Because  of  these  considerations,  particularly  the 
proposal  by  the  Nebraska  Medical  Association  which  was 
before  the  TSCN  governing  board,  the  February  meeting 
was  not  held.  We  were  concerned  about  the  Nebraska 
Medical  Association  Board  of  Directors  proposing  a more 
direct  role  in  peer  view  through  the  PRO  and  on  the  other 
hand,  of  a committee  of  the  NMA  potentially  preparing  for 
a more  adversarial  relationship  with  that  same  PRO. 
Thus,  we  felt  that  this  was  not  the  most  propitious  time  to 
have  a joint  meeting  with  the  above  parties.  During  the 
January  meeting,  discussion  of  the  NFMC  relationship  to 
both  NMA  and  TSCN  occurred.  The  committee  realized 
that  the  Board  of  Directors  and  ultimately  the  House  of 
Delegates  would  make  this  decision.  Nevertheless,  certain 
members  of  the  committee  felt  that  the  NMA  should  make 
every  effort  to  be  sure  that  Sunderbruch  did  not  obtain 
the  next  contract.  The  majority  of  the  committee 
members  felt  that  the  NMA  possible  through  the  NFMC 
should  remain  very  active  in  the  PRO  process  so  that 
some,  if  not  optimal,  control  over  the  PRO  process  could 
be  maintained. 

It  was  noted  that  no  sanctions  had  been  administered 
against  Nebraska  physicians  as  of  January,  1988.  The 
group  felt  it  was  of  utmost  importance  that  the  NMA 
retain  control  over  the  appointment  of  physicians  to  the 
CRC  committee  and  the  advisory  committee.  It  was  felt 
that  there  has  been  improvement  in  the  quality  of  review 
as  compared  to  one  year  ago.  The  communication  of 
policies  of  the  TSCN  to  the  medical  community  has 
improved  smce  Mr.  Ken  Neff  has  been  associated  with 
TSCN.  A corrective  action  plan  for  physicians  who  might 
face  sanctions  was  discussed  as  an  important  future 
function  of  the  PRO  Overview  Committee. 
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As  of  this  report,  the  Board  of  Directors  of  NMA  have 
recommended  that  the  NFMC  be  divorced  from  any 
direct  connection  with  TSCN  but  that  it  remain  as  a 
corporate  entity.  If  the  House  of  Delegates  endorsed  this 
recommendation,  the  PRO  Overview  Committee  can 
anticipate  becoming  more  vocal/effective  in  its  advocacy 
of  Nebraska  physicians  without  apparent  conflict  with 
other  entities  of  the  NMA. 


REPORT  OF  THE  AD-HOC 
COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Lincoln  - Chairman;  Warren  G.  Bosley,  M.D., 
Grand  Island;  Glen  F.  Lau,  M.D.,  Lincoln;  Richard  C.  Olney,  M.D.,  Lincoln; 
John  L.  Reed,  M.D.,  Lincoln;  Stanley  M.  Truhlsen,  M.D.,  Omaha. 

The  Committee  has  held  two  meetings  since  the  1987 
Fall  Session  and  will  meet  again  prior  to  the  1988  Annual 
Session. 

We  have  met  primarily  to  discuss  the  Health  Gallery 
that  is  housed  in  the  University  of  Nebraska  State 
Museum.  Doctor  Hugh  Genoways,  the  Director  of  the 
Museum,  has  been  present  at  both  meetings  to  discuss  the 
gallery  with  the  Committee. 

Our  initial  discussion  centered  around  the  concept  of 
being  involved  in  the  preparation  of  encounter  kits  which 
are  distributed  to  Nebraska  schools  and  provide  a hands- 
on  teaching  mechanism.  The  Committee  is  considering 
whether  to  become  involved  in  financing  one  or  more  of 
the  kits  which  would  be  focused  on  a mutually-determined 
health  subject. 

The  Health  Gallery  fund  totals  approximately  $90,000 
at  the  present  time.  The  Committee’s  concept,  at  the 
present  time,  is  to  utilize  only  the  funds  being  earned  on 
the  account  for  programming  activities.  In  addition, 
approximately  $9,000  of  gallery  funds  still  remain  on 
deposit  in  the  University  of  Nebraska  Foundation. 

The  second  area  being  discussed  relates  to  structural 
revisions  being  considered  for  the  Health  Gallery  area  in 
the  museum.  State  monies  have  been  appropriated  to 
install  the  climate  control  system,  to  move  or  alter  walls, 
etc.  The  Committee  has  been  asked  to  provide  input  and 
suggestions  regarding  the  renovation  of  the  gallery  area. 
The  next  meeting  of  the  Committee  will  specifically 
address  that  issue. 

The  Committee  remains  quite  active  regarding  the 
Health  Gallery  and  will  apprise  the  House  of  future 
decisions  as  they  are  made.  We  welcome  input  and 
support  from  members  of  the  Association. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer,  M.D.,  Kearney  - Chairman. 

Section  On  Maternal  Mortality  Review 

George  M.  Adam,  M.D.,  Hastings;  James  G.  Cummins,  M.D.,  Omaha;  L. 
Palmer  Johnson,  M.D.,  Lincoln;  Gary  D.  Milius,  M.D.,  Lincoln;  William  F. 
Kaybum,  M.D.,  Omaha;  William  L.  Rumbolz,  M.D..  Omaha;  Larry  Wilson, 
M.D.,  Gothenburg. 

Section  On  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D.,  Lincoln;  Stacie  R.  Bleicher,  M.D.,  Lincoln; 
Robert  M.  Nelson,  M.D.,  Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health 
has  dealt  with  several  issues. 


The  Maternal  Mortality  Review  is  in  its  25th  year  of 
review.  Special  thanks  are  to  be  given  to  Dr.  Rumbolz  for 
his  leading  this  review.  Without  the  cooperation  of  the 
physicians  in  the  State  of  Nebraska  and  the  State  Health 
Department,  this  would  not  be  possible.  There  were  four 
deaths  of  mothers  who  were  pregnant.  Two  of  these 
involved  automobile  accidents,  the  third  involved  a 
patient  with  lymphoma  who  dies  of  a septic  shock.  There 
were  two  indirect  obstetrical  deaths.  One  occurred  in  a 
mother  who  dies  at  31‘/z  weeks  gestation  with  a ruptured 
cerebral  mycotic  aneurysm  secondary  to  bacterial  endo- 
carditis and  a mitral  valve  abnormality.  There  was  a 30 
year  old  who  died  of  severe  preeclampsia,  apparently 
following  a cardiac  arrest  with  adult  respiratory  distress 
syndrome  and  a tension  pneumothorax.  The  other  direct 
obstetrical  death  followed  a Cesarean  section  for  pre- 
mature labor  with  breech  delivery  and  toxemia. 

No  perinatal  review  has  been  carried  out  by  this 
Committee  in  the  last  year.  It  is  hoped,  with  reorganization 
of  the  Maternal  and  Child  Health  Division  of  the  State 
Health  Department,  that  we  will  be  able  to  again 
undertake  this  review. 

The  Committee  has  also  had  discussions  with  the 
Department  of  Social  Services  regarding  the  B.  Doe 
regulations.  In  1985,  the  Ad-Hoc  Committee  on  Maternal 
and  Child  Health  signed  an  agreement  with  the  Depart- 
ment of  Social  Services  offering  consulting  services  to  the 
Department  of  Social  Services  in  situations  where  infants 
were  hospitalized  and  there  were  concerns  about  medical 
care  or  withdrawing  of  medical  care.  The  Department  of 
Social  Services  had  asked  that  we  expand  this  to  provide 
them  initial  investigation  and  review  of  any  suspected 
case  of  medical  neglect.  The  Chairman,  the  Executive 
Director  of  the  NMA  (Nebraska  Medical  Association)  and 
the  legal  counsel  for  the  NMA  met  with  the  Medical 
Director  of  the  Department  of  Social  Services,  the  Chief 
Child  Protective  Service  Worker  of  the  Department  of 
Social  Services,  and  the  legal  counsel  of  the  Department 
of  Social  Services.  This  issue  subsequently  has  been 
discussed  by  the  Ad-Hoc  Committee  at  length.  A letter 
has  been  written  to  the  Department  of  Social  Services 
stating  that  the  Ad-Hoc  Committee  on  Maternal  and 
Child  Health  has  no  authority  for  initial  investigation  and 
review  of  cases  involving  possible  medical  neglect.  They 
were  informed  that  they  could  contact  the  Board  of 
Directors  of  the  Nebraska  Medical  Association  for  further 
information. 

The  Ad-Hoc  Committee  has  discussed  recent  proposed 
revisions  in  the  birth  certificate  in  the  State  of  Nebraska. 
The  Department  of  Vital  Statistics  is  asking  for  input 
regrading  this  revision. 

The  Ad-Hoc  Committee  also  discussed  its  relationship 
with  the  State  Health  Department  and  the  Maternal  and 
Child/Nutrition  Division.  Dr.  Gregg  Wright  informed  us 
that  a review  of  this  Division,  as  well  as  a review  of  the 
Medically  Handicapped  Children’s  Program  (formerly  the 
SCC  Program)  has  been  requested  from  the  federal 
government.  He  suspects  that  this  external  review  will  be 
carried  out  sometime  later  this  year,  as  well  as  an  internal 
review  of  his  program.  The  Ad-Hoc  Committee  informed 
Dr.  Wright  that  we  feel  it  is  very  important  that  we  have  a 
physician  director  of  the  Maternal  and  Child  Division  of 
the  State  Health  Department.  The  Committee  is  recom- 
mending to  the  House  of  Delegates  that  a letter  be  drafted 
to  Dr.  Wright  and  the  State  Health  Department  regarding 
the  Nebraska  Medical  Association’s  position  on  a physician 
director. 

The  Ad-Hoc  Committee  also  discussed  the  recent 
revisions  in  the  metabolic  screening  law  for  newborns  in 
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the  State  of  Nebraska.  There  is  a provision  in  the  new  law 
that  allows  the  State  Health  Department  to  initiate  any 
further  metabolic  tests  on  newborns  at  their  discretion.  It 
is  the  feeling  of  the  Committee  that  the  Nebraska  Medical 
Association  should  have  input  into  any  changes  in  the 
metabolic  screening  program  in  the  State  of  Nebraska. 
The  Committee  recommends  to  the  House  of  Delegates 
that  a letter  be  written  from  the  Medical  Association  to 
the  Director  of  the  State  Health  Department  requesting 
that  the  Nebraska  Medical  Association  have  input  into 
any  changes  in  the  metabolic  screening  programs  in  the 
State  of  Nebraska. 

The  Chairman  of  the  Ad-Hoc  Committee  has  recently 
been  appointed  to  the  State  Health  Department  Ad-Hoc 
Committee  for  Setting  Standards  (Guidelines)  for 
Perinatal  Care  in  the  State  of  Nebraska.  These  standards 
will  be  developed  for  Level  I,  Level  II  and  Level  III 
facilities  and  will  essentially  develop  minimal  standards 
for  each  level.  Iowa,  Kansas  and  Colorado  have  developed 
standards  for  perinatal  care.  The  Chairman  of  the  Ad-Hoc 
Committee  will  attempt  to  keep  the  membership  informed 
on  the  progress  of  these  guidelines  or  standards. 


REPORT  OF  THE 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Omaha  - Chairman;  Robert  L.  Bass,  M.D., 
Omaha;  Warren  G.  Bosley,  M.D.,  Grand  Island;  Patrick  E.  Brookhouser, 
M.D.,  Omaha;  Charles  F.  Damico.  M.D.,  Hastings;  Charles  A.  Dobry,  M.D., 
Omaha;  A.  Dean  Gilg,  M.D.,  Lincoln;  William  E.  Lundak,  M.D.,  Lincoln; 
Richard  L.  O’Brien,  Omaha;  Dwaine  J.  Peetz,  Jr.,  M.D.,  Omaha;  Joseph  C. 
Scott,  M.D.,  Omaha;  Robert  H.  Waldman,  M.D.,  Omaha;  Donna  Earnshaw, 
Omaha. 

The  Commission  on  Medical  Education  has  not 
conducted  any  meetings  since  the  last  meeting  of  the 
House  of  Delegates,  September  11-12,  1987. 

The  Commission  is  currently  in  the  process  of  receiving 
progress  reports  as  per  scheduled  request  of  the  sponsors 
of  continuing  medical  education  programs  within  the 
State  of  Nebraska.  Three  (3)  have  been  received  to  date 
and  will  be  reviewed. 

Seven  (7)  sponsors  of  continuing  medical  education 
within  the  State  of  Nebraska  will  undergo  a complete 
reaccreditation  review  of  1988.  Each  will  be  evaluated 
according  to  the  Commission  on  Medical  Education  new 
accreditation  system  established  in  1986  and  updated  in 
1987  and  early  1988  as  recommended  by  the  Accreditation 
Council  on  Continuing  Medical  Education. 


Board  of  Councilors 

The  Board  of  Councilors  met  on  April  29,  1988,  at  the 
Marriott  Hotel,  Omaha,  Nebraska. 

Members  present  were:  Drs.  Richard  Svehla,  Sushil 
Lacy,  C.  T.  Frerichs,  Roger  Massie,  Wm.  Chleborad, 
Robert  Quick,  Stanley  Nabity,  David  Little,  E.  A. 
Holyoke,  L.  Dwight  Cherry,  and  C.  A.  McWhorter. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
C.  T.  Frerichs. 

Dr.  Frerichs  called  for  approval  of  the  minutes  of  the 
Fall  Session  as  printed  in  the  December  issue  of  the 
Nebraska  Medical  Journal  and  these  were  approved  as 
printed. 


Dr.  Kelsey,  Chairman  of  the  Physician  Advocacy 
Committee,  addressed  the  Board  of  Councilors.  He 
indicated  that  this  program  needed  to  be  developed  in 
Greater  Nebraska  and  suggested  that  the  Councilors  work 
with  the  treatment  centers  throughout  the  state.  He 
suggested  that  the  Councilors  allot  an  hour  during  the  Fall 
Session  for  his  committee  to  discuss  this  advocacy 
Committee  and  discuss  their  program.  The  Councilors  in 
turn  will  then  work  with  the  treatment  centers. 

The  Councilors  discussed  the  reports  and  Resolutions 
contained  in  the  Handbook. 

The  requests  for  Life  Memberships  and  Associate 
Memberships  were  reviewed  by  the  Councilors  and  were 
approved  for  consideration  by  the  House  of  Delegates. 

Dr.  Holyoke  told  the  Councilors  that  he  was  resigning  his 
position  as  Councilor,  and  that  Dr.  Ronald  Asher  of  North 
Platte  had  agreed  to  serve  in  this  position  for  the  11th 
Councilor  District. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

House  of  Delegates 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
April  29,  1988,  at  the  Marriott  Hotel,  Omaha,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner,  a call  for  a quorum  was  made.  77 
delegates  were  present  and  the  meeting  was  declared  in 
session. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Fall  Session,  and  these  were  approved  as  printed  in  the 
December  issue  of  the  Nebraska  Medical  Journal. 

The  following  Fifty  Year  Practitioners  were  recognized 
by  the  House: 

Dr.  John  L.  Batty,  McCook 
Dr.  Ernest  E.  Colglazier,  Grant 
Dr.  Joseph  F.  Gross,  Omaha 
Dr.  Rush  W.  Karrer,  Scottsbluff 
Dr.  Don  E.  Murray,  Hastings 
Dr.  Willard  G.  Seng,  Denton 
Dr.  Lee  Stover,  Lincoln 

The  following  Fifty  Year  Practitioners  were  unable  to 
attend: 

Dr.  Chris  Bitner,  Sidney 

Dr.  Louis  J.  Ekeler,  Lincoln 

Dr.  Henry  J.  Lehnhoff,  Jr.,  Omaha 

Dr.  Francis  L.  Richards,  Kearney 

Dr.  Clarence  R.  Weber,  Holiday  Island,  Ark. 

The  following  oral  reports  were  presented: 

Mrs.  Albert  Strauss,  President-Elect,  AMA  Auxiliary 
Dr.  Robert  Waldman,  Dean,  University  of  Nebraska 
College  of  Medicine 

Phil  Essay,  Immediate  Past  President  NMA-MSC, 
UNMC 

Rodney  T.  Caniglia,  President,  NMA-MSC,  UNMC 
F.  Wm.  Karrer,  M.D.,  Chairman,  Ad-Hoc  Committee 
on  Tumor  Registry 

Dr.  Gregg  Wright,  Director,  State  Department  of 
Health 

Following  an  Executive  Session,  Reference  Committee 
assignments  were  made  as  follows: 
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REFERENCE  COMMITTEE  #1 
Report,  NMA  PRO  Overview  Committee 
Report,  Board  of  Directors,  Item  #2,  PRO  Overview 
Committee 

Report,  Board  of  Directors,  Item  #9,  PRO/Sunderbruch 
Report,  Board  of  Directors,  Item  #10,  PRO  Over- 
view Committee 

Report,  Board  of  Directors,  Item  #11,  PRO/Sunderbruch 
Report,  Board  of  Directors,  Item  #12,  Define  review  as 
the  practice  of  medicine 
Resolution  #1  - Gage  County  - PRO/HCFA 
Resolution  #9  - Southeast  Nebraska  - Quality  of  PRO 
Reviews 

Minutes,  Board  of  Councilors 

REFERENCE  COMMITTEE  #2 
Report,  University  of  Nebraska  College  of  Medicine 
Report,  Creighton  University  School  of  Medicine 
Report,  Board  of  Directors,  Item  #1,  Editor,  Nebraska 
Medical  Journal 

Report,  Board  of  Directors,  Item  #3,  Uncompensated 
Medical  Care 

Report,  Board  of  Directors,  Item  #7,  Physician 
dispensing 

Report,  Commission  on  Medical  Education 
Report,  Ad-Hoc  Committee  on  Health  Education  & 
Athletic  Medicine 

Report,  Ad-Hoc  Committee  on  Maternal  & Child 
Health 

REFERENCE  COMMITTEE  #3 
Report,  Delegate  to  the  AMA 
Report,  Delegate,  Young  Physician  Section,  AMA 
Report,  NMA/MSC,  UNMC 

Report,  Board  of  Directors,  Item  #4,  Three-tiered  rate, 
Medicare  Services 

Report,  Board  of  Directors,  Item  #5,  Ad-Hoc  Com- 
mittee, Blue  Cross/Blue  Shield  of  Iowa-Medicare 
Resolution  #3  - Metro  Omaha  - Published  Article, 
Journal,  American  Medical  Assn. 

Resolution  #4  - Metro  Omaha  - Identification  of 
Medicare  Payment  Levels 
Resolution  #5  - Metro  Omaha  - Euthanasia 
Resolution  #10  - Scotts  Bluff  County  - Medicare 
Locale  Reassignment  (17  to  15) 

Resolution  #12  - Metro  Omaha  - Opposition  to 
Euthanasia 

Resolution  #14  - Lancaster  County  - Physician  & 
Patient  Medicare  Concerns 

REFERENCE  COMMITTEE  #4 
Annual  Audit 

Report,  State  Department  of  Health 
Life  and  Associate  Membership  Requests 
Report,  Board  of  Directors,  Item  #6,  Ad-Hoc  Com- 
mittee on  Non-Dues  Income 
Report,  Board  of  Directors,  Item  #17,  Group  health 
and  accident  program 

Report,  Board  of  Directors,  Item  #18,  1988  Associa- 
tion budget 

Report,  Commission  on  Association  Affairs 
Report,  Commission  on  Hospital  Medical  Staff 
Report,  Scientific  Sessions  Committee 
Report,  Ad-Hoc  Committee  on  Professional  Liability 
Resolution  #13  - Metro  Omaha  - Rescheduling  of 
NMA  Annual  Session 

REFERENCE  COMMITTEE  #5 
Report,  Board  of  Directors,  Item  #13,  Councilor, 
11th  District 

Report,  Board  of  Directors,  Item  #14,  Educational 
effort  regarding  diet 

Report,  Commission  on  Legislation  & Governmental 
Affairs 


Report,  Commission  on  Public  Affairs 
Report,  Ad-Hoc  Committee  on  Medicaid  Services 
Report,  Committee  on  Health  Planning 
Report,  Nebraska  Medical  Foundation,  Inc. 

Report,  Ad-Hoc  Committee  on  Health  Gallery 
Report,  Ad-Hoc  Committee  on  Health  Policy  State- 
ments 

Resolution  #7  - Lancaster  County  - Certificate  of  Need 
Resolution  #8  - Platte-Loup  Valley  - Director  of  Health 
/MD  Requirement 

Resolution  #11  - Platte-Loup  Valley  - Reimbursement 
of  Mammography 

REFERENCE  COMMITTEE  #6 
Report,  Board  of  Directors,  Item  #8,  NMA  AIDS 
Task  Force 

Report,  Board  of  Directors,  Item  #15,  Governor 
Appointments 

Report,  Board  of  Directors,  Item  #16,  AIDS  Program 
Report,  Ad-Hoc,  Committee  on  Alternate  Health  Plans 
Report,  Ad-Hoc,  Low  Level  Radiation  Waste  Disposal 
Report,  NMA  Task  Force  on  AIDS 
Resolution  #2  - Lancaster  County  - Medical  Licensure 
Resolution  #6  - Metro  Omaha  - Health  Care  Quality 
Improvement  Act 

Dr.  Collicott  asked  that  Resolution  #2  from  Lancaster 
County  be  withdrawn  and  read  the  substitute  resolution 
on  Medical  Licensure. 

Dr.  Collicott  presented  Resolution  #14  from  Lancaster 
County  on  Physician  and  Patient  Medicare  Concerns. 
This  was  referred  to  Reference  Committee  #3. 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning. 


House  of  Delegates 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was  held 
May  1,  1988.  The  meeting  was  called  to  order  by  the  Vice 
Speaker,  Dr.  McFadden.  Roll  call  showed  67  delegates 
present,  and  the  meeting  was  declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved  as  printed. 

The  AMA-ERF  checks  were  presented  by  Mrs.  George 
Adam,  Immediate  Past  President  of  the  NMA  Auxiliary, 
to  the  Deans  of  the  University  of  Nebraska  College  of 
Medicine  and  of  Creighton  University  School  of  Medicine. 

The  Nebraska  Medical  Foundation  Student  Research 
Scholarship  Program  checks  were  presented  by  Dr.  Sushil 
Lacy  to  Mr.  Randall  K.  Schmidt  of  the  University  of 
Nebraska  College  of  Medicine  and  to  Mr.  Felix  Fok  of  the 
Creighton  University  School  of  Medicine. 

Reports  of  the  Reference  Committees  were  presented 
as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  9 reports  and  2 
resolutions,  and  the  minutes  of  the  Board  of  Councilors. 
Reference  Committee  #1  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2, 
PRO  OVERVIEW  COMMITTEE 

Item  #2  of  the  Board  of  Directors  report  pertained  to 


July  1988  Nebraska  Medical  Journal 


247 


the  ad-hoc  status  of  the  Nebraska  Medical  Association 
PRO  Overview  Committee  being  changed  to  a standing 
committee  as  recommended  by  the  1987  Fall  Session  of 
the  House  of  Delegates.  Reference  Committee  #4  will 
present  the  discussion  of  the  proposal  for  the  change  in 
status  of  the  PRO  Overview  Committee  prepared  by  the 
Commission  on  Association  Affairs.  Reference  Committee 
#1  recommends  acceptance  of  Item  #2  of  the  report  for 
information  only. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #9, 

PRO/SUNDERBRUCH 

Item  #9  of  the  Board  of  Directors  report  pertained  to 
the  relationship  between  the  Nebraska  Medical  Associa- 
tion and  the  Iowa  Foundation  for  Medical  Care  and  its 
operational  entity,  the  Sunderbruch  Corporation.  The 
testimony  included  a review  by  Dr.  Cherry  of  the 
sequence  of  events  which  took  place  between  the  1987 
Fall  Session  and  the  current  House  of  Delegates’  meeting. 
Based  on  the  discussion,  Reference  Committee  # 1 makes 
the  following  recommendations: 

1.  All  current  relationships  between  the  Nebraska 
Medical  Association  and  the  Iowa  Foundation  for  Medical 
Care  be  discontinued. 

2.  The  Nebraska  Medical  Association  and  its  PRO 
Overview  Committee  must  establish  a strong  advocacy 
activity  on  behalf  of  practicing  physicians  in  the  State  of 
Nebraska  and  their  patients  to  counteract  or  offset  the 
inappropriate  effect  of  PRO  actions.  The  mechanisms  by 
which  such  a function  may  be  undertaken  are  to  include 
but  not  be  limited  to: 

A.  Direct  communications  to  the  Iowa  Foundation 
for  Medical  Care  or  similar  organization,  documenting 
inappropriate  reviews  or  actions  by  the  PRO; 

B.  Utilize  public  relations  methods  to  identify  PRO 
impairment  of  the  delivery  of  appropriate  medical  care; 

C.  Inform  the  State  of  Nebraska’s  congressional 
delegation  of  the  untoward  effect  of  PRO  activity  upon 
the  system  of  health  care  for  the  citizens  of  this  state; 
and 

D.  Consider  other  methods  of  action  necessary  to 
maintain  and  improve  the  quality  of  health  care  in  the 
State  of  Nebraska. 

3.  Reference  Committee  #1  wishes  to  express  its 
concern  over  so-called  complete  disassociation  of  any 
activity  with  the  Iowa  Foundation  for  Medical  Care  as 
regards  future  relations.  It,  therefore,  recommends  the 
Nebraska  Medical  Association  Board  of  Directors  be 
permitted  to  give  appropriate  consideration  to  future 
proposals  from  the  Iowa  Foundation  for  Medical  Care,  or 
similar  PRO  organization,  for  a cooperative,  mutually- 
beneficial  relationship. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  # 10, 

PRO  OVERVIEW  COMMITTEE 

Item  #10  of  the  Board  of  Directors’  report  concerned 
the  Nebraska  Medical  Association  functioning  as  a strong 
advocate  for  physician  members  and  their  patients  as 
recommended  by  the  PRO  Overview  Committee.  There 
was  no  additional  discussion  to  that  presented  relative  to 
Item  #9.  Therefore,  Reference  Committee  #1  recom- 


mends this  section  of  the  report  be  accepted  for 
information  only. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM 
#11,  PRO/SUNDERBRUCH 

Item  #11  of  the  Board  of  Directors’  report  concerned 
the  1987  Fall  Session  of  the  House  of  Delegates 
recommendations  regarding  (1)  the  Nebraska  Medical 
Association  not  dissolve  or  disassociate  itself  from  the 
Nebraska  Foundation  for  Medical  Care,  and  (2)  the 
Nebraska  Medical  Association’s  Board  of  Directors 
appoint  the  Board  of  Directors  of  the  Nebraska  Foundation 
for  Medical  Care.  The  report  and  testimony  indicated  an 
extensive  effort  was  made  to  establish  a cooperative 
relationship  with  the  Iowa  Foundation  for  Medical 
Care/The  Sunderbruch  Corporation  and  that  such  was 
not  possible. 

Your  Reference  Committee  # 1,  therefore,  recommends 
acceptance  of  the  Board  of  Directors’  action  (1)  directing 
the  Nebraska  Medical  Association  to  continue  and 
increase  its  advocacy  activity  for  the  patient  and  their 
physicians,  and  (2)  rephrase  the  second  portion  of  the 
Board’s  action,  to  delete  the  words  “be  shelved  and”  so  as 
to  read,  “and  that  the  Nebraska  Foundation  for  Medical 
Care  not  be  involved  in  the  PRO  program.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  # 12, 
DEFINE  UTILIZATION  AS  THE  PRACTICE  OF 
MEDICINE 

The  interaction  of  the  Commission  on  Legislation  and 
Governmental  Affairs  with  the  Board  of  Examiners  and 
the  Commission’s  deliberation  concerning  the  appro- 
priateness of  the  introduction  of  such  legislation  in  the 
1988  legislative  session  were  reviewed. 

Recommendations: 

1.  Acceptance  of  Item  #12  of  the  Board  of  Directors 
Report  for  information. 

2.  Continued  pursuit,  as  appropriate,  of  introducing 
legislation  to  the  Nebraska  Legislature  defining  utilization 
review  as  the  practice  of  medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  RESOLUTION  #1  - GAGE  COUNTY  - PRO/HCFA 

This  resolution  read  as  follows: 

WHEREAS,  the  TSCN/PRO  has,  in  its  efforts  to 
distribute  health  care,  inappropriately  mishandled 
and  alienated  Nebraska  physicians  and  has  been 
unresponsive  to  our  concerns,  and 

WHEREAS,  the  activities  of  the  TSCN/PRO  have, 
in  contrast  to  their  original  intention,  decreased  the 
quality  of  rural  health  care  and  provoked  injustice  to 
physicians  and  primary  care  providers  of  Nebraska, 
and 

WHEREAS,  the  TSCN/PRO  has  stressed  and 
hindered  the  customary  doctor/patient  relationship 
and  invalidated  our  right  to  practice  to  the  best  ot  our 
ability,  and 
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WHEREAS,  the  TSCN/PRO  has  created  un- 
desirable divisiveness  among  members  of  the  Ne- 
braska Medical  Profession,  and 

WHEREAS,  the  seeming  purpose  of  federal  legisla- 
tion, the  HCFA  and  the  Sunderbruch  Corporation  is 
to  neutralize  primary  health  care  providers,  and 

WHEREAS,  the  Nebraska  Foundation  for  Medical 
Care  unwittingly  has  become  a vehicle  to  these 
injustices  while  giving  credibility  and  even  attractive- 
ness to  the  PRO,  and 

WHEREAS,  the  Nebraska  Medical  Association 
and  the  Sunderbruch  Corporation  are  incompatible 
and  adversarial  in  the  intellectually  honest  and 
cognitive  delivery  of  health  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  and  the  Nebraska 
Foundation  for  Medical  Care  sever  all  relationships 
with  the  Sunderbruch  Corporation  or  any  succeeding 
PRO  process  as  currently  designed  and  mismanaged 
and  revoke  all  prior  commitments  and  contractural 
agreements. 

This  resolution  was  discussed.  The  testimony  presented 
concerning  the  Nebraska  Medical  Association  and  the 
Nebraska  Foundation  for  Medical  Care  relationship  with 
the  Sunderbruch  Corporation  resulted  in  the  following 
modification  of  the  resolution.  In  the  RESOLVED,  delete 
the  remainder  of  the  sentence  commencing  with  the  word 
“succeeding”  and  substitute  the  words,  “similar  organiza- 
tion” so  as  to  read,  “THEREFORE,  BE  IT  RESOLVED, 
that  the  Nebraska  Medical  Association  and  the  Nebraska 
Foundation  for  Medical  Care  sever  all  relationships  with 
the  Sunderbruch  Corporation  or  any  similar  organization.” 

Your  Reference  Committee  #1  recommends  adoption 
of  Resolution  # 1 as  modified  and  subject  to  the  concern 
and  recommendation  of  the  Reference  Committee  as 
related  to  Section  #9  of  the  Board  of  Directors’  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  RESOLUTION  #9  - SOUTHEAST  NEBRASKA  - 
QUALITY  OF  PRO  REVIEWS 
This  resolution  read  as  follows: 

WHEREAS,  diagnosis  changes  from  the  Sunder- 
bruch Corporation  often  reveal  a lack  of  under- 
standing of  basic  medicine  on  the  part  of  the  reviewer, 
and 

WHEREAS,  Quality  of  Concern  letters  often 
reflect  this  same  lack  of  basic  understanding  of 
modern  medicine,  and 

WHEREAS,  these  determinations  are  supposedly 
made  by  physicians  who  are  our  "peers”,  and 

WHEREAS,  attempts  to  ascertain  the  qualifications 
of  the  reviewers  have  been  thwarted  by  HCFA  and  its 
intermediaries; 

BE  IT  RESOLVED,  that  we  advocate  the  following 
criteria  for  all  physician  PRO  reviewers: 

1.  That  a minimum  of  150  hours  of  continuing 
education  be  obtained  every  three  years. 

2.  That  these  education  hours  be  approved  by  the 
AMA  or  any  recognized  medical  specialty  board  of 
state  licensure  board. 

3.  That  these  criteria  become  effective  within  one 
year. 


4.  That  physicians  barred  from  the  practice  of 
medicine  by  any  state  licensure  board  because  of 
mental  or  physicial  impairment  should  not  be 
allowed  to  review  charts  without  co-review  by  a 
non-impaired  physician. 

BE  IT  FURTHER  RESOLVED,  that  the  Board  of 
Directors  of  the  NMA  send  a letter  of  our  concerns 
and  recommendations  to  Dr.  William  Roper,  HCFA; 
Dr.  Otis  Bowen,  HHS;  our  Congressional  Delegation; 
and  appropriate  media  via  news  releases  and  inter- 
views, and 

BE  IT  FURTHER  RESOLVED,  that  our  delegates 
to  the  AMA  seek  the  approval  of  the  AMA  and  its 
advocacy  of  these  criteria  for  improvement  of  PRO 
review  quality;  and 

BE  IT  FURTHER  RESOLVED,  that  if  these 
criteria  are  not  adopted  by  HCFA  within  a period  of 
twelve  months  that  the  media  be  informed  of  HCFA’s 
lack  of  concern  for  quality  in  the  review  done  by  their 
designates. 

This  resolution  was  discussed.  Testimony  by  a repre- 
sentative of  the  Southeast  Nebraska  County  Medical 
Society  resulted  in  withdrawal  of  Resolution  #9  and 
support  for  the  previously  recommended  advocacy  role  of 
the  Nebraska  Medical  Association  on  behalf  of  the 
physicians  of  the  State  of  Nebraska  and  their  patients. 
Reference  Committee  #1,  therefore,  recommends  Reso- 
lution #9  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  NMA  PRO  OVERVIEW  COM- 
MITTEE 

Relevant  discussion  on  this  report  was  included  when 
Section  #9  of  the  Board  of  Directors  report  was 
considered.  Reference  Committee  #1  recommends 
acceptance  of  this  report  for  information  as  there  was  no 
specific  action  recommended  on  this  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  MINUTES,  BOARD  OF  COUNCILORS 

The  minutes  of  the  Board  of  Councilors  for  April  29, 
1988,  were  reviewed.  There  was  no  discussion.  Reference 
Committee  # 1 recommends  acceptance  of  the  minutes  of 
the  Board  of  Councilors  for  information  only. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  seconded.  Dr.  Cornelius 
suggested  that  the  appropriate  sections  of  the  next  PRO 
contract  be  reviewed  by  the  Association  as  soon  as 
available.  This  recommendation  and  the  report  were 
adopted  by  the  House. 

Respectfully  submitted 

Frederick  F.  Paustian,  M.D.,  Omaha,  Chairman 
Gordon  Brainbridge,  M.D.,  Grand  Island 
M.  Jack  Mathews,  M.D.,  Lincoln 
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Reference  Committee  #2 

Reference  Committee  #2  considered  8 reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  UNIVERSITY  OF  NEBRASKA  COL- 
LEGE OF  MEDICINE 

There  was  no  further  testimony  concerning  this  report. 
The  committee  recommends  the  report  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

There  was  no  further  discussion  concerning  this  report. 
The  committee  recommends  the  report  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1, 
EDITOR,  NEBRASKA  MEDICAL  JOURNAL 

Several  people  commented  on  the  smoothness  and 
continuity  shown  in  the  transition  and  commend  those 
responsible  for  this. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #3, 
UNCOMPENSATED  MEDICAL  CARE 

There  was  some  discussion  concerning  this  item  and 
those  present  felt  that  information  on  the  amount  of 
uncompensated  medical  care  could  be  disseminated  to 
the  public  and  this  could  be  a positive  public  relations 
item.  We  recommend  the  Board  of  Directors  use  this 
information  as  a public  relations  tool  if  the  proper  forum 
for  it  can  be  found. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #7, 
PHYSICIAN  DISPENSING 

There  was  some  discussion  and  concern  that  those 
physicians  who  do  dispense  prescription  drugs  should  be 
advised  of  the  regulations  concerning  this  activity. 

The  first  recommendation  is  that  the  Board  of  Directors 
encourage  the  State  Department  of  Health  and  Board  of 
Examiners  to  distribute  these  regulations  to  those 
physicians  who  have  been  indentified  as  dispensing 
prescription  drugs.  The  second  recommendation  is  that 
the  Department  of  Health  through  its  newsletter  and 
morbidity  and  mortality  report  make  those  physicians 
dispensing  prescription  drugs  aware  that  they  may  obtain 
copies  of  the  regulations  from  the  State  Department  of 
Health. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  COMMISSION  ON  MEDICAL  ED- 
UCATION 


We  recommend  the  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT,  AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  AND  ATHLETIC  MEDICINE 

We  recommend  the  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT,  AD-HOC  COMMITTEE  ON  MATERNAL 
AND  CHILD  HEALTH 

Several  items  in  this  report  were  called  to  our  attention, 
the  first  one  is  to  extend  special  thanks  to  Dr.  Rumbolz  for 
leading  this  review  for  much  of  its  25  years.  The  second 
item  that  was  called  to  our  attention  concerned  the 
realtionship  of  this  committee  with  the  Department  of 
Social  Services.  It  was  pointed  out  that  this  committee 
will  funciton  solely  in  a consultant  role  and  does  not 
operate  as  an  investigative  arm  for  the  Department  of 
Social  Services.  Dr.  Shaffer  pointed  out  that  standards  for 
perinatal  care  for  the  state  are  again  being  established.  He 
is  a member  of  this  ad-hoc  committee  of  the  State  Health 
Department  and  would  like  to  function  as  a liaison  for  the 
members  of  the  NMA  who  want  input  into  the  establish- 
ment of  these  standards.  There  were  also  some  concerns 
brought  up  regarding  the  present  vacancy  in  the  director- 
ship of  the  Department  of  Maternal  and  Child  Health.  We 
recommend  that  the  Board  of  Directors  send  a letter  to 
Dr.  Wright  strongly  encouraging  him  that  the  director  of 
this  department  be  a physician.  There  was  also  concern 
about  the  metabolic  screening  laws  being  open-ended.  The 
Committee  would  further  recommend  that  the  Board  send 
a letter  to  Dr.  Wright  encouraging  him  to  seek  input  from 
the  Nebraska  Medical  Association  concerning  any  ex- 
pansion of  this  screening  program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  I would  like  to  thank  Drs.  VanNewkirk 
and  Chapin. 

Respectfully  submitted, 

George  Voigtlander,  M.D.,  Pawnee  City,  Chairman 
Mylan  VanNewkirk,  M.D.,  Scottsbluff 
James  Chapin,  M.D.,  Omaha 


Reference  Committee  #3 

Reference  Committee  #3  considered  five  reports  and  six 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  DELEGATE  TO  THE  AMA 
Dr.  Gogela  summarized  his  report  with  special  emphasis 
on  the  Inspector  General’s  policy  of  monetary  incentives 
and  sanctions  involving  physicians.  He  also  spoke  at 
length  about  the  Harvard  AMA  Relative  Value  Study  and 
its  impact  on  physician  reimbursement.  The  Committee 
appreciates  our  representatives’  efforts  in  presenting  the 
events  as  they  transpire  at  the  annual  meeting  and  their 
efforts  on  our  behalf  as  representatives. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  THE  DELEGATES,  YOUNG  PHY- 
SICIANS SECTION,  AMA 

This  report  was  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  THE  NMA/MSC,  UNMC 

The  Committee  accepted  the  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #4, 
THREE-TIERED  RATE,  MEDICARE  SERVICES 

Dr.  Collicott  presented  the  report  for  the  Board  of 
Directors  as  regards  the  reimbursement  impact  study 
developed  by  Iowa  Blue  Cross/Blue  Shield  for  physician 
reimbursement  at  a one-tiered  rate.  Considerable  dis- 
cussion ensued.  The  conclusion  of  this  study  was 
questioned  on  numerous  fronts.  The  collective  opinion 
questioned  the  mathematical  basis  and  results  of  the 
study  as  presented.  Testimony  urged  that  the  Nebraska 
Medical  Association  pursue  the  validity  of  these  con- 
clusions on  a statistical  basis.  The  Committee  reaffirms 
the  quest  for  more  information  as  to  the  advisability  of  a 
one-tiered  system  for  physician  reimbursement  in  Ne- 
braska. The  Committee  thanks  Dr.  Collicott  for  his 
complete  explanation  of  the  Board’s  input  in  this  area. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
AD-HOC  COMMITTEE  ON  BLUE  CROSS/BLUE 
SHIELD  OF  IOWA  - MEDICARE 

Reference  was  made  to  the  written  report.  No  additional 
testimony  was  presented  as  there  will  be  a new  contractor 
for  this  service  in  the  near  future. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  RESOLUTION  #3  - METRO  OMAHA  - PUB- 

LISHED ARTICLE,  JOURNAL,  AMERICAN 
MEDICAL  ASSOCIATION 
RESOLUTION  #5  - METRO  OMAHA  - EUTHAN- 
ASIA 

RESOLUTION  #12  - METRO  OMAHA  - OP- 
POSITION TO  EUTHANASIA 

These  resolutions  read  as  follows: 

Resolution  #3 

WHEREAS,  the  article  “It’s  Over  Debbie,”  Journal 
of  the  American  Medical  Association,  January  8, 
1988,  violated  the  teachings  of  the  HIPPOCRATIC 
OATH,  and 

WHEREAS,  many  physicians  adhere  strongly  to 
the  tenants  of  the  HIPPOCRATIC  OATH,  and 

WHEREAS,  the  article  scandalized  these  physicians 
and  others  outside  the  practice  of  medicine,  and 

WHEREAS,  the  American  Medical  Association, 
through  its  organ,  the  Journal  of  the  American 


Medical  Association,  purports  to  speak  authoritatively 
for  organized  medicine; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  speak  in  opposition  to 
the  publication  of  such  material  by  the  Journal  of  the 
American  Medical  Association,  and 

BE  IT  FURTHER  RESOLVED,  that  the  American 
Medical  Association  Board  of  Trustees  be  informed  of 
this  decision. 

Resolution  #5 

WHEREAS,  the  basic  goal  of  physicians  is  to 
preserve  and  protect  life,  and 

WHEREAS,  physicians  are  not  entitled  by  the 
public,  the  judiciary,  or  any  other  authority  to  be 
involved  with  taking  of  human  life; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
American  Medical  Association  refrain  from  publishing 
or  supporting  in  any  way  articles  or  programs 
approving  euthanasia. 

Resolution  #12 

WHEREAS,  the  American  Medical  Association 
and  the  Nebraska  Medical  Association  have  never 
supported  euthanasia  or  active  destruction  of  life,  and 

WHEREAS,  medical  duties  have  to  be  supportive 
and  sympathetic  even  in  terminal  illness,  and 

WHEREAS,  some  state  legislatures  have  been 
approached  for  passage  of  euthanasia  laws,  and 

WHEREAS,  we  should  never  be  looked  upon  by 
the  public  and  patients  as  an  intentional  vendor  of 
their  death;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  inform  our  Nebraska  Legislature  of  our 
opposition  to  any  proposals  for  euthanasia. 

These  resolutions  all  dealt  with  inter-related  problems, 
that  of  euthanasia  and  a recent  Journal  article  which 
appeared  to  condone  euthanasia.  The  article,  “It’s  Over, 
Debbie,”  Journal  of  the  American  Medical  Association, 
January  8,  1988,  appeared  without  a specific  reference  to 
the  ethical  position  of  the  American  Medical  Association. 
On  this  basis,  the  Committee  offers  the  resolution: 

“WHEREAS,  the  basis  goal  of  physicians  is  to 
preserve  and  protect  lives,  and 

WHEREAS,  the  American  Medical  Association 
and  the  Nebraska  Medical  Association  have  never 
preferred  euthanasia  or  the  actual  destruction  of 
human  life,  and 

WHEREAS,  physicians  are  not  entitled  by  the 
public,  judiciary  or  any  other  authority  to  be  involved 
with  the  taking  of  human  life; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  and  the  American  Medical 
Association  refrain  from  publishing  articles  or  pro- 
grams without  specific  clarification  of  the  American 
Medical  Association’s  position  on  euthanasia  as 
developed  by  the  Council  on  Ethics  and  Judicial 
Affairs.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AND  TO  REQUEST 
APPROVAL  OF  THIS  RESOLUTION.  This  was  adopted 
by  the  House. 
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(7)  RESOLUTION  #4  - METRO  OMAHA  - IDENTIFI- 
CATION OF  MEDICARE  PAYMENT  LEVELS 

This  resolution  read  as  follows: 

WHEREAS,  there  appears  to  be  a degree  of 
confusion  in  the  development  of  MAAC  levels,  and 

WHEREAS,  the  actual  payment  amount  on  Medi- 
care cases  is  only  a portion  of  the  MAAC  levels,  and 

WHEREAS,  the  payment  level  on  Medicare  filings 
is  adjudged  from  a number  of  sources,  MAAC, 
customary,  prevailing,  etc.  charges,  and 

WHEREAS,  it  is  vital  that  all  Medicare  payments 
be  checked  for  accuracy; 

THEREFORE,  BE  IT  RESOLVED,  that  HCFA  be 
requested  to  identify  the  source  of  the  actual  payment 
basis  on  each  EOMB. 

Considerable  discussion  developed  about  how  Medicare 
payment  levels  are  reached  in  the  discussion  of  this 
resolution.  The  consensus  was  to  submit  this  resolution  to 
our  delegates  to  the  AMA  for  eventual  action. 

“WHEREAS,  there  appears  to  be  a degree  of 
confusion  in  the  development  of  MAAC  levels,  and 

WHEREAS,  the  actual  payment  amount  on  Medi- 
care cases  is  only  a portion  of  the  MAAC  levels,  and 

WHEREAS,  it  is  vital  that  all  Medicare  payments 
be  checked  for  accuracy; 

THEREFORE,  BE  IT  RESOLVED,  that  this 
resolution  be  submitted  to  the  AMA  to  request  the 
HCFA  to  identify  the  source  of  the  actual  payment 
basis  on  each  Medicare  Explanation  of  Benefit.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AND  REQUEST  THE 
APPROVAL  OF  THIS  RESOLUTION.  This  was  adopted 
by  the  House. 

(8)  RESOLUTION  #10  - SCOTTS  BLUFF  COUNTY  - 
MEDICARE  LOCALE  REASSIGNMENT 

This  resolution  read  as  follows: 

WHEREAS,  the  Medical  Staff  of  West  Nebraska 
General  Hospital  and  Scotts  Bluff  County  Medical 
Society,  represent  the  sole  community  provider  of 
medical  services  in  a large  population  area,  and 

WHEREAS,  we  are  the  regional  rural  referral 
center  serving  this  unique  urban  and  rural  patient 
population,  and 

WHEREAS,  we  comprise  a large  and  varied  group 
of  generalists  and  specialists,  providing  both  acute 
and  long-term  care,  and 

WHEREAS,  we  are  therefore  more  similar  to  Lan- 
caster and  Douglas  counties  than  any  other  area  in  the 
state,  and  therefore  meet  the  criteria  established  in 
1964  for  Medicare  Locale  15,  and 

WHEREAS,  a change  to  Locale  15,  would  be  more 
consistent  with  our  make-up  and  result  in  more 
equitable  reimbursement  for  physicians  providing 
these  services,  and 

WHEREAS,  the  HCFA  carrier,  Blue  Cross/Blue 
Shield  of  Iowa,  has  now  recognized  that  we  meet  these 
requirements  or  criteria; 

BE  IT  THEREFORE  RESOLVED,  that  the 


Nebraska  Medical  Association  go  on  record  as 
supporting  the  change  to  Locale  15  for  Medicare 
reimbursement  for  the  West  Nebraska  General 
Hospital  Medical  Staff  and  Scotts  Bluff  County 
Medical  Society. 

Considerable  discussion  about  this  resolution  occurred, 
particularly  in  the  context  of  the  study  into  Nebraska’s 
three-tiered  rate  for  Medicare  services  developed  pre- 
viously. The  relative  financial  impact  of  this  change  could 
not  be  discerned  from  the  information  at  hand.  Moreover, 
discussion  about  a precedent-setting  procedure  in  this 
situation  ensued.  There  was  discussion  that  because  of 
the  geographic  realities,  western  parts  of  the  state  and 
their  interests  are  sometimes  disregarded.  The  Committee 
recommends  the  resolution  be  referred  to  the  Board  of 
Directors  for  a report  and  recommendations  considering 
the  financial  impact  of  this  change.  Moreover,  a specific 
policy  for  other  similar  requests  should  be  developed  for 
the  future.  The  Ad-Hoc  Committee  Re:  Blue  Cross/Blue 
Shield  of  Iowa  - Medicare  or  a subcommittee  of  that  group 
could  be  utilized  to  assist  this  process.  This  report  would 
be  available  by  the  Fall  Session  of  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

Dr.  Landers  moved  that  this  section  of  the  report  be 
amended  by  substituting  the  following  resolution: 

WHEREAS,  the  Medical  Staff  of  West  Nebraska 
General  Hospital,  and  its  component  of  the  Nebraska 
Medical  Association,  Scotts  Bluff  County  Medical 
Society,  represent  the  sole  community  provider  of 
medical  sevices  in  a large  population  area,  and 

WHEREAS,  we  are  a HCFA  designated  Regional 
Rural  Referral  Center  serving  this  unique  urban  and 
rural  population,  and 

WHEREAS,  we  comprise  a large  and  varied  group 
of  generalists  and  specialists,  providing  both  acute 
and  long-term  care,  including  anesthesiology,  derma- 
tology, emergency  medicine,  family  practice,  internal 
medicine,  neurology,  neurosurgery,  obstetrics/gyne- 
cology,  ophthalmology,  oral  surgery,  orthopedics, 
oncology,  otolaryngology,  pathology,  pediatrics,  po- 
diatry, psychiatry,  radiation  therapy,  radiolgy,  general 
surgery,  plastic  surgery,  and  urology,  and 

WHEREAS,  we  are,  therefore,  similar  to  Lancaster 
and  Douglas  counties  in  scope  and  level  of  services 
provided,  and  population  served,  and 

WHEREAS,  the  Fiscal  Intermediary,  Blue  Cross/ 
Blue  Shield  of  Iowa,  has  now  recognized  the  scope 
and  level  of  services  as  above; 

BE  IT  THEREFORE  RESOLVED,  that  the 
Nebraska  Medical  Association  go  on  record  confirming 
the  scope  and  level  of  medical  services  found  in 
Scottsbluff  and  provided  by  the  West  Nebraska 
General  Hospital  Medical  Staff  and  West  Nebraska 
General  Hospital,  and  population  served,  are  con- 
sistant  with  the  scope  and  level  of  services  provided  in 
Douglas  and  Lancaster  counties. 

This  amendment  (substitute  resolution)  was  adopted 
by  the  House,  and  this  section  of  the  Reference 
Committee  report  was  adopted  as  amended. 

(9)  RESOLUTION  #14  - LANCASTER  COUNTY 
MEDICAL  SOCIETY  - INDIVIDUALIZATION  OF 
MEDICARE  ASSIGNMENT  ACCEPTANCE 

This  resolution  read  as  follows: 
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WHEREAS,  many  Medicare  patients  have  con- 
siderable concerns  about  handling  Medicare  claims 
and  their  financial  impact,  and 

WHEREAS,  some  states  have  considered  or 
adopted  legislation  in  this  area  (i.e.,  mandatory 
assignment  coupled  with  licensure);  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  develop  and  promote  a voluntary  program 
to  assist  patients  in  handling  Medicare  problems  such 
as  the  “Personal  Care”  program  of  the  American 
Society  of  Internal  Medicine. 

Much  discussion  centered  around  the  prospect  of 
mandatory  assignment  coupled  with  licensure  in  recent 
national  legislation.  Individual  patients  with  fixed  incomes 
or  with  no  income  deserve  consideration  for  Medicare 
assignment  on  an  individual  basis.  A program  to  assist 
patients  in  handling  their  Medicare  billing  problems  has 
been  developed  by  the  American  Society  of  Internal 
Medicine.  This  program  might  serve  as  a model  for  the 
Nebraska  Medical  Association  in  developing  a Medicare 
advocacy  program.  The  Reference  Committee  requests 
referral  of  this  resolution  to  an  appropriate  committee  for 
consideration  and  a report  for  implementation  at  the  Fall 
session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Garwood  moved  to  amend  this  report  by  deleting  in  the 
last  sentence  from  the  word  “consideration”  on,  and 
adding  “development  and  implementation  as  soon  as 
possible  and  for  a public  relations  campaign  to  publicize 
this  program.”  This  amendment  was  approved  by  the 
House,  and  this  section  of  the  Reference  Committee 
report  was  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  COMMITTEE  REPORT  #3  AS  A WHOLE  AS 
AMENDED.  I wish  to  thank  Drs.  Richard  Svehla  and 
David  Dyke  for  their  assistance  in  the  preparation  of  this 
report.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Richard  Hranac,  M.D.,  Kearney, Chairman 

Richard  Svehla,  M.D. 

David  Dyke,  M.D.,  Lincoln 


Reference  Committee  #4 

Reference  Committee  #4  considered  10  reports  and  1 
resolution.  Reference  Committee  #4  submits  the  following 
report  and  recommendations. 

(1)  ANNUAL  AUDIT 

The  Committee  heard  discussion  about  the  financial 
statements.  No  dues  increase  is  planned  at  this  time, 
although  this  will  have  to  be  looked  at  again  in  the  fall. 
There  was  note  made  of  a slight  increase  in  membership 
in  1987. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  STATE  DEPARTMENT  OF  HEALTH 
Discussion  centered  around  the  metabolic  testing  which 


was  being  carried  out  as  mandated  by  the  Legislature.  No 
recommendations  for  change  in  this  program  were 
deemed  appropriate.  There  was  also  discussion  regarding 
AIDS  testing,  and  the  confidentiality  act  recently  passed 
by  the  Legislature. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  LIFE  AND  ASSOCIATE  MEMBERSHIP  RE- 
QUESTS 

A review  of  the  requests  for  Life  and  Associate 
Membership  as  listed,  was  accepted  without  controversy: 

Life  Memberships 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Wilbur  Bennett,  M.D.,  Red  Cloud 
CUMING  COUNTY  MEDICAL  SOCIETY 
Leonard  J.  Chadek,  M.D.,  West  Point 
DODGE  COUNTY  MEDICAL  SOCIETY 
John  O.  Milligan,  M.D.,  Fremont 
LANCASTER  COUNTY  MEDICAL  SOCIETY 
F.  H.  Hathaway,  M.D.,  Lincoln 
E.  S.  Maness,  M.D.,  Lincoln 
METRO  OMAHA  MEDICAL  SOCIETY 
Robert  M.  Cochran,  M.D.,  Omaha 
Edward  Langdon,  M.D.,  Omaha 
Waldean  C.  Mclntire,  M.D.,  Omaha 
John  R.  Mitchell,  M.D.,  Omaha 
Byron  B.  Oberst,  M.D.,  Omaha 
Melvin  L.  Scheffel,  M.D.,  Omaha 
PLATTE-LOUP  VALLEY  MEDICAL  SOCIETY 
Vem  F.  Deyke,  M.D.,  Columbus 
SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
Robert  A.  Chesnut,  M.D.,  Scottsbluff 
Walter  C.  Harvey,  Jr.,  M.D.,  Gering 

Associate  Memberships 

PLATTE-LOUP  VALLEY  MEDICAL  SOCIETY 
Robert  I.  Burns,  M.D.,  Columbus 
BUFFALO  COUNTY  MEDICAL  SOCIETY 
William  Doering,  M.D.,  Franklin 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 


(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #6, 
AD-HOC  COMMITTEE  ON  NON-DUES  INCOME 

The  Committee  reviewed  the  status  of  the  NMA  visa 
card  used  by  the  membership.  It  was  felt  that  this  was  an 
excellent  opportunity  to  increase  the  non-dues  revenues  if 
there  was  greater  participation  by  the  NMA  membership 
in  the  use  of  this  card.  The  Association  is  encouraged  to 
pursue  further  promotion  of  the  use  of  this  card  by  the 
membership. 

Recommendation: 

The  Reference  Committee  recomends  acceptance  of 
this  report  as  written. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #17, 
GROUP  HEALTH  AND  ACCIDENT  PROGRAM 

The  information  regarding  the  rate  increase  by  Blue 
Cross/Blue  Shield  of  Nebraska  was  discussed  as  presented 
in  the  report. 

Recommendation: 

The  Reference  Committee  recomends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #18, 
1988  ASSOCIATION  BUDGET 

The  1988  Association  budget  was  reviewed. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  COMMISSION  ON  ASSOCIATION 
AFFAIRS 

This  report  from  the  Commission  presents  the  formal 
wording  of  certain  By-Law  changes.  The  intent  of  these 
changes  have  previously  been  approved  by  the  House  of 
Delegates.  The  changes  deal  with  the  method  of  selection 
of  delegates,  requirements  for  Associate  Membership,  the 
granting  of  voting  status  to  the  AMA  Delegate  and  AMA 
Alternate  Delegate,  the  establishment  of  a PRO  Overview 
Committee  as  a standing  rather  than  ad-hoc  committee. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  COMMISSION  ON  HOSPITAL 
MEDICAL  STAFF 

Discussion  on  this  report  revealed  that  there  had  been  a 
poor  response  to  initial  attempts  to  sponsor  programs  of 
interest  to  the  hospital  medical  staffs  of  Nebraska.  It  was 
felt  that  this  commission  will  become  an  increasingly 
important  activity  at  the  national  level  and  this  Reference 
Committee  feels  that  this  Commission  should  continue  to 
function  with  renewed  efforts  to  increase  communication 
and  discussion  of  issues  of  common  interest  between  the 
medical  staffs  in  the  state. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  REPORT  OF  SCIENTIFIC  SESSIONS  COM- 
MITTEE 


Discussion  on  this  report  dealt  with  the  change  to  the 
present  format  involving  the  scheduling  of  the  House  of 
Delegates  on  Friday  and  Sunday,  the  scientific  pro- 
gramming remaining  primarily  on  Friday  and  Saturday. 
Testimony  presented  indicated  the  preference  for  leaving 
this  format  as  is. 

Recommendation: 

The  Reference  Committee  recommends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(10)  REPORT  OF  AD-HOC  COMMITTEE  ON  PRO- 
FESIONAL  LIABILITY 

The  Committee  heard  considerable  testimony  on  the 
status  of  the  St.  Paul  Company  and  its  endorsement 
status  that  it  has  with  the  NMA.  It  was  felt  that  the 
Association  should  encourage  continued  discussion  with 
all  professional  liability  companies  who  have  an  interest  in 
providing  insurance  coverage  to  physicians  in  Nebraska. 
The  importance  of  not  diminishing  the  relationship  with 
St.  Paul  was  discussed  as  well  as  increasing  efforts  to 
establish  additional  preferred  relationships  with  other 
liability  insurance  carriers. 

Recommendation: 

The  Reference  Committee  recommends  that  increased 
eforts  be  carried  out  to  establish  improved  relationships 
with  all  professional  liability  companies  who  insure 
physicians  in  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(11)  RESOLUTION  #13  - METRO  OMAHA  - RE- 
SCHEDULING OF  THE  NMA  ANNUAL  SESSION 

This  resolution  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association 
has  served  as  a multi-faceted  umbrella  organization 
representing  the  physicians  of  the  State  of  Nebraska, 
and 

WHEREAS,  the  above  named  association  has  met 
on  an  annual  basis  somewhere  in  the  State  of 
Nebraska  to  disseminate  information  and  encourage 
physicians  to  act  in  concert  for  the  best  interests  of 
their  patients,  and 

WHEREAS,  Sportsman’s  Day  has  been  a tradi- 
tional part  of  the  annual  meeting,  and 

WHEREAS,  the  purpose  of  Sportsman’s  Day  has 
been  to  foster  good  will  and  camaraderie  for  the 
members  of  the  NMA,  and 

WHEREAS,  the  current  medical  climate  has 
created  numerous  stressful  situations  for  the  phy- 
sicians of  the  NMA  and  their  patients,  and 

WHEREAS,  the  fellowship  of  Sportsman’s  Day 
extends  far  beyond  just  that  of  an  “outing”; 
therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  schedule  the  annual  meeting  so  that 
Sportsman’s  Day  can  once  again  be  an  integral  part 
of  the  gathering. 

The  traditional  Sportsman’s  Day  event  was  cancelled 
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this  year  due  to  lack  of  interest.  It  was  telt  that  the 
scheduling  of  Sportsman’s  Day  on  the  last  day  of  the 
Annual  Session  was  the  reason  for  this  lack  of  participation. 
Testimony  heard  by  this  Reference  Committee  discussed 
the  pros  and  cons  of  changing  back  to  the  old  system  and 
of  having  Sportsman’s  Day  scheduled  in  the  mid-portion 
of  the  Annual  Session.  Most  of  those  present  at  the 
Reference  Committee  indicated  that  they  preferred  the 
shorter  three-day  meeting  format  with  the  Sportsman’s 
Day  being  held  at  the  end  of  the  session.  The  concept  of 
the  least  amount  of  time  out  of  the  office  with  the  present 
schedule  was  preferred  over  changing  back  to  the  old 
system  of  having  Sportsman’s  Day  during  the  middle  part 
of  the  session. 

Recommendation: 

The  Reference  Commitee  recommends  no  change  in 
the  scheduling  of  the  NMA  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE.  I would  like  to  take  the  opportunity  to 
thank  Drs.  Robert  Quick  of  Crete  and  Ben  Gelber  of 
Lincoln  in  the  assistance  of  the  preparation  of  this  report. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

John  D.  Griffiths,  M.D.,  Omaha,  Chairman 
Robert  Quick,  M.D.,  Crete 
Benjamin  Gelber,  M.D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  9 reports  and  3 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #13, 
COUNCILOR,  11TH  DISTRICT 

The  Reference  Committee  recognizes  that  this  item  is 
for  information  only.  The  House  will  be  electing  a new 
councilor  from  District  11  to  replace  Dr.  Fischer  who  has 
resigned.  That  will  be  handled  by  the  Nominating 
Committee. 

Recommendation: 

This  report  is  received  as  information  only. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
EDUCATIONAL  EFFORT  REGARDING  DIET 

This  item  concerns  participation  by  the  Nebraska 
Medical  Association  serving  as  a cosponsor  of  a public 
education  program  in  nutrition  in  conjunction  with 
Nebraska  Dietetic  Association,  the  Dairy  Council  and  the 
Nebraska  Beef  Board.  There  was  no  discussion. 

Recommendation: 

The  Reference  Committee  recommends  that  this  item 
be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 


(3)  REPORT  OF  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS 

This  report  deals  with  the  Commission’s  deliberations 
relative  to  the  naturopathic  bill,  the  medical  technicians’ 
bill,  the  chiropractors’  continuing  efforts  to  expand  their 
scope  of  practice,  the  motorcycle  helmet  bill,  and  various 
other  items.  Considerable  discussion  was  heard  relative  to 
the  rules  and  regulations  governing  the  practice  of 
physicians’  assistants.  It  was  recognized  that  the  original 
intent  of  the  physician  assistant  program  was  to  provide 
additional  supervised  medical  care  in  rural  areas  and  as 
physician  population  has  increased,  the  utilization  of 
physician  assistants  has  in  many  instances  shifted  to 
urban  areas.  Testimony  emphasized  that  the  question  of 
physician  assistants  and  their  relationship  to  physician 
supervisors  needs  to  be  continually  examined  and 
monitored.  Additionally,  a section  of  the  report  deals  with 
the  certificate  of  need  program.  The  Reference  Committee 
will  address  that  in  discussion  of  Resolution  #7. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  COMMISSION  ON  PUBLIC  AFFAIRS 

There  was  no  discussion  and  the  Reference  Committee 
recommends  that  this  report  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT,  AD-HOC  COMMITTEE  ON  MEDICAID 
SERVICES 

This  was  felt  to  be  a very  comprehensive  report  of  the 
frustrations  of  most  practicing  physicians  with  the 
Medicaid  program.  There  was  emphasis  made  of  the 
importance  to  all  practicing  physicians  of  the  paragraph 
concerning  the  importance  of  physician  familarity  with 
coding  and  correctly  coding  your  services.  It  was  pointed 
out  that  an  accurate  coding  of  your  own  services  is  very 
important  for  your  own  fee  profiles  and  to  help  prevent 
trouble  in  a PRO  review  process. 

MR.  SPEAKER,  THE  REFERENCE  COMMITTEE 
RECOMMENDS  THAT  THIS  REPORT  BE  ACCEPTED 
AS  WRITTEN  AND  MOVES  ACCEPTANCE  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  COMMITTEE  ON  HEALTH  PLAN- 
NING 

The  first  paragraph  concerns  the  certificate  of  need.  It 
is  suggested  that  discussion  of  this  be  deferred  to  the  next 
item,  Resolution  #7.  There  was  no  other  discussion  on 
this  item. 

Recommendation: 

The  Reference  Committee  recommends  that  the  report 
of  the  Committee  on  Health  Planning  be  accepted  as 
written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OR  REPORT. 

This  was  adopted  by  the  House. 

(7)  RESOLUTION  #7  - LANCASTER  COUNTY  - 
CERIFICATE  OF  NEED 

This  resolution  read  as  follows: 

WHEREAS,  Certificate  of  Need  has  failed  to 
provide  cost  containment,  and 
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WHEREAS,  Certificate  of  Need  has  hindered 
access  to  modem  medical  care  in  the  State  of 
Nebraska,  and 

WHEREAS,  Certificate  of  Need  has  been  used  for 
anti-competitive  purposes; 

THEREFORE,  BE  IT  RESOLVED,  the  Nebraska 
Medical  Association  support  efforts  to  repeal  Cer- 
tificate of  Need. 

Considerable  discussion  evolved  around  this  resolution. 
Basically,  it  was  recognized  that  the  certificate  of  need 
process  originally  evolved  in  an  era  when  hosptial  and 
medical  costs  were  reimbursed  by  third-party  payors  on  a 
cost  plus  basis.  It  was  the  general  trend  of  the  discussion 
that  the  evolvement  of  the  DRG  system  of  payment  for 
medical  services  has  made  the  certificate  of  need  process 
an  unnecessary,  cumbersome,  and  expensive  way  of 
initiating  new  and  technical  medical  services.  There  was 
also  discussion  presented  which  pointed  out  the  value  of 
the  certificate  of  need  process  relative  to  regulation  of 
nursing  homes  and  operation  of  nursing  home  beds.  The 
discussants  generally  recognized  that  the  certificate  of 
need  process  does  need  to  be  modified  to  reflect  the 
current  status  of  the  economy  and  the  needs  of  the 
medical  community. 

Recommendation: 

The  Reference  Committee  recommends  that  in  the 
RESOLVED  portion  of  the  resolution,  the  words  “repeal 
certificate  of  need”  be  deleted  and  in  their  place 
substitute  “modify  the  certificate  of  need  process.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  RESOLUTION  #8  - PLATTE-LOUP  VALLEY  - 
DIRECTOR  OF  HEALTH/MD  REQUIREMENT 

This  resolution  read  as  follows: 

WHEREAS,  Nebraska  law  requires  that  the 
Director  of  Health  be  a graduate  of  a recognized 
school  of  medicine,  be  licensed  to  practice  in 
Nebraska,  and  have  some  special  training  in  public 
health  work,  and 

WHEREAS,  the  issue  has  arisen  whether  the  state 
should  continue  to  require  that  the  Director  of  Health 
be  a physician,  and 

WHEREAS,  the  Director  of  Health  is  the  chief 
public  health  official  of  the  state  and  is  responsible  for 
developing  and  implementing  various  programs  such 
as  the  detection,  prevention,  and  control  of  AIDS  and 
other  communicable  diseases,  which  require  the 
exercise  of  medical  judgment,  and 

WHEREAS,  the  Director  of  Health  is  given 
statutory  responsibility  to  serve  as  the  sole  decision- 
maker in  issues  involving  disciplinary  actions  against 
physicians  and  all  other  health  care  profesionals, 
including  denial,  revocation,  suspension,  or  limitation 
of  licenses,  which  may  require  the  understanding  of 
medical  issues  and  the  exercise  of  medical  judgment, 
and 

WHEREAS,  there  is  no  indication  that  the  state  is 
unable  to  locate  qualified  physicians  for  the  position 
of  Director  of  Health; 

BE  IT  THEREFORE  RESOLVED,  that  the 
House  of  Delegates  and  the  Nebraska  Medical 
Association  reaffirms  its  support  of  the  requirement 


that  the  Director  of  Health  be  a licensed  physician 
and  that  the  Board  of  Directors  be  directed  to  take 
the  appropriate  steps  to  communicate  this  position  to 
Nebraska  policymakers. 

There  was  discussion,  all  favorable,  to  this  resolution. 
The  discussants  also  expressed  the  desire  to  have  the 
director  of  communicable  diseases  within  the  State 
Health  Department  to  also  be  an  M.D. 

Recommendation: 

1.  The  Reference  Committee  recommends  that 
Resolution  #8  be  adopted  as  written. 

2.  The  Board  of  Directors  of  the  Nebraska  Medical 
Association  be  requested  to  convey  to  the  Director  of 
the  Department  of  Health  their  desire  for  a physician 
knowledgeable  in  communicable  diseases  to  be  in 
charge  of  that  department. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  RESOLUTION  #11  - PLATTE-LOUP  VALLEY  - 
REIMBURSEMENT  OF  MAMMOGRAPHY 

This  resolution  read  as  follows: 

WHEREAS,  present  day  third  party  insurance 
carriers  in  the  State  of  Nebraska  do  not  pay  for 
screening  mammography,  and 

WHEREAS,  the  benefit  of  mammography  has  been 
well  documented  in  both  early  detection  and  de- 
creasing the  mortality  of  breast  cancer,  and 

WHEREAS,  one  of  the  reasons  both  physicians 
and  women  have  not  complied  with  routine  regular 
screening  mammograms  is  the  personal  expense; 

BE  IT  THEREFORE  RESOLVED,  that  the 
Nebraska  Medical  Association  intriduce  legislation  in 
the  Nebraska  unicameral  that  third  party  insurance 
carriers  cover  the  cost  of  routine  screening  mam- 
mography. 

Considerable  discussion  was  heard  upon  this  subject. 
Many  issues  were  raised,  particularly  relative  to  all 
screening  laboratory  tests  and  procedures.  Because  of  the 
complexity  of  this  issue,  the  Platte-Loup  Valley  Medical 
Society  representative  offered  to  withdraw  this  resolution 
and  redraft  it  for  consideration  at  a later  date. 

Recommendation: 

The  Reference  Committee  recommends  that  we  not 
approve  Resolution  #11. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(10)  REPORT  OF  NEBRASKA  MEDICAL  FOUNDA- 
TION, INC. 

There  was  no  discussion  on  this  report. 

Recommendation: 

The  Reference  Committee  recommends  that  the  report 
of  the  Nebraska  Medical  Foundation  be  accepted  as 
written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 
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(11)  REPORT  OF  AD-HOC  COMMITTEE  ON  HEALTH 
GALLERY 

There  was  no  discussion  on  this  report. 

Recommendation: 

The  Reference  Committee  recommends  that  the  report 
of  the  Ad-Hoc  Committee  on  Health  Gallery  be  accepted 
as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(12)  REPORT  OF  AD-HOC  COMMITTEE  ON  HEALTH 
POLICY  STATEMENTS 

There  was  no  discussion  in  the  Reference  Committee 
on  this  report.  The  Reference  Committee  recognizes  that 
this  is  a very  forceful  anti-smoking  statement. 

Recommendation: 

The  Reference  Committee  recommends  the  adoption  of 
the  report  of  the  Ad-Hoc  Committee  on  Health  Polity 
Statements  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECITON  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
REFERENCE  COMMITTEE  #5  AS  A WHOLE.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

Charles  Bagby,  M.D.,  Blair,  Chairman 
Ronald  Asher,  M.D.,  North  Platte 
Barbara  Heywood,  M.D.,  Papillion 


Reference  Committee  #6 

Reference  Committee  #6  considered  6 reports  and  3 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #8, 
NMA  AIDS  TASK  FORCE 

During  the  1987  Fall  Session,  the  House  recommended 
that  physicians  be  encouraged  to  be  well  informed  on  the 
topic  of  AIDS,  particularly  with  respect  to  recent 
scientific  information,  and  directives  from  the  Center  of 
Disease  Control  and  the  AM  A.  An  NMA  AIDS  Task  Force 
was  appointed  and  has  been  meeting  periodically  to 
address  this  subject. 

Recommendation: 

File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #15, 
GOVERNOR  APPOINTMENTS 

The  NMA  Board  considered  and  nominated  repre- 
sentatives to  serve  on  the  State  of  Nebraska  Board  of 
Health  and  the  Commission  on  Medical  Qualifications. 
The  Governor  subsequently  appointed  Dr.  Robert  F. 
Shapiro  to  the  Board  of  Health  and  Dr.  Donald  J.  Pavelka 
has  been  appointed  to  the  Commission  on  Medical 
Qualifications. 


Recommendation: 

File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 
AIDS  PROGRAM 

The  NMA  Board  considered  a request  from  the 
Veterans  Administration  that  the  Association  serve  as  one 
of  the  sponsors  for  a program  on  AIDS  being  developed 
by  the  Cooperative  Health  Education  Program.  This 
program  will  be  held  in  May  at  Clarkson  Hospital  in 
Omaha.  The  NMA  Task  Force  on  AIDS  considered  the 
matter  and  determined  that  the  Association  should  serve 
as  one  of  the  sponsors. 

Recommendation: 

File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT,  AD-HOC  COMMITTEE  ON  ALTER- 
NATE HEALTH  PLANS 

The  Ad-Hoc  Committee  on  Alternate  Health  Plans  did 
not  have  reason  to  meet  during  the  past  year.  Due  to  the 
many  changes  in  the  managed  health  care  industry, 
Nebraska  physicians  have  not  been  as  eagerly  recruited 
to  join  the  various  alternative  health  plans.  NMA 
counsel,  Pam  Hastings  Carrier,  has  provided  a prompt 
response  to  any  NMA  member  requesting  consideration 
of  various  contracts  with  alternate  health  plans.  Because 
of  a lack  of  a need  for  a meeting  during  the  last  two  years, 
the  Committee  recommends  that  they  be  dissolved  and 
any  required  activities  be  taken  over  by  the  appropriate 
larger  committee  or  commission. 

Recommendations: 

1.  Accept  the  request  that  the  Ad-Hoc  Committee 
on  Alternate  Health  Plans  be  dissolved  and  any 
required  activities  be  taken  over  by  the  appropriate 
NMA  committee  or  commission. 

2.  The  members  of  the  Ad-Hoc  Committee  on 
Alternate  Health  Plans  should  be  thanked  for  their 
service  to  the  NMA. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT,  AD-HOC,  LOW  LEVEL  RADIATION 
WASTE  DISPOSAL 

The  Ad-Hoc  Committee  on  Low  Level  Radiation  Waste 
Disposal  has  conducted  an  indepth  analysis  of  the  issues 
relating  to  handling  of  low  level  radioactive  waste  in  our 
state  and  region.  The  Committee  has  studied  the 
legislative  acts  at  both  the  federal  and  state  levels 
promulgated  to  provide  an  organized,  systematic  approach 
to  alleviating  the  problem.  This  issue  is  of  vital 
importance  to  our  patients  and  the  public  at  large  as  it 
impacts  on  the  clinical  and  research  aspects  of  medicine. 
In  1980,  Congress  passed  the  Low  Level  Waste  Act 
(Act  96-573)  which  provided  for  (1)  definition  of 
radioactive  waste,  (2)  closing  the  existing  sites  to  most  of 
the  nation  on  January  1,  1986,  (3)  making  low  level 
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radioactive  waste  the  responsibility  of  the  state  in  which  it 
was  generated,  and  (4)  encouraging  the  formation  of 
interstate  “compacts”  to  deal  with  low  level  radioactive 
waste  in  a cooperative  regional  basis.  Nebraska  has 
accomplished  this  task  and  is  a member  of  the  Central 
States  Compact.  The  Ad-Hoc  Committee  on  Low  Level 
Radiation  Waste  Disposal  has  discussed  the  educational 
role  of  the  Association.  It  is  recognized  that  there  is 
expertise  on  this  subject  from  this  Committee,  the  NMA, 
the  Nebraska  Radiological  Society  and  the  Nebraska 
Association  of  Nuclear  Physicians.  A fact  sheet  on  low 
level  radioactive  waste  disposal  is  being  developed  and 
directed  toward  an  enlightened  understanding  of  the 
issues.  Physicians  and  medical  scientists  should  be 
involved  in  the  planning  and  operational_implementation 
of  a low  level  radioactive  waste  disposal  site  in  the  State  of 
Nebraska  and  the  Central  States  Compact.  The  Ad-Hoc 
Committee  on  Low  Level  Radiation  Waste  Disposal  offers 
the  following  resolution: 

WHEREAS,  the  Nebraska  Medical  Association  has 
a long  standing  and  vital  commitment  to  the  health 
and  medical  care  of  the  people  of  the  State  of 
Nebraska. 

W'HEREAS,  the  Nebraska  Medical  Association  has 
a key  role  in  the  education  of  our  patients  and  the 
public  at  large  through  the  dissemination  of  informa- 
tion leading  to  an  enlightened  understanding  of  health 
matters. 

W'HEREAS,  the  constitutent  membership  of  the 
Nebraska  Medical  Association  provides  a resource  of 
expertise  in  knowledge  of  the  effects  of  ionizing 
radiation,  as  well  as  applications  and  benefits  from 
the  use  of  radioactive  materials  and  radiation  in  the 
practice  of  medicine. 

WHEREAS,  the  requirements  for  low  level  radio- 
active waste  disposal  are  inexorably  connected  to  the 
practice  of  medicine,  not  only  related  to  concerns 
about  the  effects  of  ionizing  radiation,  but  also  the 
application  of  radioactive  materials  and  radiation  in 
the  practice  of  medicine. 

WHEREAS,  the  continuing  advances  in  medical 
research  are  likewise  intimately  interrelated  to  the 
application  of  radioactive  materials  and  ionizing 
radiation  to  the  evolution  of  new  concepts  in  diagnosis 
and  treatment  of  disease. 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association: 

- Supports  the  logical,  carefully  considered  imple- 
mentation of  federal  and  state  legislation  directed 
toward  the  solution  of  the  issues  of  low  level 
radioactive  waste  disposal  in  our  state  and  region,  by 
the  establishment  of  a facility  in  our  state. 

- Believes  it  vital  that  advice  and  counsel  related  to 
decision  on  implementation  of  operational  elements 
of  the  legislation,  i.e.,  siting,  construction,  and 
opeation  of  such  facilities,  always  include  representa- 
tion of  medical  practitioners  and  medical  scientists  to 
insure  appropriate  consideration  of  medical  and 
health  related  issues. 

- To  this  end,  the  Nebraska  Medical  Association 
offers  its  expertise  for  the  purpose  of  insuring  the 
continuing  excellence  in  medical  care  in  our  con-, 
temporary  health  care  delivery  system  and  the 
provision  for  vital  health-related  information  in  the 
decision-making  process  of  governmental  actions  and 
activities. 


Recommendation: 

Adoption  of  the  low  level  radioactive  waste  disposal 
resolution  as  amended  by  deletion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT,  NMA  TASK  FORCE  ON  AIDS 

The  Task  Force  has  met  to  cover  a wide-range  of  AIDS 
related  problems.  They  have  considered  ethical  issues, 
education  of  both  professional  and  public  sectors  and 
prevention  as  regards  to  health  care  workers  and  the 
public.  The  Committee  has  established  liaison  with  the 
Metro  Omaha  Medical  Society  AIDS  Task  Force. 

Recommendation: 

That  the  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  RESOLUTION  #2  (SUBSTITUTE)  - LANCASTER 
COUNTY  - MEDICAL  LICENSURE 

This  resolution  read  as  follows: 

WHEREAS,  prior  to  1983  citizens’  complaints 
about  licensees  of  the  Nebraska  State  Health  Depart- 
ment were  resolved  by  the  Nebraska  State  Health 
Department  in  the  case  of  violations  of  the  rules  and 
regulations  promulgated  by  the  Nebraska  State 
Health  Department,  and  only  in  the  case  of  reasonable 
suspicion  of  criminal  violation  of  the  state  law  were 
the  complaints  referred  to  the  Nebraska  State 
Attorney  General’s  office,  and 

WHEREAS,  In  1983  the  Nebraska  State  laws  were 
changed  such  that  citizens’  complaints  about  licensees 
of  the  Nebraska  State  Health  Department  are 
referred  simultaneously  to  the  Nebraska  State  Health 
Department  and  to  the  Nebraska  State  Attorney 
General’s  office  which  is  in  power  legally  to  procede 
against  the  licensees  without  regard  to  the  findings  of 
the  committees  and  commissions  of  the  Nebraska 
State  Health  Department,  and 

WHEREAS,  this  state  of  affairs  exposes  every 
licensee  of  the  Nebraska  State  Health  Department  to 
prosecution  by  the  Nebraska  State  Attorney  General’s 
office  without  peer  review;  now  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion, in  concert  with  other  licensees  of  the  Nebraska 
State  Health  Department,  work  to  effect  a change  in 
the  Nebraska  State  law  to  return  the  process  to  the 
pre-1983  mechanism. 

The  Reference  Committee  received  comments  con- 
cerning the  uniqueness  in  which  citizens’  complaints 
about  licensees  of  the  Nebraska  State  Health  Department 
are  referred  simultaneoulsy  to  the  Nebraska  State  Health 
Department  and  to  the  Nebraska  Attorney  General’s 
Office  which  is  empowered  legally  to  proceed  against  the 
licensees  without  regard  to  the  findings  of  the  committees 
and  commissions  of  the  Nebraska  State  Health  Depart- 
ment. This  dual  approach  appears  to  circumvent  physician 
peer  review.  Potential  bad  publicity  may  result  to 
innocent  physicians.  There  is  also  a matter  of  expense  for 
the  physician  in  retaining  legal  counsel.  The  Nebraska 
State  Health  Department  is  willing  to  work  toward  a 
resolution  of  this  problem. 
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Recommendation: 

Adoption  of  the  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  RESOLUTION  #6  - METRO  OMAHA  - HEALTH 
CARE  QUALITY  IMPROVEMENT  ACT 

This  resolution  read  as  follows: 

WHEREAS,  the  Health  Care  Quality  Improvement 
Act  of  1986  (Title  IV,  P.L.  99-660)  will  first  provide 
federal  immunity  for  good  faith  peer  review  actions 
and  second  establish  a federal  data  bank  to  collect 
and  distribute  hospital  disciplinary  actions,  and 
medical  malpractice  judgements  and  settlements; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
inform  its  members  of  the  current  status  of  this  Act, 
and  be  it 

FURTHER  RESOLVED,  that  the  NMA  delegation 
to  the  AMA  submit  a resolution  requesting  the  AMA 
provide  up-to-date  reports  to  its  membership  re- 
garding the  implications  of  this  statute. 

The  Reference  Committee  supports  the  fact  that  the 
NMA  membership  should  be  informed  of  the  current 
status  of  the  Health  Care  Quality  Improvement  Act  of 
1986. 

Recommendation: 

Adoption  of  the  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  I wish  to  thank  Drs.  Osborne  and  Weldon. 

Respectfully  submitted, 

Allen  D.  Dvorak,  M.D.,  Omaha,  Chairman 
Robert  Osborne,  M.D.,  Lincoln 
R.  C.  Weldon,  M.D.,  Nebraska  City 

Dr.  Klutman  asked  who  was  permitted  to  attend  and 
speak  at  Reference  Committee  meetings.  The  Chair 
indicated  that  any  member  of  the  NMA  can  appear  before 
a Reference  Committee.  Guests  who  may  wish  to  attend 
and/or  present  specific  information,  however  must  be 
invited  by  and  accompanied  by  a member  of  the  NMA, 
and  their  attendance  and  participation  must  be  approved 
by  the  Reference  Committee.  They  are  only  to  address  a 
specific  issue,  answer  questions  about  that  specific  issue, 
and  are  then  dismissed. 


Dr.  Klutam  told  the  house  that  there  is  a bill  being 
drafted  on  licensing  of  laboratories  and  offices,  and  this 
should  be  ready  for  comment  at  the  Fall  Session  of  the 
House  of  Delegates.  The  members  of  this  committee 
drafting  this  bill  are  Drs.  Ronald  Klutman,  Columbus, 
Family  Practice,  Chairman;  John  Moore,  Omaha, 
Pediatrics;  Timothy  Wahl,  Omaha,  Internal  Medicine; 
Darroll  Loschen,  York,  Family  Practice;  Donald  Dynek, 
Lincoln,  Pathology;  Jeffrey  Susman,  Omaha,  Family 
Practice;  and  the  officers  of  the  Association. 

During  an  Executive  Session  of  the  House,  Dr. 
McWhorter  presented  the  concept  of  establishing  an  Ad- 
Hoc  Committee  on  the  Socio-economic  Aspects  of  Health 
Care.  This  was  approved  to  procede  as  outlined. 

There  being  no  further  business,  the  meeting  was 
recessed. 


House  of  Delegates 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was  held 
May  1,  1988.  The  meeting  was  called  to  order  by  the 
Speaker.  Roll  call  showed  67  delegates  present,  and  the 
meeting  was  declared  in  session. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  Massie,  Chairman,  presented  the 
following  slate  of  officers: 

President-Elect  — 

Richard  Raymond,  M.D.,  O’Neill 
Board  of  Directors,  At-Large  — 

Darroll  J.  Loschen,  M.D.,  York 
Delegate  to  the  AMA  — 

Blaine  Roffman,  M.D.,  Omaha 
Alternate  Delegate  to  the  AMA  — 

John  D.  Coe,  M.D.,  Omaha 
Vice  Speaker,  House  of  Delegates  — 

David  Little,  M.D.,  Hastings 
Councilors: 

5th  District  - Kenneth  C.  Bagby,  M.D.,  Blair 
6th  District  - Richard  Pitsch,  M.D.,  Seward 
7th  District  - R.  A.  Blatny,  M.D.,  Fairbury 
8th  District  - Richard  Fitch,  M.D.,  O’Neill 
11th  District  - Ronald  Asher,  M.D.,  North  Platte 
Council  on  Professional  Ethics  — 

Allan  Landers,  M.D.,  Scottsbluff 

There  being  no  further  nominations  from  the  floor,  the 
slate  presented  was  unanimously  adopted  by  the  House. 

There  being  no  further  business,  the  House  was 
adjourned. 
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IN  MEMORIAM 


Clarence  Brott,  M.D.  (Born  January  24,  1913 
— died  April  30,  1988)  Medical  Specialty  — 
General  Practice.  Doctor  Brott  was  a grad- 
uate of  the  University  of  Nebraska  Medical 
Center  in  1939  and  practiced  in  Beatrice.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association.  Survivors  include:  wife,  Viola; 
son,  Steven,  Falls  City;  daughters,  Mrs. 
Michael  T.  (Kathryn)  Higgins  of  Lincoln  and 
Mrs.  Michael  (Patricia)  Pandzik  of  Overland 
Park,  Kansas;  mother,  Louise  Brott  of 
Beatrice;  seven  grandchildren. 

Hiram  D.  Hilton,  M.D.  (Born  November  22, 
1913  — died  April  16,  1988)  Medical 
Specialty  — Surgery.  Doctor  Hilton  was  a 
graduate  of  the  the  Rush  Medical  School  in 
1939  an  practiced  in  Lincoln.  He  was  a 
member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association. 
Survivors  include  his  wife,  Eleanor  of 
Lincoln;  son.  Dr.  John  W.  Hilton  of  San 
Diego,  CA;  daughter,  Mrs.  Pamela  Snow  of 
Grand  Island;  sister,  Mrs.  Woodard  Burgent 
of  Tallahassee,  FL,  and  six  grandchildren. 


George  H.  Misko,  M.D.  (Born  May  30,  1895  — 
died  April  12,  1988)  Medical  Specialty  — 
Internal  Medicine.  Doctor  Misko  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1920  and  practiced  in 
Lincoln.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Survivors  include 
brother:  Ralph  Misko. 

Thomas  H.  Wallace,  M.D.  (Born  March  15, 
1934  — died  March  26,  1988)  Medical 
Specialty  — Surgery.  Doctor  Wallace  was  a 
graduate  of  the  University  of  Nebraska 
Medical  Center  in  1959  and  practiced  in 
Gordon.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American 
Medical  Association.  Survivors  include  his 
wife,  Susan;  mother,  Mildred  Johnson  of 
Wahoo;  sons,  Tom  Wallace  of  Sheridan, 
WY,  Travis  Wallace  of  Kearney,  Charlie  and 
Chad  Wallace  of  Gordon;  daughters,  Kathy 
Christian  of  Gordon,  Kris  Wallace  of  Sheridan, 
WY,  Kelley  Wallace  of  Gordon;  sister  Betty 
Klingebiel  of  Princeton,  NY;  and  two  grand- 
children. 
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• Physicians  in  the  military  service,  $264. 

• Physicians  in  their  first  year  of  practice, 

$200. 

• Physicians  in  resident  training,  $45. 

• Medical  students,  $20. 

The  House  of  Delegates  will  vote  on  this 
recommended  dues  increase  later  this  month 
at  the  AMA’s  Annual  Meeting. 

The  AMA  is  urging  Congress  to  provide  all 
residents  with  full  deferments  for  payments  on 
their  Guaranteed  Student  Loans  and  Supple- 
mental Loans  for  Students. 

In  recent  letters  to  the  chairmen  of  key  U.S. 
House  and  Senate  education  subcommittees, 
AMA  Executive  Vice  President  James  H. 
Sammons,  MD,  stated  that  recent  federal 
legislation  and  Dept,  of  Education  regulations 
have  left  a confusing  and  uneven  application  of 
student  loan  deferments  for  resident  physicians. 

To  recognize  the  unique  educational  re- 
quirements of  physicians,  the  AMA  is  asking 
that  deferments  be  provided  to  all  residents 
for  the  duration  of  their  postgraduate  training 
— regardless  of  when  or  where  they  received 
their  loans,  where  they  are  in  training  or  how 
long  their  residencies  last. 

The  Division  of  Membership  reports  that 
AMA  membership  is  expected  to  reach  300,000 
in  1988.  As  of  April  30,  total  AMA  membership 
stood  at  233,178.  There  are  13,411  more 
members  enrolled  in  the  Association  now  than 
at  this  time  last  year. 


Most 
patients 
need 
only  one. 


* * * 


In  a “Dear  Colleague”  letter  delivered  to 
all  Members  of  the  House  of  Representatives 
yesterday,  Rep.  Charles  Rose  (D-NC)  encour- 
aged their  support  for  his  bill,  H.R.  4455,  so 
that  essential  national  debate  on  the  future  of 
Medicare  funding  can  be  broadened. 

Congressman  Rose  noted  that  H.R.  4455 
was  based  on  AMA’s  draft  bill  to  reform  the 
Medicare  system. 


K-1UR20 


Microburst 

Release 

System 


(potassium  chloride)  20mEq  srR,“' 

A daily  prophylactic  dose 
in  a single  tablet. 


“By  all  accounts,”  his  letter  said,  “the  future 
of  the  Medicare  system  is  in  doubt.  While 
some  actuarial  projects  may  vary  as  to  timing, 

(continued  on  page  12-A) 
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K->UR 

(potassium  chlonde)  Sustained  Rdease  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100.000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalimzing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis.  Mutagenesis,  impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-OUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  0VERD0SAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  If  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-mterval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  it  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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this  much  is  certain:  the  present  pay-as-you-go 
system  is  headed  for  insolvency,  and  present 
beneficiaries  who  depend  on  this  worthy 
entitlement  may  be  left  without  viable  health 
benefits  when  the  money  runs  out.  Younger 
people,  who  will  pay  more  and  more  in  payroll 
taxes  to  support  the  system,  may  see  little 
protection  for  themselves.” 

Presently,  Rep.  Rose  said,  the  debate  on 
comprehensive  Medicare  reform  is  occuring  in 
piecemeal  fashion.  House  and  Senate  conferees 
have  just  reached  agreement  on  a catastrophic 
benefits  proposal  and  there  is  growing  senti- 
ment within  Congress  about  the  need  for  a 
federal  program  of  long-term  care.  “Yet 
against  this  dynamic  backdrop,  we  see  a basic 
Medicare  system  plagued  by  instability,”  he 
pointed  out. 

In  his  communication  Rep.  Rose  described 
the  three  major  tenets  of  H.R.  4455: 

— Creating  a system  of  vouchers  which 
would  permit  older  Americans  to  purchase 
health  insurance  with  comprehensive  benefits, 
including  catastrophic  protection,  directly  from 
competing  carriers. 

— Instituting  a new  financing  mechanism 
which  would  eliminate  the  present  employee 
payroll  tax  by  establishing  a tax  on  adjusted 
gross  income  during  working  years  while 
retaining  the  employer  health  insurance  payroll 
tax. 

— Setting  tax  rates  sufficient  to  fund 
current  Medicare  services  and  also  assure 
provision  of  future  benefits  through  gradual 
increases. 

“When  we  stop  to  consider  the  alternatives 
to  comprehensive  Medicare  reform— piecemeal 
legislation  that  taxes  the  young  without  stabiliz- 
ing the  system  for  their  future  benefits — this 
legislaton  is  worthy  of  full  and  fair  debate,” 
Rep.  Rose  said. 

Now  that  Rep.  Rose  has  disseminated  his 
Dear  Colleague  letter  AMA  soon  will  be  asking 
the  Federation  to  participate  in  a campaign  to 
gain  cosponsors. 

* * * 
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In  weighing  product  liability  legislation, 
Congress  should  apply  the  same  standard  to 
all  drugs  and  devices  approved  by  the  Food 
and  Drug  Administration,  the  AMA  has  urged 
members  of  the  House  Energy  and  Commerce 
Committee  in  a letter  from  James  H.  Sammons, 
M.D.,  executive  vice  president.  The  letter  was 
prompted  by  a proposed  amendment  to  HR 
1115  by  Rep.  Gerry  Sikorski  (D,  Minn.)  that 
would  classify  “contraceptive  or  abortifacient” 
drugs  or  devices  as  “inherently  dangerous 
products”  under  the  pending  legislation. 

“We  are  very  concerned  that  such  a provision 
would  adversely  affect  the  availability  and 
development  of  drugs  and  devices  covered  by 
this  amendment  and  would  establish  an 
inappropriate  precedent  for  other  drugs  and 
devices  approved  by  the  FDA,"  the  AMA  said. 
“It  is  important  to  recognize  that  no  drug  or 
medical  device  is  perfectly  safe  ...  To  treat 
any  class  of  FDA-approved  products  as 
‘inherently  dangerous  products’  under  product 
liability  legislation  is  . . . ill  advised.” 

The  Sikorski  amendment  also  has  been 
vigorously  opposed  by  the  American  College  of 
Obstetricians  and  Gynecologists. 

* * * 

Devising  ways  to  constrain  the  ever- 
increasing  growth  in  the  volume  and  intensity 
of  services  should  be  government’s  most 
critical  Medicare  priority,  William  L.  Roper, 
M.D.,  Administrator  for  HCFA,  told  Members 
of  the  House  Ways  and  Means  Committee  at 
its  recent  hearings  on  the  Physician  Payment 
Review  Commissions  (PPRC)  annual  report  to 
Congress.  The  primary  subject  of  those 
hearings  was  the  PPRC’s  recommendation  to 
implement  an  RVS  system  to  alter  the 
traditional  way  that  government  has  reimbursed 
physicians  for  their  services.  Dr.  Roper,  who 
strongly  favors  a Medicare  capitation  system 
rather  than  an  approach  such  as  the  Harvard 
U.  resource-based  RVS  reimbursement  con- 
cept, said  that  the  latter  method  would  correct 
“perceived"  inequities  in  physician  reimburse- 


ment, but  wouldn’t  deal  with  the  much  greater 
problem  of  unabated  growth  in  volume  and 
intensity  of  services. 

He  said  Medicare  payment  to  physicians 
have  been  rising  at  a 15%  annual  rate, 
primarily  due  to  increased  volume.  Those 
expenditures  will  triple  by  1998,  according  to 
HCFA  projections.  Primary  recipients  of  these 
increased  payouts,  he  said,  are  surgeons, 
laboratories,  radiologists  and  anesthesiologists. 
Payments  in  those  categories  climbed  14-23% 
during  FY  1985-86  alone,  he  said.  In  weighing 
the  merits  of  RVS  Dr.  Roper  suggested  that 
Members  ponder  this  important  question:  “Is 
it  worth  investing  the  lion’s  share  of  our 
analytical,  administrative  and  political  re- 
sources to  substitute  one  free-for-service 
payment  system  for  another,  leaving  Medicare’s 
most  important  issue  untouched?”  The  number 
of  physician  bills  that  HCFA  processes  is 
“staggering”,  Dr.  Roper  said.  It  is  expected  to 
surpass  350  million  in  FY  1989.  That  compares 
with  an  anticipated  volume  of  only  11  million 
for  hospital  inpatient  services. 

* * * 

Canada’s  Parliament  Beat  U.S.  Congress 
to  the  punch  by  voting  to  prohibit  tobacco 
advertising  in  adopting  two  bills  that  also 
would  place  curbs  on  smoking  in  job  settings 
under  federal  jurisdiction  and  mandate  that 
smoke-free  areas  be  provided  on  all  forms  of 
public  transportation.  The  proposals  must 
receive  Senate  approval  and  royal  assent 
before  they  can  become  law.  An  exuberant 
Canadian  Cancer  Society  spokesperson  hailed 
the  Parliament  action  and  the  proposed 
legislation  as  the  most  important  of  the 
decade.  H.R.  1272  (the  Health  Protection  Act 
of  1987),  the  U.S.  bill  that  would  impose  a ban 
on  advertising  and  promotion,  now  has  36 
cosponsors  in  the  House  of  Representatives, 
but  has  little  chance  of  being  adopted  in  this 
session  of  Congress  now  rushing  to  election- 
year  adjournment.  H.R.  1272’s  principal  sponsor 
is  Mike  Synar  (D-OK). 

* * * 
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Anthony  J.  Yonkers,  MD Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  J.  Cornelius,  Jr..  M.D Sidney 

F.  William  Karrer.  M.D.  Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harry  W.  McFadden,  .Jr.,  M.D Omaha 

Merton  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer.  M.D.. Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam.  M.D. Hastings 

L.  Palmer  Johnson.  M.D Lincoln 

Charles  W.  Marlowe.  MD Omaha 

Gary  D Milius,  M.D Lincoln 

William  Rayburn.  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Larrv  Wilson.  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Stacie  R.  Bleicher,  M.D Lincoln 

Robert  M.  Nelson,  MD Omaha 

Gregg  F.  Wright.  M.D Lincoln 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius.  Jr.,  MD..  Chairman Sidney 

Gordon  D.  Adams.  M.D Norfolk 

Lewiston  W.  Birkmann.  MD Lincoln 

James  S.  Carson,  M.D McCook 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela.  Jr.,  M.D Beatrice 

Roger  D.  Mason.  M.D Omaha 

Donald  F.  Prince.  M.D Minden 

C.  Lee  Retelsdorf.  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D..  Chairman Omaha 

Gordon  D.  Adams.  M.D Norfolk 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey.  M.D Lincoln 

James  R.  Commers.  M.D Omaha 

Sushil  S.  Lacy,  M.D Lincoln 

Donald  R.  Ow-en,  M.D.  . \ Omaha 

C.  Lee  Retelsdorf.,  M.D Omaha 

R.  C.  Rosenlof.  M.D Kearney 
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AD-HOC  COMMITTEE  ON  LOW  LEVEL 


RADIATION  WASTE  DISPOSAL 

Merton  A.  Quaife.  MD.,  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

David  J.  Hoelting.  M.D Pender 

Ernest  O.  Jones.  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

William  H.  Northwall.  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler.  M.D Superior 

Donald  J.  Darst.  M.D Omaha 

David  R.  Dyke.  M.D Lincoln 

Dale  W.  Ebers.  M.D Lincoln 

Vernon  F.  Garwood,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman,  M.D Columbus 

Paul  F.  Meyer,  M.D Aurora 

Dale  E.  Michels.  M.D Lincoln 

Harold  M Nordlund.  M.D York 

Richard  B.  Svehla.  M.D Omaha 

M.  Allen  Tompkins,  M.D Grand  Island 

Tom  F.  Tonniges,  M.D Hastings 

NMA  PRO  OVERVIEW  COMMITTEE 

M.  Jack  Mathews.  M.D..  Chairman Lincoln 

David  Bacon,  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Carl  J.  Cornelius.  jr„  M.D Sidney 

Richard  A.  Cottingham.  M.D McCook 

Francis  D.  Donahue,  M.D Omaha 

Daniel  S.  Durrie,  M.D Omaha 

Wendell  L.  Fairbanks,  M.D Alliance 

John  F.  Fitzgibbons,  M.D Omaha 

C.  T.  Frerichs.  M.D Beatrice 

Gordon  J.  Hmicek,  M.D Grand  Island 

Richard  Jackson.  M.D Pawnee  City 

Frederick  F.  Paustian.  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W.  McFadden,  Jr.,  M.D..  Chairman  Omaha 

L.  Dwight  Cherry.  M.D Lincoln 

Vernon  F.  Garwood,  M.D Lincoln 

Allan  C.  Landers.  M.D Scottsbluff 

James  Omel,  M.D Fairbury 

Donald  J.  Pavelka.  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  B.  Svehla.  MD Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Chairman Columbus 

Robert  G.  Osborne,  M.D..  Vice-Chairman Lincoln 

Rodney  S.  W.  Basler.  M.D Lincoln 

Judith  A.  Butler.  M.D Superior 

L.  Dwight  Cherry.  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Dale  W.  Ebers.  M.D Lincoln 

Vernon  F.  Garwood.  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Barbara  M.  Heywood.  M.D Papillion 

Ann  E.  Lott,  MD Lincoln 

William  R.  Marsh.  M.D Grand  Island 

John  T.  McGreer,  M.D Lincoln 

Dennis  G.  O'Leary.  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Todd  S.  Sorensen.  M.D Scottsbluff 

Richard  B.  Svehla.  M.D Omaha 

Timothy  0.  Wahl.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D..  Chairman Omaha 

Daniel  S.  Durrie.  M.D Omaha 

Joel  T.  Johnson.  M.D Kearney 

Darroll  J.  Loschen.  M.D York 

Dale  E.  Michels.  M.D Lincoln 

Stanley  F.  Nabity.  M.D Grand  Island 

William  R.  Palmer.  M.D Omaha 

Gerald  Rounsborg.  MD North  Platte 

Charles  S.  Wilson.  M.D Lincoln 


AD  HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


James  H.  Dunlap.  M.D.,  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  G.  Bosley.  M.D Grand  Island 

F.  M.  Gawecki,  M.D Papillion 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larry  E.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian.  M.D..  Chairman Omaha 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

A.  Dean  Gilg,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Richard  L.  O'Brien.  M.D Omaha 

Dwaine  J.  Peetz,  Jr.,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  & ATHLETIC  MEDICINE 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Patrick  E.  Clare,  M.D.,  Vice-Chairman Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Stephen  J.  Lanspa,  M.D Omaha 

Paul  H Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

Hobart  E.  Wallace,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright.  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W Basler,  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing.  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews,  M.D Lincoln 

Harlan  C.  Shriner,  M.D Lincoln 

F.  Thomas  Waring,  M.D Fremont 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Glen  F.  Lau,  M.D.,  Chairman Lincoln 

Charles  Heider.  Jr.,  M.D North  Platte 

Harry  E Keig.  M.D Papillion 

Barney  B.  Rees,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid.  M.D Omaha 

Jerry  K.  Seiler,  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

Stephen  D.  Torpy,  M.D Omaka 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey.  M.D..  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D..  Chairman  . . Lincoln 

Richard  A.  Blatny,  M.D Fair  bury 

Thomas  M.  Connors,  M.D Omaha 

Vernon  Garwood,  M.D Lincoln 

Roger  Massie.  M.D Plainview 

Donald  Pavelka,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Monte  M.  Scott,  M.D Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

Scot  C.  Sorensen,  M.D Lincoln 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

L.  Dwight  Cherry,  M.D Lincoln 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  Klutman,  M.D Columbus 

C.  A.  McWhorter,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm.  M.D Omaha 


NMA  FALL 

NMA  ANNUAL 

SESSION 

SESSION 

September  22-24,  1988 

April  28-May  2,  1 989 

Cornhusker  Hotel 

Cornhusker  Hotel 

Lincoln,  NE 

Lincoln,  NE 
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Physicians’  Classified 


MEDICAL  DIRECTOR:  The  University  of  South 
Dakota  Student  Health  Clinic,  Vermillion,  South 
Dakota.  Responsibilities  include  providing  patient 
care,  medical  leadership  and  direct  supervision  of 
medical  personnel  including  nurse  practitioner  and 
physician  assistant.  University  School  of  Medicine 
appointment  eligibility.  Prefer  Internist,  Pediatrician 
or  Family  Practitioner  with  demonstrated  internist/ 
training  in  adolescent  and  preventative  medicine. 
Salary  is  competitive  with  excellent  fringe  benefits 
including  professional  liability.  This  is  an  academic 
year  appointment.  Send  application  and  resume 
with  names,  addresses  and  telephone  numbers  of 
three  references  to:  Dr.  William  Donohue,  Vice 
President  For  Student  Life,  Room  205  Slagle  Hall, 
414  E.  Clark,  Vermillion,  SD  57069. 


Omaha,  Nebraska.  Qualifications  are:  board  certifi- 
cation or  eligibility,  a license  in  the  particular  state 
they  would  be  located,  and  a minimum  of  1 year 
experience.  Preference  given  to  those  candidates  in 
FAMILY  PRACTICE,  PEDIATRICS,  INTERNAL 
MEDICINE,  OR  EMERGENCY  MEDICINE.  Our 
company  offers  an  outstanding  incentive  pay  plan 
with  the  opportunity  to  earn  $90,000+  annually. 
PHP  offers  physicians  the  opportunity  to  partici- 
pate in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  C.V.  to 
Leigh  Robbins,  125  Belle  Forest  Circle,  Suite  200, 
Nashville,  TN  37221,  615/662-1310. 


MONTANA:  Board  certified  FP  seeks  partner 
with  interests  in  obstetrics  and  rural  medicine  to 
join  busy  practice  in  southeast  Montana.  Office  on 
hospital/NH  campus.  First-year  income  guarantee, 
relocation  assistance,  and  other  benefits.  Enjoy 
comforts  of  friendly  small  community  living  and 
recreation  that  only  Montana  can  offer!  Send  CV  to 
Cynthia  Lacro,  PROSEARCH,  305  NE  102nd 
Avenue,  Portland,  Oregon  97220.  (800)  237-6906. 

PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several  loca- 
tions throughout  the  United  States  including 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN  OPPORTUNITY:  Immediate  open- 
ing for  1-2  physicians  in  long-established  medical 
clinic  in  rural  community  of  approximately  5,000. 
Preference  given  to  candidates  in  family  practice 
and  internal  medicine.  Experience  preferred,  but 
not  necessary7.  Must  be  licensed  in  Nebraska. 
Excellent  insurance  benefits,  paid  malpractice 
insurance,  pleasant  working  conditions.  If  interested, 
please  call  or  send  C.V  to:  Box  036,  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Bldg., 
Lincoln,  NE  68508. 


WANTED:  Pediatrician,  Anesthesiologist,  Or- 
thopedics, Family  Practice,  Radiology,  Psychiatrist. 
120-bed  hospital  assisting  growing  medical  com- 
munity in  recruiting  physician  specialists  to  various 
established  practices.  32  practicing  physicians  are 
located  in  Mitchell,  South  Dakota,  a community  of 
15,000  with  a rural  referral  area  of  approximately 
32,000.  Mitchell,  the  1988  South  Dakota  Com- 
munity of  the  Year,  is  a progressive,  expanding 
community  with  an  excellent  education  system  and 
a vast  array  of  outdoor  sporting  activities.  Excellent 
first  year  guaranteed  income  arrangements  offered. 
Interested  candidates  should  send  C.V  to:  Fred 
Sluneka,  Executive  Director,  St.  Joseph  Hospital, 
Fifth  and  Foster,  Mitchell,  South  Dakota  57301.  1- 
800-992-2002  or  605-995-2258. 


ADVERTISER’S  INDEX 

C 

Cardiology  Review  Board 

CIBA  Pharmaceuticals 

D 

Donley  Medical  Supply 

K 


Key  Pharmaceuticals 

Eli  Lilly  & Company 

Naval  Reserve 

Norfolk  Printing 

Roche  Laboratories. . 


E 


N 


R 


U 


11,  12 

...18 

6 

3 

19,  20 


U.S>Army  Reserves. 


16-A  Nebraska  Medical  Journal  July  1988 


MEDICAL  PROFILE  NO.7 


ARMY  RESERVE 

, _ 


Soldier  being  examined  for  effects  of  high -altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recendy  published  article,  “Who  Shall  Live 
and  Who  Shall  Die"  in  Newsweek  Magazine. 


%^The  work  I m doing  in  the  Army  Reserve  fits 
perfecdy  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I'm 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  MM 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800- US  A- ARMY 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


AXID® 

nizatidine  capsules 

Brief  Summary  Consult  the  package  Insert  tor  prescribing  Information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions -Ho  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocame.  phenytom.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme 
system,  therefore  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffm-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects -Pregnancy  Category  C— Oral  reproduction 
studies  m rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  m pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactatmg  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported;  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine 

Hepaf/c  — Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  IU/L).  and  in  a single 
instance.  SGPT  was  greater  than  2,000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular— In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H?-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

Integumental—  Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other—  Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholmergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 

, concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [eg.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) . clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Thblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Thblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  Neurological  Surgery  2221  So.  17th  St., 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  84  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 
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reprint. 
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and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 
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Cheyenne- Kim  ball-Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Keith-Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

Bruce  Sheffield.  Hastings Jerry  Seiler,  Hastings 

Kenneth  Peters.  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks.  Alliance Chris  Wilkinson.  Alliance 

John  Schulte,  Kearney Gerry  Jensen.  Kearney 

Mark  Carlson.  David  City Jack  Kaufmann,  David  City 

R.  R Anderson.  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman.  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Books,  Broken  Bow 

Rodney  Sitorius,  Cozad 

John  Allely,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Martin.  Ord Otis  Miller.  Ord 

Alan  Langvardt,  Beatrice Louis  J.  Gogela.  Jr.,  Beatrice 

John  Wagoner.  Grand  Island Gordon  Francis.  Grand  Island 

G D.  Penner.  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  0.  Johnson.  Fairbury R.  A Blatny,  Fairbury 

D.  M.  Laflan.  Creighton D.  J.  Nagengast,  Bloomfield 

D.  R.  Dyke,  Lincoln M.  A.  Breiner,  Lincoln 

Byron  Barksdale,  North  Platte Janet  Bernard- Stevens,  North  Platte 

Otto  Wullschleger,  Norfolk C.  Robert  Adams,  Norfolk 

Richard  B.  Svehla.  Omaha F.  F.  Paustian.  Omaha 

Robert  Benthack.  Wayne C.  Robert  Adams,  Norfolk 

Joel  Hutchins,  Gordon R H.  Rasmussen,  Chadron 

Dean  R.  Thomson.  Nebraska  City. . . Paul  R.  Madison,  Nebraska  City 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier.  Ogallala 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

Barbara  Heywood,  Papillion Roy  Holeyfield,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen.  Jr.,  W’ahoo 

J.  C Williams,  Scottsbluff R.  Scott  Anderson,  Scottsbluff 

Paul  Plessman,  Seward Van  Vahle,  Seward 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A Allerheiligen,  McCook E.  C.  Beyer.  McCook 

H.  Neal  Sievers,  Blair K C.  Bagby.  Blair 

Darroll  Loschen,  York B.  N.  Greenburg,  York 


AMA  NEWS  NOTES 


The  development  of  risk  management/quality 
assurance  programs  will  be  a new  priority 
thrust  of  the  AMA-Specialty  Society  Liability 
Project,  James  S.  Todd,  M.D.,  AMA  senior 
deputy  executive  vice  president,  recently 
announced  after  a meeting  of  the  project's 
Steering  Committee. 

Since  its  inception  three  years  ago,  the 
project  has  concentrated  its  efforts  on  formu- 
lating a fault-based  alternative  dispute  system 
that  it  unveiled  earlier  this  year.  Several  states 
are  studying  the  plan  and  may  ultimately  seek 
to  implement  it. 

Frank  J.  McKechnie,  M.D.,  president  of  the 
American  Society  of  Anesthesiologists  in  1985- 
86  and  vice  speaker  of  the  Florida  Medical 
Assn.  House  of  Delegates  from  1983-85,  was 
named  chairman  of  the  project's  Risk  Manage- 
ment-Quality Assurance  Subcommittee.  In 
that  role  he  will  oversee  planning  and  de- 
velopment of  new  activities. 

* * * 


Government  Should  continue  its  highly 
effective  policy  of  devoting  necessary  resources 
to  the  health  care  sector  and  avoiding  estab- 
lishment of  any  system  that  would  be  dominated 
by  improper  government  intrusion,  the  AMA 
has  advised  the  Joint  Economic  Committee  of 
the  U.S.  Congress. 

The  great  advances  that  have  occurred  in 
the  health  status  of  the  American  people  since 
the  1960's  are  directly  attributable  to  that 
policy,  Joseph  T.  Painter,  M.D.,  a member  of 
the  AMA's  Board  of  Trustees,  told  the  commit- 
tee while  testifying  at  hearings  on  the  future  of 
health  care  in  the  nation. 

He  acknowledged  that  some  in  industry  are 
concerned  that  the  cost  of  fringe  benefits 
places  American  business  at  a disadvantage 
with  foreign  competitors  who  have  lower 
labor  costs.  “It  is  unfortunate  that  the  cost  of 
meeting  health  care  needs  often  is  viewed 
today  in  competitive  rather  than  human 

terms,"  said  Dr.  Painter. 

* * * 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you'll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

P acy e ac* e nt a fhuxVt yxnr 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport.  Omaha,  NE  68154,  (402)  334-9689 


AMA  NEWS  NOTES 

Congressional  hearings  on  the  relative  value 
scale  (RVS)  as  a federal  physician  payment 
mechanism  likely  will  be  held  in  October,  the 
chairman  of  the  Physician  Payment  Review 
Commision  (PPRC)  has  told  the  AMA  and 
national  medical  specialty  societies. 

In  its  recent  annual  report  to  Congress, 
PPRC  proposed  establishing  a Medicare  phy- 
sician fee  schedule  based  upon  an  RVS  and 
recommended  that  allowances  be  made  for 
geographical  variances  in  the  cost  of  practicing 
medicine.  The  PPRC  avoided  endorsing  any 
specific  type  of  RVS,  such  as  the  resource- 
based  RVS  study  now  being  finalized  by 
Harvard  U. 

* * * 

The  AMA  presented  testimony  jointly  with  the 
Utah  Medical  Assn.  (UMA)  recently  at  a 
hearing  on  a proposed  ban  on  smoking  on 
commercial  flights  held  by  the  Utah  Air  Travel 
Commission.  The  AMA  witness  was  John  C. 
Nelson,  M.D.,  a member  of  the  Executive 
Committee  of  the  Council  on  Legislation. 

(continued  on  page  9-A) 
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THE  NAVAL  RESERVE 
NEEDS  YOU 

The  Naval  Reserve  is  actively 
seeking  Physicians  due  to  the  ex- 
pended requirements  of  the  military 
Fleet  Hospital  Program.  All  medical 
specialities  are  needed,  particularly 
Surgeons  and  Anesthesiologists. 

Alter  your  practice  routine  by 
serving  your  country  as  a Naval 
Officer. 

We  offer: 

— Flexibility  in  drill  schedule 

— 4 days  pay  for  2 days  work 

— Educational  loan  repay- 
ment program 

— Continuing  Medical  Edu- 
cation (CME) 

— The  opportunity  to  travel 
and  do  something  special 

— Contact  1-800-247-7777 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa * 

For  treatment  of  infections  in  the: 

- lower  respiratory  tract1  - urinary  tracf 
-skin/skin  structure1  -bones  and  jointsf 

Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 


*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven.  CT  0651 6 


IILES 


Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


April  1988.  Miles  Inc. 


Printed  in  U S A. 


C09327  MLR-261 


TABLETS 

(ciprofloxacin  HCI /Miles 


■ 500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D.  for  severe  or  complicated  infections. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae 
Proteus  mirabihs.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae 
Proteus  mirabihs.  Proteus  vulgaris.  Providencia  stuartu.  Morganella  morgana.  Citrobacter  freundn 
Pseudomonas  aemgmosa.  Staphylococcus  aureus  (penicillinase  and  nonpemcillinase-producmg  stramsL  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aemginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabihs.  Providencia  rettgeri.  Morganella  morgana.  Citrobacter  diversus.  Citrobacter 
freundn.  Pseudomonas  aemginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecahs 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains).  Campylobacter  jejuni.  Shigella 
flexnen*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
*Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacm 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy m immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness.  Iightheadedness.  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Dmg  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  m the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patients  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
information  for  Patients 

f^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  ot  dosing  is 
two  hours  after  a meal  fotients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
Iightheadedness.  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Eight  m vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy  - Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  m maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
- - After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no  maternal  toxicity  was  produced,  and 
r teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site" 


Severity  of 
Infection 


Dai 


Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  ' 

Severe/Complicated 

750  mg  j 

Urinary  Tract* 

Mild/Moderate 

250  mg 

Severe/Complicated 

500  mg , 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  i 

pregnant  women  SINCE  CIPROFLOXACIN  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHR0 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprof  1 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Becau  I 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decisi  I 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  d 
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EDITORIAL 


The  Health  Care  Quality  Improvement  Act  of  1986 

BENIAMIN  R.  GELBER,  M.D. 


Recently  published  regulations  in  the  Fed- 
eral Register  describe  the  government's  effort 
to  implement  the  Health  Care  Quality  Im- 
provement Act  of  1986.  The  Act  requires  that 
certain  information  concerning  physicians  be 
reported  to  a National  Data  Bank.  The 
National  Data  Bank  is  supposed  to  be  funded 
and  set  up  in  1989.  Every  two  years  all 
hospitals  would  be  required  to  review  infor- 
mation from  the  Data  Bank  concerning  phy- 
sicians on  their  staff  and  for  physicians 
applying  for  staff  privileges. 

The  law  requires  that  any  malpractice  claims 
paid  must  be  reported  to  the  Data  Bank.  This 
includes  not  only  malpractice  cases  where  the 
physician  has  lost  in  court,  but  also  includes 
settlements.  This  means  that  any  time  a 
malpractice  case  is  filed,  it  will  end  up  being  in 
the  Data  Bank  unless  the  case  is  dropped  or 
the  physician  wins  the  case  in  court.  This  will 
have  some  interesting  effects  which  I doubt 
the  government  or  insurance  companies  have 
anticipated.  Physicians  will  no  longer  have  any 
incentive  to  settle  because  the  amount  of 
settlement  will  end  up  in  the  National  Data 
Bank.  Ideally,  any  physician  who  has  a mal- 
practice claim  alleged  would  settle  it  only  if  it 
was  obvious  that  malpractice  had  occurred 
and  there  was  no  reasonable  defense.  All 
other  cases  would  be  taken  to  court,  with  the 
hope  that  justice  would  be  done  most  of  the 
time.  However,  insurance  policies  generally 
permit  the  company  to  settle  cases  even 


without  the  physician's  agreement.  The  insur- 
ance company  may  make  the  decision  to 
settle  if  they  believe  the  cost  of  defending  a 
case  is  greater  than  the  cost  of  the  settlement. 
Normally  this  would  be  a sound  business 
decision  on  the  part  of  the  insurance  company. 
However,  this  encourages  nuisance  claims 
and  even  frivolous  claims.  The  cost  of  these  is 
passed  on  to  those  of  us  who  pay  malpractice 
insurance  premiums.  This  new  law  encourages 
physicians  to  demand  that  their  malpractice 
carriers  defend  every  case  in  court,  as  only  a 
judgement  in  favor  of  physicians  will  prevent 
the  case  from  being  reported  to  the  National 
Data  Bank.  I am  not  sure  how  insurance 
companies  will  deal  with  this,  but  we  are  their 
customers  and  we  should  demand  our  insur- 
ance companies  help  us  take  cases  to  court  if 
we  think  that  malpractice  has  not  occurred. 
Settlement  will  no  longer  be  an  option. 

Initially,  this  may  increase  malpractice  costs, 
because  the  cost  of  defending  a suit  in  court 
may  be  higher  than  the  cost  of  settlement  in 
many  cases.  However,  in  the  long  run  this 
should  decrease  the  number  of  nuisance  or 
frivolous  suits,  and  thereby  lower  overall 
costs. 

Although  I don't  see  this  as  a solution  to  the 
malpractice  problem,  we  may  be  able  to 
harness  this  law  which  meddles  in  the  practice 
of  medicine  and  turn  some  of  it,  at  least,  for 
our  own  benefit. 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

The  case  of  the  glomus  jugulare  tumor 
presented  by  Dr.  Stavas  recently  nicely  illus- 
trates the  value  of  modern  technology  in  the 
imaging  of  intracranial  and  cranial  tumors.4 
Some  of  us,  however,  would  not  entirely  agree 
with  the  statement,  "Glomus  jugulare  lesions . 
. . are  treated  best  with  radiation  therapy 
This  may  be  the  case  in  some  circumstances, 
but  surgical  technology  also  has  advanced. 

in  the  hands  of  surgeons  with  experience 
with  lesions  at  the  base  of  the  skull,  very  large 
glomus  tumors  now  can  be  entirely  or  nearly 
entirely  excised.1'3  My  last  case  appeared  to 
be  the  same  size  as  that  demonstrated  by 
Stavas.  The  surgery  was  preceded  by  emboli- 
zation of  the  lesion  through  the  external 
carotid  system  by  the  radiologists,  and  the 
operative  time  with  laser  and  microsurgery 
was  20  hours.  If  the  patient's  medical  condition 
precludes  such  surgery,  radiation  therapy 


then  may  be  the  choice  of  initial  treatment. 
Otherwise,  the  patient  should  at  least  be 
offered  the  choice  of  surgical  exision. 
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Yours  very  truly, 

John  L.  Fox,  M.D. 

Midwest  Neurosurgery,  P.C. 

Omaha 


Editor's  Note 

I have  also  had  experience  with  glomus 
jugulare  tumor.  The  tumor  was  completely 
removed  surgically.  It  required  about  twelve 
hours,  and  we  utilized  general  surgery,  ENT 
and  neurosurgical  teams  for  the  procedure. 
Neither  embolization  or  radiation  therapy  was 
required.  The  patient  returned  to  his  previous 
employment. 

Benjamin  R.  G elber,  M.D. 

Editor 
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ABSTRACT 

PROGRESSIVE  supranuclear  palsy 
is  a multi-system  atrophy  of 
unclear  etiology  with  a grim 
prognosis.  Further  research  on  the  etiology 
and  potential  management  of  this  disease  is 
needed.  Current  treatment  options  include 
a variety  of  supportive  and  palliative  ther- 
apies; unfortunately  a cure  is  not  yet 
available.  The  importance  of  recognizing 
this  disorder  lies  in  providing  the  patient 
and  the  family  with  the  appropriate  prog- 
nosis of  the  disease,  as  contrasted  with  the 
prognosis  of  Parkinson's  or  Alzheimer's 
Disease.  Support  programs  exist  to  help  the 
patient  and  caregiver  adjust  to  the  disease 
process  and  to  share  their  problems  with 
other  experiencing  the  same  illness.  The 
physician  should  be  aware  of  psychiatric 
problems  that  accompany  this  disorder  and 
be  willing  to  offer  therapy  in  hopes  of 
improving  the  quality  of  life  for  the  afflicted 
patient. 

Progressive  supranuclear  palsy  is  a dis- 
tinct clinicopathologic  disease  state  that  is 
characterized  by  classic  clinical  features 
and  a progressive  deterioration  in  function- 
al status.  Psychiatric  and  cognitive  dysfunc- 
tion characterize  the  disease  early  in  its 
course  and  a typical  pattern  of  dementia  is 
seen  with  progression.1  Bradykinesia,  rigid- 
ity, and  lack  of  postural  stability  are  symptoms 
that  progressive  supranuclear  palsy  shares 
with  Parkinson's  disease.  Because  of  the 
prominent  motor  symptoms,  this  neuronal 
system  atrophy  is  often  initially  misdiagnosed 
as  Parkinson's  disease.  The  hallmark  of  this 
disorder  is  the  development  of  a character- 
istic paralysis  of  voluntary  vertical  gaze 
(especially  downward  gaze).  The  number  of 
reported  cases  in  the  literature  has  steadily 
increased  over  the  past  two  decades, 


presumably  because  of  more  accurate  diag- 
nosis rather  than  an  increase  in  incidence. 

The  following  case  report  illustrates  the 
diagnostic  difficulty  encountered  when  a 
patient  is  seen  in  the  early  disease  stages 
when  depression,  dementia  and  neurolog- 
ical disease  coexist. 

CASE  REPORT: 

The  patient  was  a 62  year  old,  married, 
white,  female  referred  for  evaluation  of 
memory  loss  and  depression.  The  memory 
loss  began  four  years  prior.  The  patient's 
family  felt  the  memory  loss  was  related  to  a 
head  injury  and  loss  of  consciousness  from 
a fall  on  the  ice.  The  memory  loss  had 
progressed  from  occasional  problems  with 
names  and  dates  to  neglecting  financial 
matters  and  leaving  the  stove  on  after 
cooking.  She  had  recently  been  discharged 
from  her  job  of  33  years  as  an  executive 
secretary  because  of  her  memory  deficits. 
The  patient's  family  had  noted  an  increase 
in  irritability  and  emotional  lability  with  a 
loss  of  appetite  and  sleep  disorder.  A four 
year  history  of  right  upper  extremity  weak- 
ness and  a two  year  history  of  swallowing 
difficulties  were  also  noted. 

A CT  scan  and  EEG  were  performed  after 
the  initial  onset  of  symptoms  and  were 
normal.  Two  years  after  the  onset  of 
symptoms,  she  was  admitted  to  another 
hospital  for  evaluation  of  right  upper  ex- 
tremity weakness.  Her  physical  examina- 
tion was  normal.  Neurologic  exam  demon- 
strated no  cranial  nerve  abnormalities  and 
symmetric  muscle  strength  and  tone.  Gait 
and  cerebellar  function  were  within  normal 
limits.  Neuropsychological  testing  suggest- 
ed that  the  patient  was  functioning  intel- 
lectually in  the  low-average  to  average 

'Reprint  requests:  Susan  Scholer,  M.D.,  Section  of  Geriatrics.  UNM1. 
Omaha.  NE  68105-1065. 
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range  and  was  mildly  depressed.  Early 
Alzheimer's  disease  was  suggested  on  the 
basis  of  her  mild  organicity. 

The  patient  was  discharged  from  the 
hospital,  but  continued  to  complain  of  right 
upper  extremity  weakness,  progressive 
clumsiness  and  difficulty  with  handwriting. 
Symptoms  of  an  agitated  depression  became 
evident  and  she  was  treated  with  courses  of 
tricyclic  antidepressants  and  psychotherapy 
without  improvement  in  her  overall  condi- 
tion. She  was  referred  to  this  hospital  for 
further  evaluation. 

On  physical  exam,  the  patient  was  alert 
and  responsive  with  a mild  diminution  of 
facial  expression.  She  was  mildly  dysarthric. 
Cranial  nerve  testing  demonstrated  impair- 
ment of  voluntary  vertical  conjugate  gaze 
with  inferior  gaze  being  affected  more  than 
superior  gaze.  However,  the  full  range  of 
conjugate  vertical  gaze  was  achieved  with 
the  oculocephalic  (doll's  eyes)  maneuver. 
Moderate  rigidity  was  present  in  the  right 
upper  and  lower  extremities  without  tremor. 
She  was  bradykinetic  with  a shuffling  gait.  A 
metabolic  screen  (including  liver  function 
tests,  VDRL,  B12,  folate,  and  thyroid  levels) 
was  normal.  A magnetic  resonance  scan 
showed  focal  high  signal  intensity  T2  lesions 
in  the  periventricular  white  matter  consist- 
ent with  age,  ischemia  or  demyelination.  A 
lumbar  puncture  was  performed  and  was 
remarkable  only  for  an  elevated  total  pro- 
tein of  81  (n=0-45).  Neuropsychological 
testing  was  repeated  and  interpreted  as 
being  consistent  with  subcortical  dysfunc- 
tion with  no  evidence  of  decline  in  cogni- 
tion since  1 984. 

A diagnosis  of  progressive  supranuclear 
palsy  was  made  on  the  basis  of  her 
bradykinesia,  extrapyramidal  rigidity,  verti- 
cal gaze  paresis  and  pseudobulbar  affect. 
Therapy  with  carbidopa/levodopa  was  initi- 
ated, which  the  patient  tolerated  only  at 
low  doses  because  of  gastrointestinal  upset. 
Bromocriptine  was  added  and  titrated  to 
patient  tolerance  with  a mild  effect  on 
rigidity  and  bradykinesia.  Nortriptyline  was 
added  to  treat  her  depression.  The  patient 
remains  at  home  with  additional  services, 
but  is  now  unable  to  walk  without  assistance. 
She  has  recently  developed  dysphagia  that 
is  unresponsive  to  pharrnocologic  man- 


uevers  and  has  subsequently  lost  5 kg.  Her 
cognitive  function  has  remained  stable. 

DISCUSSION: 

Progressive  supranuclear  palsy  was  first 
characterized  as  a clinical  entity  in  1964  by 
Steele,  Richardson  and  Olszewski.1  To  date, 
over  100  cases  have  been  described  in  the 
literature.2  This  syndrome  is  characterized 
by  progressive  rigidity,  dysarthria,  pseudo- 
bulbar palsy  and  progressive  supranuclear 
ophthalmoplegia.  Its  cause  is  unknown.  A 
viral  etiology  has  been  suggested,  but 
transmission  studies  have  not  been  success- 
ful.5 Biochemical  investigation  has  demon- 
strated a deficiency  of  dopamine  and  its 
metabolite  homovanillic  acid,  as  well  as  a 
decrease  in  the  number  of  dopamine 
receptors.4  There  also  is  a decrease  in 
choline  acetyltransferase,  the  enzyme  re- 
sponsible for  the  synthesis  of  the  neuro- 
transmitter  acetylcholine.5  Microscopic 
changes  consist  of  demyelination,  cell  loss, 
and  granulovacuolar  degeneration  in  the 
tectum  and  tegmentum  of  the  midbrain.6 
Neurofibrillary  tangles  resembling  those 
found  in  Alzheimer's  disease  are  found  with 
light  microscopy  in  patient  with  progressive 
supranuclear  palsy.  However,  with  electron 
microscopy,  structural  differences  are  clear.- 

Certain  clinical  findings  are  characteristic 
of  progressive  supranuclear  palsy.  The  age 
of  onset  is  typically  in  the  sixth  decade  and 
men  are  more  likely  to  be  affected  than 
women.-  Progressive  monotonous  dysarthria, 
an  erect  stance  with  a tendency  to  fall 
backwards,  a wide  based,  shuffling  gait, 
axial  rigidity,  and  hyperextension  of  the 
neck  are  commonly  seen.  Ophthalmoplegia 
tends  to  be  the  most  distressing  problem 
for  the  patient.  Abnormalities  of  fixation 
and  progressive  impairment  of  voluntary 
gaze  and  convergence  are  the  hallmark  of 
this  disorder.8  The  patient  may  complain  of 
blurred  vision;  however,  when  visual  acuity 
is  tested,  it  is  often  normal.  Vertical  gaze  is 
impaired  first  with  downward  gaze  affected 
before  upward  gaze.  Eventually  impairment 
of  horizontal  gaze  occurs.  Progressive  supra- 
nuclear palsy  may  vary  in  its  presentation. 
Parkinsonian  features  such  as  a stooped, 
festinating  gait  and  tremor,  and  hypomimia 
can  be  present  alone  or  with  the  classical 
symptoms  of  progressive  supranuclear  palsy. 

Emotional  lability  that  is  pseudobulbar  in 
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origin,  depression,  indifference  and  apathy 
typify  the  psychological  symptoms  of  pro- 
gressive supranuclear  palsy.9  Depression 
may  precede  other  symptoms  of  the  disease; 
often  affective  symptoms  are  present  2-4 
years  before  the  definitive  diagnosis  is 
made.  Patients  tend  to  deteriorate  despite 
adequate  trials  of  antidepressant  therapy. 

Depression  and  memory  loss  frequently 
coexist.  The  term  ''pseudodepression''  has 
been  used  for  those  cases  where  the 
symptoms  of  depression  actually  mask 
those  of  dementia.9  A characteristic  pattern 
of  dementia  accompanies  progressive  supra- 
nuclear palsy,  consisting  of:  (1)  forgetful I- 
ness,  (2)  emotional  lability,  (3)  slowness  of 
thought  processes,  poverty  of  speech  and 
(4)  impaired  ability  to  manipulate  acquired 
knowledge.610  Memory  retention  can  often 
be  improved  by  repetition  of  the  stimulus.10 
The  cognitive  and  behavioral  features  of  the 
disease  may  be  present  in  the  initial  stages 
of  the  disease  process  and  remain  relatively 
constant  thereafter.1 

The  differential  diagnosis  of  progressive 
supranuclear  palsy  includes  Parkinson's 
disease,  Alzheimer's  disease,  midbrain 
tumors  and  normal  pressure  hydrocephalus.10 

The  treatment  of  progressive  supranuclear 
palsy  centers  on  enhancing  the  activity  of 
central  catecholaminergic  systems.8Pharm- 
acological  treatment  may  include  anti- 
parkinsonian agents  such  as  levodopa, 
dopamine  agonists,  and  tricyclic  antide- 
pressants. Although  some  patients  may 
demonstrate  improvement  with  these  drugs, 
the  overall  response  is  usually  unsustained. 
Because  of  the  presumed  loss  of  dopa 
decarboxylase,  some  authors  report  that 
patients  respond  better  to  post-synaptic 
dopaminergic  agents  than  to  agents  that  do 
not  require  presynaptic  conversion  to  dopa- 
mine.11 The  serotonin  antagonist  methy- 
sergide  has  also  been  employed  both  as  a 
single  therapeutic  agent  and  in  combination 
with  antiparkinsonian  drugs.  A study  by 
Rafal  and  Grimm12  evaluated  twelve  patients 
with  progressive  supranuclear  palsy  who 
received  methysergide  alone  or  in  combined 
therapy  for  a period  of  six  months  to  two 
years.  Improvement  was  noted  in  eight  of 
the  twelve  patients;  however,  the  improve- 
ment was  not  sustained  for  longer  than  six 
months. 


Amitriptyline  and  desipramine  have  been 
used  with  modest  success  for  the  Parkinsonian 
and  affective  symptoms.  This  may  indicate 
that  a true  affective  disorder  accompanies 
the  progressive  neurological  degeneration. 
Alternatively,  a response  to  antidepressant 
medications  in  the  progressive  supranuclear 
palsy  patient  may  be  consistent  with  the 
course  of  a subcortical  dementia  with  its 
overlapping  affective  symptoms. 

In  general,  specific  therapy  is  usually 
limited  by  drug  toxicity  and  patients  often 
become  refractory  to  treatment.  Pharm- 
acological manipulation  does  not  appear 
to  alter  the  course  of  the  disease,  which  is 
usually  one  of  gradual  deterioration  over  a 
period  of  three  to  eight  years.3  Death 
usually  results  from  infection  due  to  recur- 
rent aspiration  pneumonia  or  disseminated 
sepsis  from  decubitus  ulcers. 
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OVER  the  years  many  and  varied 
) therapies  for  Multiple  Sclerosis 
(MS)  have  recomended,  tried 
and  later  discarded,  while  the 
conventional  mainstay  of  therapy  continues 
to  include  immunosuppressive  agents.  MS 
patients,  their  families  and  friends  frequently 
feel  a desperation  as  conventional  steroid 
therapies  prove  ineffective  in  halting  or  re- 
versing the  MS's  relentless  progression,  the 
neurological  deficits  mount  and  incapacitation 
looms.  It  may  be  that  this  desperation  coupled 
with  an  unwillingness  of  their  physicians  to 
continue  unsuccessful  treatments  leads  them 
to  seek  unconventional  therapies.  These  un- 
conventional therapies  are  well  known  and 
include  various  diets,  vitamins,  herbs,  spices, 
calcium  chelation,  vibrator,  cobra  venom  and 
hyperbaric  oxygen  (HBO). 

HBO  therapy  for  MS  gained  in  popularity 
during  the  1 970's  and  early  1 980's  particularly 
following  Fischer's  study  in  1983,  which 
suggested  a beneficial  although  transient, 
effect  of  HBO  on  advanced  MS.1  Forty 
patients  with  advanced  chronic  MS  were 
treated  with  either  100%  oxygen  or  10% 
oxygen  at  2 atmospheres  pressure  for  90 
minutes  for  20  exposures.  However,  the 
authors  cautioned  that  this  therapy  could  not 
be  recommended  pending  followup  beyond 
one  year  and  confirmatory  experience. 

Since  Fischer's  work  was  published,  eight 
separate  studies,  (Table  1),  some  of  which 
duplicated  Fischer's  protocol,  and  a discussion 
paper2,  have  addressed  this  form  of  therapy 
and  have  found  that  there  is  no  significant 
benefit  gained  from  the  use  of  HBO. 

Barnes  et  al3  found  that  no  patient  in  either 
the  placebo  or  the  oxygen  group  showed  any 
improvement  on  the  Kurtzke  MS  Disability 
Status  Scale.  Twelve  of  the  51  HBO  patients 
and  3 of  47  control  patients  improved  on  the 
Kurtzke  Functional  System  Scale  on  the 
subjective  bowel  and  bladder  parameter  only. 


However,  objective  tests  of  bladder  function 
performed  on  these  patients  in  the  treatment 
group  did  not  confirm  this  symptomatic 
improvement4.  They  felt  that  the  claims  made 
for  HBO  in  the  management  of  MS  were  not 
supported  by  the  short-term  results  of  their 
trial. 

A double-blind  crossover  study  by  Erwin  et 
al5  evaluating  visual  evoked  potentials  (VEP) 
showed  that  in  only  one  patient  did  the  VEP 
revert  to  normal  and  this  was  while  receiving 
10%  oxygen.  Otherwise,  there  was  no  signifi- 
cant shortening  of  the  P 100  latency  with 
either  100%  oxygen  or  10%  oxygen  exposure. 

Murthy  et  al's  study,  which  cost  $3000.00 
per  four  weeks,  noted  no  significant  labor- 
atory changes  including  evoked  potentials.6 
Overall  there  were  no  statistically  significant 
findings  in  the  various  subsets  between  the 
100%  oxygen  and  compressed  air  groups. 
However,  seven  of  nine  HBO  patients  with 
low  Kurtzke  Grades  (6  or  less)  improved 
significantly  compared  to  none  of  the  placebo 
group. 

In  a double-blind  crossover  study  by  Massey 
et  al  there  was  no  significant  difference  in 
Kurtzke  Scale,  strength,  sensory  examination, 
vision,  or  cranial  nerves  in  the  1 00%  oxygen  or 
10%  oxygen  groups  as  an  equal  number 
improved  with  each  exposure.7  There  was 
subjective  improvement  in  bladder  function 
in  9 HBO  patients  and  2 placebo  patients  and 
in  strength,  stamina,  energy  and  mobility.  One 
patient,  while  receiving  HBO,  showed  dramatic 
improvement. 

In  the  study  of  Wiles  et  al  there  was  no 
clinically  important  or  significant  benefit  in 
the  patient's  subjective  outcome,  the  ex- 
aminer's opinion,  the  score  on  the  Kurtzke 
Disability  Status  Scale,  or  on  the  time  taken  to 
walk  50  meters.8  Of  forty  other  clinical 
variables  assessed,  the  sensory  scale  and 
timed  writing  with  the  left  hand  showed  a 
significant  improvement  without  any  sub- 
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TABLE  I 


Multiple 

Number  of 

Sclerosis 

Hyperbaric 

Study 

Patients 

Type 

Oxygen  (HBO) 

Barnes  Et  AI,J 

120 

CP* 

100%,  2 ATM  ± 
90  Minutes 
20  Exposures 

Erwin  Et  Al5 

18 

CP* 

100%,  2 ATM  ± 
90  Minutes 
20  Exposures 

Murthy  Et  Alb 

40 

CP* 

100%,  2 ATM  ± 
90  Minutes 
20  Exposures 

Massey  Et  Al 

18 

CP* 

100%,  2 ATM  ± 
20  Esposures 

Wiles  Et  Al8 

84 

CP* 

or 

Static 

94-98%,  2 ATM  ± 
90  Minutes 
20  Exposures 

Etarpur  Et  Al9 

82 

Chronic 

Stable 

100%,  1.7  5 ATM  ± 90 
Minutes,  20  Exposures 
+2  HBO  "Boosters"  1 
Month  Later  and  1 
"Booster"  Each  Month 
Thereafter  for  a 
Total  of  7 "Boosters" 

Neiman  Et  Al10 

24 

CP* 

100%,  2 ATM  ± 
90  Minutes 
20  Exposures 

Slater  Et  Al" 

57 

Chronic 

100%,  2 ATM  ± 
90  Minutes 
20  Exposures 

Total  443 


’Chronic  Progressive 
±Atmospheres  Pressure 

jective  clinical  correlate  or  change  in  any  of 
seven  other  tests  of  left  hand  function.  The 
patients  did  not  recognize  any  group  of 
symptoms  as  having  improved  more  after 
HBO  than  after  placebo.  The  authors  con- 
cluded that  there  was  no  basis  for  recom- 
mending HBO  for  the  treatment  of  MS. 

Comparing  the  HBO  group  with  the  control 
group,  Harpur  et  al  noted  no  significant 
difference  in  Extended  Kurtzke  Disability 
Scores,  Kurtzke  Functional  Scores,  cranial 
MRI,  or  evoked  potentials.  They  concluded 
that  HBO  was  not  effective  in  treating  chronic 
stable  MS.9 

Neiman  et  al  described  a slight,  but  statisti- 
cally insignificant  shortening  of  VEP  latencies 
following  HBO  therapy.10  The  differences 
were  negligible  between  the  HBO  and  placebo 
groups  suggesting  a lack  of  effect  of  HBO  on 


visual  pathway  conduction.  HBO  did  not 
appreciably  halt  disease  progression  or  im- 
prove the  clinical  status  of  these  patients. 
Deterioration  occured  more  frequently  in  the 
HBO  patients  than  in  the  control  group. 

Examinations  performed  by  Slater  et  al  prior 
to,  following  and  six  months  after  therapy 
showed  improvement  in  bladder  control, 
level  of  fatigue  and  strength  in  both  HBO  and 
control  patients.11  Evoked  potentials  improved 
and  deteriorated  in  both  groups.  There  were 
no  statistically  significance  differences  in  rates 
of  improvement  in  either  clinical  or  evoked 
potential  parameters  between  the  two  groups. 
The  authors  were  unable  to  confirm  or  deny 
the  hypothesis  that  MS  patients  with  short 
disease  duration  (less  than  6 years)  and  mild 
severity  (Kurtzke  less  than  6)  tend  to  benefit 
the  most  from  HBO. 
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In  summary,  a total  of  eight  studies  (2 
English,  4 American,  1 Swedish,  and  1 Canadian) 
under  controlled  conditions  have  studied  the 
issue  of  HBO  therapy  for  Multiple  Sclerosis. 
These  trials  have  included  443  patients:  220 
patients  with  chronic-progressive  MS,  84 
patients  with  chronic-progressive  or  static  MS, 
and  139  patients  with  chronic-stable  MS.  In 
these  studies,  no  significant  benefit  was  found 
for  the  use  of  H BO  in  the  treatment  of  chronic 
Multiple  Sclerosis. 

While  criticism  has  been  directed  at  the 
reporting  of  negative  results,  there  is  value  in 
doing  so,  particularly  for  a disease  such  as  MS. 
All  of  us,  including  patients,  families  and 
physicians  need  to  be  made  aware  of  these 
unconventional  and  ineffective  therapies  so 
that  we  do  not  fall  prey  to  their  use  and  so  that 
the  patient's  time,  energy  and  other  resources 
can  be  better  utilized.  Also,  to  be  kept  in  mind 
while  evaluating  MS  therapies  is  that  the 
improvement  rate  must  exceed  the  70% 
placebo  factor. 

As  quoted  by  a prominent  Great  Plains 
neurologist:  “HBO  via  cable  is  of  more  benefit 
for  the  patient  with  MS  than  HBO  via 
chamber."12 
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PART  II 


Last  time,  the  capabilities  of  AMA/NET  to 
assist  with  diagnostic  and  therapetic  problems 
were  discussed. 

III.  Current  Awareness  of  Specific  Medical  Topics 

PHYSICIANS  often  need  to  obtain 
the  latest  information  in  a par- 
ticular medical  subject  area. 
This  may  be  a particular  disease  state,  sub- 
speciality, or  a topic  of  current  interest. 
Traditional  sources  for  such  information  are 
the  many  available  medical  news  publications, 
scientific  meetings,  and  current  medical  liter- 
ature. However,  it  is  often  very  difficult  to  sort 
through  the  plethora  of  available  information 
to  find  the  specific  items  of  interest. 

This  is  another  area  where  electronic  infor- 
mation can  be  helpful.  AMA/NET  provides  a 
number  of  services  which  directly  address  the 
need  for  current  medical  information.  One  of 
the  most  useful  of  these  is  the  Associated 
Press  Medical  News  Service,  which  provides 
up  to  the  minute  reports  of  medical  news  as 
they  are  transmitted  on  the  Associated  Press 
newswire.  These  stories  are  updated  contin- 
uously, and  are  available  on  both  a chronologic 
basis  and  by  subject  area.  Medical  news 
stories  are  thus  available  almost  immediately 
on  AMA/NET. 

Another  useful  source  of  current  information 
is  the  literature  update  by  specialty.  This 
provides,  via  a search  of  EMPIRES,  the  most 
recent  literature  in  a given  specialty  area.  The 
social  and  economic  aspects  of  medicine 
(SEAM)  database,  which  is  maintained  by  the 
AMA,  is  another  useful  source  of  information. 
This  database  references  selected  articles  in 
both  medical  and  non-medical  literature  which 
pertain  to  social,  ethical,  and  legal  issues 
related  to  the  practice  of  medicine.  Topics  of 
current  controversy  are  often  represented  in 
this  database. 

An  additional  source  of  current  information 


in  AMA/NET  is  the  public  health  information 
services.  The  Centers  for  Disease  Control,  the 
Surgeon  General's  office  and  the  FDA  all 
provide  current  information  on  AMA/NET.  For 
example,  the  full  text  of  the  weekly  Morbidity 
and  Mortality  report  from  the  Centers  for 
Disease  Control  is  available. 

These  sources  of  information,  combined 
with  the  literature  searching  capabilities,  make 
it  easy  to  obtain  the  latest  information  on  any 
particular  topic  of  medical  interest. 

IV.  Reference  Information 

Reference  information  needed  by  physicians 
is  traditionally  available  through  a nearby 
medical  library.  An  example  of  this  type  of 
information  on  AMA/NET  is  the  CPT  procedure 
codes.  The  CPT  codes  are  used  for  reporting 
most  medical  procedures  to  third  party  payers. 
This  can  be  useful  when  such  a code  is 
needed  and  the  printed  reference  is  not 
available. 

V.  Continuing  Medical  Education 

Continuing  medical  education  has  become 
increasingly  important  as  the  rapid  pace  of 
medical  discovery  leads  to  proliferation  of 
new  knowledge  and  changes  in  previous 
concepts.  The  traditional  methods  for  ob- 
taining continuing  education  involve  attending 
meetings,  either  locally  or  by  traveling  to  a 
remote  location,  or  reading  material  followed 
by  subsequent  self-administered  examinations. 
More  recently.  CME  has  been  available  in 
videotape  form. 

Electronic  information  has  a role  to  play  in 
CME,  also.  In  particular,  computers  are  well 
suited  for  patient  simulation  type  of  exercises 
where  the  effects  of  many  different  patient 
management  scenarios  can  be  explored  safely 
and  easily.  AMA/NET  provides  access  to  a 
number  of  such  simulations  which  have  been 
developed  at  the  Massachusetts  General 
Hospital.  Examples  of  these  include  abdominal 
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pain,  diabetic  ketoacidosis,  and  hypertensive 
emergencies.  With  these  programs,  access  to 
electronic  information  can  provide  new  op- 
portunities in  continuing  medical  education. 

VI.  Communications  With  Colleagues 

Traditionally,  physicians'  communication 
with  their  colleagues  has  consisted  of  scheduled 
meetings,  either  local  or  remote,  chance 
meetings  in  the  hallway  ("curbside  consults"), 
telephone  communication  (which  is  very 
inefficient),  and  communication  by  letter, 
which  is  frequently  used  to  report  the  results 
of  patient  referrals. 

AMA/N  ET  provides  access  to  a new  form  of 
electronic  communication:  electronic  mail. 
With  electronic  mail,  messages  are  sent 
immediately,  but  stored  so  that  each  person 
sends  and  receives  information  at  their  con- 
venience. This  greatly  simplifies  written  com- 
munication with  colleagues  since  sender  and 
receiver  do  not  need  to  be  simultaneously 
available.  Thus,  electronic  mail  can  provide 
the  speed  of  the  telephone  without  the 
associated  inconvenience  and  delay,  and 
represents  a cure  for  chronic  telephone  tag. 

Electronic  communication  can  also  take  the 
form  of  an  electronic  bulletin  board,  allowing 
announcements  to  be  made  which  are  im- 
mediately accessible  to  system  users. 

VII.  Non-Medical  Information 

Physicians  also  need  information  that  is  not 
medically  related.  Obviously,  there  are  a 


multitude  of  traditional  sources  for  all  types  of 
information  via  newspapers,  magazines,  other 
periodicals,  and  television.  Electronic  infor- 
mation provides  a supplement  to  these  sources. 
In  particular,  AMA/N  ET  provides  on-line  access 
to  the  Official  Airline  Guide,  which  is  very 
useful  in  planning  travel,  as  well  as  various 
types  of  financial  information.  The  latter 
includes  business  press  releases,  financial  and 
commodity  news,  tax  notes,  and  stock  and 
commodity  quotations.  It  is  also  possible  to 
obtain  information  about  investments  managed 
by  AMA  Advisers. 

VIII.  Conclusions 

Electronic  access  to  information  provides  an 
important  adjunct  to  traditional  methods.  In 
some  cases  electronic  information  provides 
capabilities  which  are  not  otherwise  available. 
In  the  future,  new  forms  of  electronic  infor- 
mation will  be  available.  One  such  form  is  the 
"interactive  reference,"  which  provides  refer- 
ence information  tailored  to  an  individual 
patient's  situation.  With  such  a reference,  the 
process  of  extracting  information  relative  to  a 
specific  patient  from  a number  of  sources  is 
performed  automatically  providing  both  con- 
venience and  time  savings. 

This  report  has  described  some  of  the 
information  sources  and  capabilities  available 
on  AMA/N  ET.  It  is  clear  that  physician  access 
to  electronic  information  greatly  expands,  but 
does  not  replace,  traditional  information 
access  methods. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Parasellar  Mass 


JOE  STAVAS,  M.D. 


CLINICAL  HISTORY:  2 3-year-old  female  with  unilateral  third-nerve  palsy. 


COMMENTS: 


CRANIAL  nerves  III,  IV,  VI,  and  V1 
travel  in  close  proximity  as 
they  course  through  the  cav- 
ernous sinus  and  superior  orbital  foramen. 
Sellar,  parasellar,  or  superior  orbital  foramen 
structural  lesions  may  clinically  affect  one  or  a 
combination  of  these  nerves.  Their  nuclei  are 
within  the  mid-brain  and  upper  pons.  Although 
many  isolated  cranial  nerve  palsies  are  idio- 


pathic, after  diabetes  and  ischemia  are  ex- 
cluded, a search  must  be  undertaken  to 
exclude  a structural,  non-ischemic  cause. 
Structural  lesions  are  usually  tumors,  benign 
or  malignant,  and  aneurysms.  Infection  (mid- 
brain or  subarachnoid  space),  cavernous  sinus 
thrombosis,  base  of  skull  osteomyelitis,  and 
cavernous  carotid  fistulas  are  other  less  com- 
mon pathologies. 


Figure  1 

Lateral  skull  film.  Dense  calcification  overlying  the  sella  (arrow).  Sellar  floor  is  intact. 
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In  my  experience,  the  two  most  common 
parasellar  structural  lesions  causing  cranial 
nerve  palsies  are  parasellar  meningiomas  and 
cavernous  carotid  aneurysms.  Pituitary  macro- 
adenomas occasionally  “spill  over"  the  sella 
and  pinch  off  the  extra-ocular  muscle  nerves 
before  affecting  the  optic  nerve. 

Diagnostic  imaging  of  parasellar  masses 
should  begin  with  a CT  scan  through  the  sella 
in  a coronal  plane  (Figure  1).  If  the  patient  is 
unable  to  extend  his  neck  and  if  extensive 
teeth  fillings  are  present  (both  frequent 
imaging  obstacles),  then  axial  images  with 
coronal  reconstructions  should  be  done.  An  IV 
contrast  study  is  necessary  to  diagnose  menin- 
giomas and  aneurysms,  the  latter  frequently 
demonstrating  central  thrombus.  Sometimes 
vascular  lesions,  meningiomas,  and  neuromas 
appear  similar  on  CT,  therefore  a cerebral 
angiogram  should  be  the  next  exam.  The 
angiogram  will  diagnose  or  exclude  a vascular 
etiology  and  determine  the  vascular  supply  or 


Figure  3 

Venous  phase  left  carotid  angiogram.  Occluded  left  cavernous  sinus  with  retrograde  filling  of  the  superior 
opthalmic  vein  (arrows). 


Figure  2 

Coronal  CT  scan  through  the  sella.  Bone  window 
settings.  Densely  calcified  sellar  and  left  parasellar 
mass  encasing  the  left  posterior  clinoid.  No  sphenoid 
sinus  extension. 
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Figure  4 

Histologic  specimen,  H and  E stain.  Numerous  large  vacuolated  cells  (arrows)  with  a somewhat  lobular  cell 
arrangement.  These  represent  typical  physaliphorous  cells. 


encasement  of  solid  lesions.  I recommend 
MRI  as  the  tertiary  study,  especially  in 
patients  upon  whom  a good  coronal  CT  scan 
cannot  be  obtained  and  for  evaluation  of 
adjacent  brain  and  the  suprasellar  cistern.  CT 
and  cerebral  angiography  may  some  day  be 
replaced  by  MRI  and  MRI  angiography.  I feel 
further  clinical  studies  need  to  be  performed 
before  MRI  becomes  the  first  and  only  exam. 
MRI  can  strongly  be  considered  as  a method 
of  post-treatment  follow-up. 

Now  after  that  brief  imaging  comment,  the 
diagnosis:  parasellar  chondroid  chordoma,  a 
rare  but  interesting  tumor.  Chordomas  origin- 
ate from  notochord  remnants  and  may  be 
found  anywhere  along  the  cranial-spinal  axis 
from  the  upper  clivus  to  the  sacrum.  The  top 
and  bottom  of  the  neural  axis  are  the  favorite 
locations.  The  lesions  are  typically  midline, 
but  off-midline  remnants  exist,  as  in  this  case. 
Chordomas  are  benign  lesions,  and  tend  to  be 
slow-growing  with  long  latent  periods,  and 
often  recur  after  surgical  resection.  The  lesion 
was  first  described  by  Luschka  in  Virchow  in 
1956. 

The  chondroid  variant  is  rare,  but  has  a 
more  favorable  prognosis  over  the  pure 
chordoma.  The  patient  in  this  case  presented 


with  a calcified  parasellar  mass  (Figure  1 & 2). 
The  angiogram  interestingly  revealed  occlusion 
of  the  cavernous  sinus  with  retrograde  filling 
of  the  superior  opthalmic  vein  (Figure  3). 
Following  a craniotomy  with  biopsy  and  tumor 
debulking,  histology  showed  a vacuolated  or 
physaliphorous  (blister-bearing)  cell  (Figure 
4).  This  is  the  most  common  histologic 
feature.  Post-surgical  radiation  was  performed 
and  currently  four  years  post  treatment,  the 
patient  is  without  evidence  for  recurrence  by 
CT.  FHer  third  nerve  palsy  abated  soon  after 
tumor  debulking. 
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FIFTY  YEARS  AGO 


The  Healing  Arts 


CZAR  JOHNSON,  M.D. 

Lincoln,  Nebraska 

Nebraska  Medical  journal 
january  1937 


Two  questions  are  frequently  asked:  “What, 
legally,  is  chiropractic  practice,  osteopathic  prac- 
tice, chiropodistic  practice  and  optometric  prac- 
tice?" And,  "What  are  the  legal  limitations  in 
the  practice  of  chiropractic,  osteopathy,  chiropody 
and  optometry?” 

These  terms  have  been  defined  by  the  1929 
Statutes  of  Nebraska  and  should  be  clearly  under- 
standable. but,  believe  it  or  not,  what  they  mean 
is  a guess  and  one  man’s  guess  is  as  good  as 
another. 

Let’s  spend  a profitable  hour  in  the  Compiled 
Statutes  of  Nebraska,  1922  and  1929. 

In  the  Compiled  Statutes  of  1922  will  be  found 
the  old  laws  governing  doctors  of  medicine  and 
the  various  cults.  In  the  1929  Statutes  will  be 
found  the  laws  that  govern  since  1927. 

The  Uniform  Licensure  Act,  Compiled  Statutes 
1929,  repealed  or  changed  many  of  the  old 
laws  that  governed  physicians  and  cultists. 
One  cannot  read  the  old  laws  without  won- 
dering if  as  much  painstaking  care  was  used 
in  the  text  of  the  new  laws  as  was  used  in 
the  old  laws. 

Article  2,  Division  II,  Licenses,  71-201  Com- 
piled Statutes  1929,  reads  as  follows : 

“Healing  Arts,  License  Prerequisite  to  Prac- 
tice. No  person  shall  engage  in  the  practice  of 
medicine  and  surgery,  osteopathy,  chiropractic, 
dentistry,  pharmacy,  nursing,  chiropody,  optome- 
try. embalming  or  veterinary  medicine  and  surg- 
ery as  defined  in  the  following  sections  of  this 
article  unless  he  shall  have  obtained  from  the 
Department  a license  for  that  purpose.”  The 
term  "Healing  Arts"  embraces  many  parts,  rang- 
ing from  physician  to  undertaker,  and  each  in- 
tegral part  is  given  an  equality  before  the  law. 
No  where  in  this  section  is  there  to  be  found 
even  an  inference  that  science  plays  a role.  Legal- 
ly each  part  is  only  an  "Art." 

"Section  71-2204.  P>asic  Sciences  Defined.” 
States  that  the  basic  sciences  are  anatomy,  physi- 


ology, chemistry,  bacteriology,  pathology,  and  hy- 
giene. 

"71-2205.  License  to  Practice  the  Healing  Art 
Defined."  Reads  as  follows:  “For  the  purpose 
of  this  Act,  any  license,  authorizing  the  licentiate 
to  offer  or  undertake  to  diagnose,  treat,  operate 
on.  or  prescribe  for  any  human  pain,  injury,  dis- 
ease. deformity,  or  physical  or  mental  condition 
is  a license  to  practice  the  Healing  Art.” 

W e must  search  further  if  we  are  to  find  what 
these  "Healing  Arts"  are.  As  we  are  particular- 
ly interested  in  medicine  the  search  will  be  con- 
fined to  those  components  of  the  "Healing  Arts” 
that  intimately  effect  the  practice  of  medicine  and 
especially  the  medical  profession. 

The  old  law,  compiled  statutes  1922,  reads  as 
follows:  "S1GS.  Medical  Practice  Defined:  Any 
person  shall  be  regarded  as  practicing  medicine, 
within  the  meaning  of  this  article  who  shall  oper- 
ate on,  profess  to  heal  or  prescribe  for,  or  other- 
wise treat  any  physical  or  mental  ailment  of  an- 
other." The  balance  of  this  section  deals  with 
exceptions,  such  as  household  remedies,  emergen- 
cy treatment.  Army  and  Navy  physicians,  church 
and  religious  tenets. 

The  act  of  1927  repealed  section  S1GS.  The 
present  law  Compiled  Statutes  1929  reads  as  fol- 
lows: "Article  14 — Practice  of  Medicine  and 
Surgery. 

"71 — 1401.  Practice  of  Medicine  and  Surgery 
Defined.  For  the  purpose  of  this  article  the  fol- 
lowing classes  of  persons  shall  be  deemed  to  be 
engaged  in  the  practice  of  medicine  and  surgery. 
1.  Persons  who  publicly  profess  to  be  physicians 
or  surgeons  or  obstetricians  or  who  publicly  pro- 
fess to  assume  the  duties  incident  to  the  practice 
of  medicine,  surgery  or  obstetrics  or  any  of  their 
branches."  If  you  were  not  a doctor  of  medicine 
would  that  definition  inform  you  what  "the  du- 
ties incident  to  medicine,  surgery  and  obstetrics” 
are?  In  addition  to  the  above,  is  added:  2.  "Per- 
sons who  prescribe  and  furnish  medicine  for 
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some  illness  or  treat  the  same  by  surgery.’  \\  hat 
became  of  the  obstetrical  provision? 

The  exceptions  are  found  in  “71-1402  and  for 
all  practical  purposes  are  the  same  as  in  the  old 
law,  except  provision  is  made  for  students  in 
medical  schools  and  consultants  licensed  in  other 
states. 

"Compiled  Statutes  1922 — Division  II.  Osteo- 
pathy and  Osteopathic  Physicians.”  No  defini- 
tion is  to  be  found  for  osteopathy  or  for  osteo- 
pathic physician.  8178  defines  osteopathic  col- 
leges and  prescribes  regulations  for  them.  In 
S174  a specific  statement  is  found  which  reads  as 
follows:  “Said  certificate  shall  confer  upon  the 
holder  thereof  the  right  to  practice  osteopathy 
in  all  its  branches,  but  shall  not  authorize  the 
holder  thereof  to  prescribe  drugs  in  the  treatment 
of  disease  except  where  the  use  thereof  was 
taught  in  the  school  or  college  of  osteopathy  of 
which  the  applicant  is  a graduate,  at  the  time  of 
his  attendance  at  such  school,  and  then  only  in 
those  cases  and  in  a manner  in  which  the  appli- 
cant has  been  taught  to  use  the  same.  Nothing 
in  this  act  shall  be  construed  so  as  to  authorize 
the  administration  of  drugs  excepting  anesthetics, 
antiseptics,  antidotes  for  poisons  and  narcotics 
for  temporary  relief  of  suffering.”  This  section 
was  repealed  by  the  act  of  1927. 

“Compiled  Statutes  1929 — Article  17 — Prac- 
tice of  Osteopathy.  Division  XVII,  Practice  of 
Osteopathy.  71-1701.  Practice  of  Osteopathy 
defined.  For  the  purpose  of  this  article  the 
following  classes  of  persons  shall  be  deemed  to  be 
engaged  in  the  practice  of  osteopathy. 

“1.  Persons  publicly  professing  to  be  osteo- 
paths or  publicly  professing  to  assume  the  duties 
incident  to  the  practice  of  osteopathy.”  Does 
anyone  know  what  that  is,  or  will  be?  In  addition 
osteopaths  are  also : 

“2.  Persons  who  treat  human  ailments  by  that 
system  of  the  healing  art  which  places  the  chief 
emphasis  on  the  structural  integrity  of  the  body 
mechanism  as  being  the  most  important  factor  for 
maining  (maintaining)  the  organism  in  health.” 

There  are  no  hesitations  in  this  sentence.  Like 
Old  Man  River,  it  just  keeps  rolling  along  and 
is  just  as  understandable  as  Einstein's  Theory  of 
Relativity. 

“71-1702  provides  for  exceptions  to  the  above 
section,  these  exceptions  being  physicians  and 
surgeons,  chiropodists,  nurses  and  dentists,  U.  S. 
Army  and  Navy  and  Public  Health  physicians, 
and  licensed  consultants  of  other  states.” 

“Chiropractic  Practice.  Compiled  Statutes 
1922 — 8181”  reads  as  follows: 


“Any  person  shall  be  regarded  as  practicing 
chiropractic  within  the  meaning  of  this  article 
who  shall  adjust  by  hand  any  articulation  of  the 
spine.  Nothing  in  this  article  shall  be  construed 
to  prevent  any  legally  qualified  physician  from 
performing  any  operation  or  manipulation  found 
necessary  in  the  practice  of  his  profession.  Any 
chiropractor  who  has  complied  with  the  provisions 
of  this  article  and  obtained  a license  may  adjust 
by  hand  any  articulation  of  the  spine,  but  shall 
not  prescribe  for  or  administer  to  any  person  any 
medicine  or  drugs  now  or  hereafter  included  in 
the  materia  medica,  perform  any  minor  surgery, 
only  as  herein  before  stated,  nor  practice  ob- 
stetrics, nor  practice  osteopathy.”  This  article 
was  repealed  by  the  Uniform  License  Act  of  1927. 

"Compiled  Statutes  1929 — Article  II.  Prac- 
tice of  Chiropractic,  Division  XI,  Practice  of 
Chiropractic.  71-1101  ‘Practice  of  Chiropractic' 
Defined.  For  the  purpose  of  this  article  the  fol- 
lowing classes  of  persons  shall  be  deemed  to  be 
engaged  in  the  practice  of  chiropractic: 

“1.  Persons  publicly  professing  to  be  chiro- 
practors or  publicly  professing  to  assume  the 
duties  incident  to  the  practice  of  chiropractic.” 
Whatever  that  is.  It  appears  that  whatever  chir- 
opractors say  chiropractic  is,  is  chiropractic  prac- 
tice. 

In  addition  are : 

“2.  Persons  who  treat  human  ailments  by  the 
adjustment  by  hand  of  any  articulation  of  the 
spine.”  There  are  found  no  prohibitions  as  ap- 
peared in  the  old  statute  which  was  repealed.  If 
the  chiropractic  system  of  chiropractic  practice 
should  embrace  thermal,  physical,  electrical  and 
chemical  agencies,  in  chiropractic  practice,  does 
the  statute  prohibit  chiropractors  from  practicing 
chiropractic  practice  by  the  chiropractic  system? 

“71-1102”  deals  with  exceptions  which  are 
relatively  the  same  as  for  osteopaths. 

Compiled  Statutes  1922  Chiropody-Podiatry 
Defined.  8290  “Chiropody  (Podiatry)  for  the 
purpose  of  this  division  is  defined  as  the  surgical, 
medical  and  mechanical  treatment  of  all  ailments 
of  the  human  foot,  except  the  correction  of  de- 
formities requiring  the  use  of  the  knife,  amputa- 
tion of  foot  or  toes  or  the  use  of  an  anesthetic 
other  than  local.”  This  section  was  repealed  by 
the  act  of  1927. 

“Compiled  Statutes  1929,”  reads  as  follows: 

“Article  10.  Practice  of  Chiropody  Division 
X.  Practice  of  Chiropody.  71-1001.  Chiropody 
Practice  of  Chiropody  Defined.  For  the  purpose 
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of  this  article  the  following  classes  of  persons 
shall  be  deemed  to  be  practicing  Chiropody. 

“1.  Persons  who  publicly  profess  to  be  chiro- 
podists or  who  publicly  profess  to  assume  the 
duties  incident  to  chiropody.”  The  statute  says 
that  a chiropodist  is  one  who  professes  to  practice 
chiropody  and  chiropody  is  what  chiropodists  pro- 
fess to  practice.  And  also  in  addition : 

"2.  Persons  who  diagnose  and  give  manipula- 
tions and  massage,  surgical,  medical  and  mechan- 
ical treatment  of  all  ailments  of  the  human  foot 
except  correction  of  deformities  requiring  the  use 
of  the  knife,  amputation  of  foot  or  toes  or  use 
of  anesthetic  other  than  local.”  It  would  appear 
that  the  chiropodist  might  do  lots  of  things  legal- 
ly, with  local  anesthesia,  medicine,  surgery, 
manipulations  and  mechanical  appliances.  It 
would  also  appear  that  paralysis,  fractures,  dis- 
locations, tumors,  infections,  circulatory  and 
nervous  diseases,  and  in  fact,  if  the  chiropodist 
avoids  doing  amputations,  treating  deformities 
by  use  of  a knife  (scissors  are  not  interdicted) 
and  avoids  general  anesthesia,  he  may  treat  any 
thing  pertaining  to  the  feet  as  a "Healing  Art.” 

”71-1002”  deals  with  exceptions  which  are  rela- 
tively the  same  as  for  chiropractors  and  osteo- 
paths. 

“Compiled  Statutes  1922,  Optometry  Defined. 
Application  of  Article.  The  practice  of  optometry 
is  defined  to  be  the  employment  of  any  means, 
other  than  the  use  of  drugs,  for  the  measurement 
of  the  powers  of  vision  and  the  adaptation  of 
lens  for  the  aid  thereof.  The  provisions  of  this 
article  shall  not  be  construed  to  apply  to  perma- 
nently located  physicians  duly  licensed  to  practice 
medicine,  osteopathy  or  chiropractic  under  the 
laws  of  this  state,  nor  to  persons  who  sell  spec- 
tacles or  eye  glasses  on  prescriptions  of  duly  li- 
censed optometrist  or  physician  nor  to  permanent- 
ly located  dealers  in  spectacles  or  eye  glasses  who 
neither  practice  or  profess  to  practice  optometry.” 
This  law  was  repealed  by  the  act  of  1927. 


“Compiled  Statutes  1929 — Article  16.  71-1606 
Practice  of  Optometry.  Defined.  For  the  pur- 
pose of  this  article  the  following  classes  of  per- 
sons shall  be  deemed  to  be  engaged  in  the  prac- 
tice of  optometry. 

“1.  Persons  who  employ  any  means  other 
than  drugs  for  the  measurement  of  the  powers 
of  vision  of  the  human  eye  and  adapt  lenses  for 
aiding  the  same.”  And  also  : 

"2.  Persons  zcho  allow  the  public  to  use  any 
mechanical  device  for  such  purposes.”  What- 
ever that  relates  to,  and  also : 

"3.  Persons  who  publicly  profess  to  be  op- 
tometrists and  to  assume  the  duties  incident  to 
said  profession."  It  appears  that  if  any  person 
publicly  professes  to  be  an  optometrist,  legally  he 
is  an  optometrist.  And  as  a professed  optometrist, 
he  may  “allow  the  public  to  use  any  mechanical 
device”  he  deems  desirable  to  aid  the  powers  of 
vision.  That’s  a broad  delegation  of  means  of 
treatment. 

"71-1602"  deals  with  exceptions  which  provide 
that  physicians  and  merchants  who  do  not  hold 
themselves  out  to  be  optometrists,  are  excepted. 

Do  you  have  a clear  concept  of  what  any  one 
of  these  integral  parts  of  the  “Healing  Arts” 
are,  legally  or  professionally?  Do  you  have  a 
clear  cut  idea  of  what  the  legal  or  professional 
limitations  of  each  of  these  component  parts  of 
the  "Healing  Arts”  are? 

In  due  course  of  time,  in  all  probability,  litiga- 
tion will  carry  each  part  of  this  statute  to  the 
Supreme  Court  and  the  Court  will  define  and 
prescribe  limitations  of  each  of  these  integral 
parts  of  the  “Healing  Arts”  Statute.  We  will 
then  know  what,  legally  and  professionally,  they 
are.  But  until  this  transpires,  no  one  knows  what 
the  legal  limitations  of  medicine,  chiropractic,  os- 
teopathy, chiropody  and  optometry  are  or  in  fact 
what  they  are,  other  than  being  “Healing  Arts.” 
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PRESIDENT’S  PAGE 


"In  Memoriam" 

C.  A.  McWhorter,  M.D. 

President,  1988-89  Nebraska  Medical  Association 


Doctor  C.  A.  McWhorter,  President  of  the 
Nebraska  Medical  Association,  died  suddenly 
July  1,  1988.  He  had  been  installed  as 
President  at  the  Nebraska  Medical  Association 
Annual  Session  in  Omaha,  April  30,  1988. 

He  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1 944,  having 
obtained  his  pre-medical  education  at  Wayne 
State  Teachers'  College  and  the  University  of 
Nebraska  - Lincoln.  He  served  as  a Captain  in 
the  United  States  Army  Medical  Corps  in  the 
Phillipines  where  he  was  director  of  a labor- 
atory. 

His  record  of  academic  accomplishments 
are  legend,  starting  at  the  University  of 
Nebraska  in  the  Department  of  Pathology  as 
an  instructor  in  1 949  and  retiring  as  Chairman 
of  the  Department  of  Pathology  in  1981. 
During  that  period  of  time,  he  taught  as  a 
Professor  of  Pathology  and  was  also  a member 
of  the  graduate  faculty  of  the  University  of 
Nebraska. 

On  two  occasions,  he  was  selected  by  the 
senior  class  students  as  the  outstanding  basic 
science  instructor.  His  peers  chose  him  as 
national  pathologist  of  the  year  in  1975  and 
gave  him  a citation  for  meritorious  service  in 
1980. 

He  served  as  president  of  the  American 
College  of  Pathologists.  He  also  served  on 
several  national  committees  having  to  do  with 
training  and  development  of  young  pathologists. 

Locally,  he  served  on  the  Executive  Com- 
mittee of  the  Metro  Omaha  Medical  Society 
and  was  elected  as  the  president  of  that 


C.  A.  McWhorter,  M.D. 


society  in  1975.  His  involvement  in  local  civic 
activities  was  equally  outstanding. 

In  spite  of  this  long  list  of  accomplishments, 
they  do  not  truly  picture  Mac  McWhorter.  He 
was  a friend  to  all  those  who  wanted  to  learn 
and  to  practice  good  medicine.  His  even 
temper  was  a stabilizing  effect  in  many 
instances,  his  intelligence  often  sorted  out  the 
real  problems  and  put  them  in  a proper 
perspective.  He  was  a good  citizen  and  we  all 
were  enriched  by  having  known  him. 

He  is  survived  by  his  wife,  Patricia;  his 
daughters,  Lynne  and  Diane;  and  son,  James. 
We  offer  our  sincere  condolences  to  the 
family. 

John  D.  Coe,  M.D. 
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THE  AUXILIARY 


Nebraska  Medical  Association  Auxiliary  Report 
on  the  AMA  Auxiliary  National  Convention  - 1988 


The  sixty-fifth  Annual  Session  of  the  Amer- 
ican Medical  Association  Auxiliary  was  held 
June  26-29  at  the  Drake  Hotel,  Chicago, 
Illinois.  Members  attending  from  Nebraska 
were  Colleen  Adam,  Hastings  as  Chairman  of 
Delegates  and  member  of  National  Member- 
ship Commitee;  Presidential  Delegate  Desta 
Osborne,  Lincoln;  Delegates  Sally  Becker, 
Norfolk  and  Jeanette  Schlichtemeier,  Omaha; 
Alternate  Delegate  Elba  Lau,  Lincoln.  Bev 
Kruger,  Omaha,  attended  as  Chairman  of  the 
National  Long  Range  Planning  Committee. 

The  convention  opened  Sunday,  June  26, 
8:30  a.m.  with  National  Program  Previews; 
Mary  Strauss,  National  President-Elect  presided. 
Program  Committee  Goals  were  presented  by 
1988-89  National  Chairmen  of  AMA-ERF, 
Health  Projects,  Legislation,  and  Membership. 
Four  state-county  outstanding  auxiliary  projects 
for  1987-88  were  highlighted.  John  S.  Zapp, 
DDS,  Director,  Div.  of  Government  Affairs, 
AMA  Washington  Office,  gave  a 1988  update 
on  legislative  issues  and  concerns.  He  em- 
phasized the  difference  grass  roots  response 
has  made. 

Committee  break  out  sessions  were  held  on 
AMA-ERF  attended  by  Elba  Lau,  Health  Projects 
by  Desta  Osborne,  Legislation  Sally  Becker, 
and  Membership  Jeanette  Schlichtemeier  with 
Colleen  Adam  assisting  as  committee  member. 
Sessions  provided  an  opportunity  to  obtain 
more  detailed  information  on  Auxiliary  projects, 
programs,  and  materials. 

We  attended  the  Opening  of  the  AMA 
House  of  Delegates  at  the  Chicago  Hilton 
Hotel  where  AMA  Auxiliary  President  Betty 
Szewczyk  presented  the  Auxiliary  contribution 
of  $1,930,1  57.38  for  AMA-ERF. 

The  AMA  Auxiliary  House  of  Delegates 
opened  at  5:00  p.rn.  with  Presentation  of 
Colors  by  the  U.S.  Army  Color  Guard,  Fort 
Sheridan,  Illinois.  State  Presidents  for  1 988-89 
were  presented  with  our  own  Desta  Osborne 
representing  Nebraska.  Roll  Call  gave  count  of 


340  delegates  present.  President  Betty  Szewczyk 
introduced  resolutions  and  gave  the  State  of 
the  Auxiliary  report  in  which  she  expressed 
gratitude  to  all  auxilians  at  the  grass  roots  level 
for  making  it  a successful  year;  and  compli- 
mented the  teamwork  that  had  occured 
between  societies  and  auxiliaries  in  accomp- 
lishing goals. 

Keynote  Speaker  C.  Everett  Koop,  M.D. 
Surgeon  General,  U.S.  Health  Service  and 
Deputy  Assistant  Secretary  for  Health  addressed 
rnational  and  international  health  issues  and 
stressed  the  importance  of  education  on 
preventable  measures  that  can  be  taken  to 
develop  healthier  lifestyles;  and  reported 
America  is  top  in  AIDs  research.  Following 
adjournment  a reception  was  held  honoring 
President  Betty  Szewczyk  and  President-elect 
Mary  Strauss. 

The  American  Medical  Political  Action  Com- 
mittee sponsored  a breakfast  Monday  where  a 
report  and  formal  presentation  was  given. 
Reference  Committee  hearings  were  held  on 
Bylaw  changes.  Organizational  Affairs,  and 
Health  Issues  Resolutions.  Hearings  gave  the 
whole  membership  an  opportunity  to  speak 
on  these  issues.  After  considering  the  members' 
testimony,  committees  developed  recom- 
mendations to  be  presented. 

AMA  Auxiliary  Past  Presidents  and  Honorary 
Members  were  honored  at  Monday's  luncheon. 
Guest  Speaker  John  McLaughlin,  PhD,  Producer 
and  host  of  The  McLaughlin  Croup,  gave  us  a 
conservative's  view  from  Washington. 

General  Meeting  was  held  at  2:00  p.m. 
Minutes  of  the  64th  Annual  Session  are 
available  upon  request  and  Treasurer's  report 
gave  assets  as  $2,162,524.95,  liabilities  of 
$1,281,399.36,  with  a balance  of  date 
$881,1  24.59  and  $863,000.00  in  reserve. 
Slate  of  Candidates  for  national  office  was 
presented.  1 988-89  elected  officers  are:  Presi- 
dent Mary  Strauss,  MD,  President-Elect  Jean 
Hill,  MS,  Eastern  Regional  V.P.  Joyce  West,  PA, 
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North  Central  Regional  V.P.  Ann  Rempel,  KS, 
Southern  Regional  V.P.  Sherry  Strebel,  OK, 
Western  Regional  V.P.  Mary  Hanson,  CO, 
Secretary  Norma  Skoglund,  OR,  Treasurer 
Priscilla  Gerber,  FL  Directors:  East-Alice  Edwards, 
WV  and  Bernardine  Moloney,  NJ;  North 
Central-Chris  Bohigian,  MO  and  Dee  Talmage, 
OH;  South-Ebba  Dunn,  AL  and  Linda  Nance, 
NC;  West-Sharyn  Hughes,  MT  and  Lee  Van 
Giesen,  CA. 

Nominations  for  election  to  the  Nominating 
Committee  were  taken.  A meet  the  candidates 
opportunity  was  held  after  adjournment. 

Western  and  North  Central  Region  State 
Reports  were  given  with  our  own  1987-88 
President  Colleen  Adam  reporting  for  Nebr- 
aska. She  gave  an  account  of  work  done  by 
state  auxilians  in  Adolescent  Health,  Member- 
ship, Legislation,  AMA-ERF,  other  health  con- 
cerns addressed  and  Community  projects, 
(you  would  have  been  proud) 

June  28th  began  at  8:00  a.m.  with  individual 
State  Caucuses  being  held.  During  the  General 
Meeting  Reference  Committees  presented 
recommendations.  The  House  of  Delegates 
voted  on  each  issue.  Health  Resolutions 
adopted  were:  3 — Preschool  Smoking  Pre- 
vention Education;  4 — Cholesterol  Level 
Testing  as  amended;  6 — Support  Services  for 
Medical  Families;  Substitute  Resolution  7 in 
lieu  of  original  Resolution  7 and  Resolution  8, 
Continuing  Auxiliary  Efforts  Toward  Eradicating 
Drug  Abuse.  Bylaws  Resolutions  adopted 
were:  1 — Number  of  Members  of  the  Board 
of  Directors  to  be  Nominated  for  Election  to 
the  Nominating  Committee:  2 — Language 
Regarding  Succession  to  National  Office. 
Organizational  Affairs  Resolutions  adopted 
were:  5 — Incremental  Dues  Increase;  10  — 
Strengthening  Auxiliary  Involvement  in  Legis- 
lative Activities;  and  Proposed  1988-89  Budget 
adopted  as  presented. 

Membership  awards  were  presented.  Nebr- 
aska received  awards  for  7 5%  or  more  of  its 
members  belonging  to  the  Federation  and  an 
increase  in  Resident-Student  Spouse  mem- 
bership. 

Guest  Speaker  at  Tuesday's  Luncheon  was 
Jill  St.  John,  Actress,  Food  Editor  and  Culinary 
Expert;  her  topic  was  “Cooking:  More  than 
Just  Food."  Following  the  Luncheon,  voting 
was  held  for  the  1 989  Nominating  Committee 


with  our  own  Bev  Kruger,  as  member  of  the 
Election  Committee,  helping  with  voting  pro- 
ceedures. 

General  Meeting  began  Wednesday  at  8:30 
a.m.  Report  of  the  Election  Committee  was 
given.  Members  to  serve  on  the  1 989  Nomin- 
ating Committee  from  the  Board  of  Directors 
are  Betty  Szewczyk  and  Peg  Gobar;  Eastern 
Bobbie  McCluskey;  North  Central  Muriel 
Osborne;  Southern  Gayanne  Burns;  Western 
Lila  Johnson  and  Eilene  Young. 

AMA  President  William  S.  Hotchkiss,  M.D., 
Speaker  at  the  morning  session  commended 
the  Auxiliary  on  all  its  work  in  Legislation  and 
Health  Programs.  He  thanked  auxilians  for  the 
assistance  they  had  given  throughout  the  year. 
Dr.  Hotchkiss  then  addressed  issues  of  the 
nurse  shortage  and  medicare  reimbursement 
with  an  account  of  proposals  being  worked  on 
by  the  AMA. 

AMA-ERF  Awards  were  presented  with 
Nebraska  as  one  of  the  recipients  for  a 25%  or 
more  increase  in  donation;  Colleen  Adam 
accepted. 

National  Past  President  Betty  Payne  installed 
1988-89  Officers.  President  Mary  Strauss  in 
her  Inaugural  Address,  focused  on  the  Poten- 
tial within  the  auxiliary  and  the  importance  of 
education  and  voluntarism  in  addressing  issues 
of  the  coming  year.  Adjournment  Sine  Die. 

The  Nebraska  auxiliary  delegation  attended 
the  Inauguration  of  the  AMA  President,  James 
E.  Davis,  M.D.  at  the  Chicago  Hilton  Hotel. 
State  presidents  were  presented  with  our  own 
C.  A.  McWhorter,  M.D.  representing  Nebraska 
and  as  member  of  the  Board  of  T rustees  of  the 
AMA,  Jerald  R.  Schenken,  M.D.  AMA A President 
Mary  Strauss  and  President-elect  Jean  Hill 
were  introduced  and  State  Auxiliary  Presidents 
recognized  with  our  own  Desta  Osborne 
representing  Nebraska.  A Reception  was  held 
following  the  Inauguration  honoring  Mary 
Strauss  and  James  E.  Davis,  M.D. 

All  matters  covered  at  the  convention  will 
be  addressed  at  our  Fall  Board  meeting  and 
copies  of  resolutions,  budget,  and  projects 
made  available. 

Sally  Becker 
President-elect 
NMA  Auxiliary 
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COMING  MEETINGS 


NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

EMERGENCY  MEDICINE  REVI EW— Septem- 
ber 19-24,  1988  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVI  EW  — October 
3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information 
contact:  Marge  Adey  or  Brenda  Ram,  Center 
for  Continuing  Education,  University  of  Nebr- 
aska Medical  Center,  42nd  and  Dewey  Avenue, 
Omaha,  Nebraska  68105.  Telephone  (402) 
559-4152. 


UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Aug- 
ust 4-5,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Flours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Oct- 
ober 27-28,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

For  further  information,  contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical 
Center,  Center  for  Continuing  Education, 
42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Phone  (402)  559-4152.  In  Nebraska, 
call:  800-228-1095.  All  other  states,  call:  800- 
228-9630. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION  — 

JOHN  S.  LATTA  CENTENNIAL  LECTURESHIP 
— September  1 and  2,  1988,  UN  Medical 
Center,  Omaha,  Nebr.  Speaker— Kathleen 
K.  Sulik,  Ph.D.,  Associate  Professor  of  Ana- 
tomy, University  of  North  Carolina,  Chapel 
Hill.  Thursday,  September  1,  12  noon — 
Latta  Lecture:  "Through  Scanning  Electron 
Microscopy— A View  of  Our  Beginnings"— 
Wittson  Hall  Amphitheater,  UNMC.  Friday, 
September  2,  12  noon— Medical  Grand 
Rounds:  "Animal  Models  of  Abnormal  Cran- 
iofacial Morphogenesis"— Bishop  Clarkson 
Hospital,  Storz  Pavilion,  Omaha,  Nebr. 
Everyone  invited. 

ALUMNI  ROUNDUP  AND  RECEPTION  IN 
OMAHA  — Friday,  November  4,  1988,  6:00- 
7:30  p.m.,  The  Omaha  Club,  2002  Douglas 
Street;  in  conjunction  with  the  Omaha's 
Mid-West  Clinical  Society  Postgraduate 
Assembly.  Hors  D'oeuvres  and  Cash  Bar.  All 
alumni,  spouses,  faculty,  students,  and  friends 
are  cordially  invited.  Class  reunions  will  be 
held  in  Omaha  in  early  November  for 
classes  ending  in  "3"  and  "8”. 


CREIGHTON  UNIVERSITY 

TEACHING  SKILLS  FOR  PHYSICIAN 
EDUCATORS  — September  1 1-13,  1988, 
Creighton  University  Student  Center.  Joint 
sponsors:  Creighton  University  School  of 
Medicine  Department  of  Family  Practice 
and  University  of  Nebraska  College  of 
Medicine  Department  of  Family  Practice. 
Hours:  1 1 Cat.  1 AMA,  5.5  Prescribed  AAFP. 
Fee:  $125.00. 
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RENAL  VASCULAR  CONCERNS  & PHAR- 
MACOLOGIC APPROACHES  — September 
1 5,  1988,  Regency  West,  Omaha.  Program 
Director:  Michael  D.  Hammeke,  M.D.  Hours: 
3.5  Cat.  1 AMA,  3.25  Prescribed  AAFP.  NO 
FEE  (physicians  who  wish  CME  credit  will  be 
charged  $7.50). 

MEDICINE  UPDATE  AT  JACKSON  HOLE  — 
September  17-18,  1988,  The  Inn  at  Jackson 
Hole,  Teton  Village,  Wyoming.  Program 
Director:  William  L.  Pancoe,  Ph.D.,  Associate 
Dean  for  Student  Affairs,  Creighton  Univer- 
sity School  of  Medicine.  Hours:  10  Cat.  1 
AMA,  10  Prescribed  AAFP.  Fee  $135.00 
(physicians  in  training  $35.00). 

CLINICAL  ISSUES  IN  MANAGEMENT  OF  BREAST 
CANCER  — September  23,  1988,  Red  Lion 
Inn,  Omaha.  Program  Director:  Bruce  M. 
Boman,  M.D.,  Ph.D.  Hours:  6 Cat.  1 AMA, 
5.75  Prescribed  AAFP,  6 cognates,  Formal 
Learning  ACOG.  Fee:  $95. 00/physician. 

CONTROVERSIES  & CLINICAL  MANAGE- 
MENT IN  HIGH  RISK  OBSTETRICS  — The 
Four  Seasons  Hotel,  Vancouver,  B.C.  Program 
Co-Directors:  Washington  C.  Hill,  M.D., 
Creighton  University  School  of  Medicine 
and  Frank  A.  Manning,  M.D.,  University  of 
Manitoba  Faculty  of  Medicine.  Hours:  17 
Cat.  1 AMA,  1 5 Prescribed  AAFP,  1 7 cognates, 
Formal  Learning  ACOG.  Fee:  $360.00  if 
before  Sept.  15  otherwise  $385.00. 

A DAY  WITH  THE  PERINATOLOGISTS  — 
October  21-22,  1988,  Marriott  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  14  Cat.  1 AMA.  Application  in 
process  to  other  appropriate  organizations. 
Fee:  $1  75.00  if  postmarked  by  September  1 
otherwise  $200.00. 

NITROUS  OXIDE  — A CLINICAL  APPROACH 
FOR  PHYSICIANS  AND  DENTISTS  — Nov- 
ember 4,  1 988,  Creighton  University  School 
of  Dentistry.  Faculty:  Mel  M.  Tekavec, 
D.D.S.,  MACD.  8 Cat.  1 AMA,  dentists  credit 
in  process.  Fee:  $125.00.  Enrollment  is 
limited. 

For  further  information  or  to  register,  contact: 

Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 

548-2633  or  402-280-1830. 


DEPARTMENT  OF  SURGERY 
VISITING  PROFESSOR  SCHEDULE  1988 

SEPTEMBER  9-10,  1988  — Ken  Mattox,  M.D., 
Professor  of  Surgery,  Baylor  College  of 
Medicine,  Houston,  Texas.  (Trauma) 

OCTOBER  14-1  5,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Institute 
for  Nutritional  Research.  (Nutrition) 

NOVEMBER  18-19,  1988  — William  Pierce, 
M.D.,  Professor  of  Surgery,  Chief,  Division  of 
Artificial  Organs,  The  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania  State 
University  (Mechanical  Hearts). 

DECEMBER  9-10,  1988  — Jose  Boix-Ochoa, 
M.D.,  Professor,  Department  of  Pediatric 
Surgery,  Clinica  Infatile  "Vail  d'Hebron", 
Barcelona,  Spain  (Pediatric  Surgical  Problems). 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 3,  4,  and  5,  1988  (Thursday,  Friday  & 
Saturday),  The  Red  Lion  Inn,  Omaha. 

For  further  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #205-B, 
Omaha,  Nebraska  68114. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

20TH  ANNUAL  RESPIRATORY  CARE  POST- 
GRADUATE SYMPOSIUM  RESPIRATORY 
EMERGENCIES:  A MULTIDISCIPLINARY 
APPROACH  — September  1-2,  1988.  Spon- 
sored by  University  of  Kansas  Medical  Center, 
Doubletree  Hotel  Overland  Park,  Kansas. 
Fee:  TBA.  AMA  Cat  1 - TBA,  AAFP  - TBA,  RT- 
TBA,  CNE  - TBA,  Nurse  Anesthetists  - TBA, 
PT  - TBA,  Pre-Hospital  Care  Personnel  - TBA. 

SECOND  ANNUAL  IMMUNOLOGY,  RHE- 
UMATOLOGY AND  ALLERGY  SYMPOSIUM 
— September  23,  24,  1988.  Sponsored  by 
University  of  Kansas  Medical  Center.  To  be 
held  at  Westin  Crown  Center,  Kansas  City, 
Missouri.  Fee:  $175.00  Physicians,  $50 
other  health  professionals.  Credit:  AMA  Cat 
1,  11.5,  AAFP  - TBA. 
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SECOND  ANNUAL  CENTER  ON  AGING 
POSTGRADUATE  SYMPOSIUM  SKELETAL 
INTEGRITY  IN  THE  ELDERLY—  October  13 
and  14,  1988.  Sponsored  by  the  University 
of  Kansas  Medical  Center.  Doubletree  at 
Corporate  Woods,  Overland  Park,  Kansas. 
Fee:  TBA.  Credit:  CNE  - 10  hours,  AMA 
Category  1 - 9.5.  Credit  Hours,  AAFP 


Prescribed  - 9.75  Prescribed  Hours,  PT  - 
TBA,  OT  - TBA. 

For  further  information  contact:  David  S. 
Baldwin,  M.P.A.,  University  of  Kansas  Medical 
Center  Office  of  Continuing  Education,  39th 
and  Rainbow  Blvd.  Kansas  City,  Kansas  66103, 
or  call  (913)  588-4488. 
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AMA  NEWS  NOTES 

(continued  from  page  6-A) 

The  AMA  and  the  UMA  supported  such  a 
ban,  based  on  the  position  that  "at  no  cost  to 
the  government  or  the  airlines,  the  elimination 
of  smoking  aboard  aircraft  would  improve 
health,  well-being,  safety,  and  comfort  of 

airline  passengers  and  crew." 

* * * 


The  Democratic  and  Republican  parties 
should  look  to  the  Health  Policy  Agenda  for 
the  American  People  and  carefully  developed 
AMA  positions  in  formulating  their  party 
platforms  on  health  issues,  the  AMA  recom- 
mended in  early  June.  John  J.  Coury  Jr.,  M.D., 
immediate  past  president  of  the  AMA,  appear- 
ed before  the  Republican  Party  Platform 
Committee  to  present  the  AMA's  views  on 
how  to  strengthen  the  nation's  health  care 
system.  A written  communication  emphasizing 
the  same  basic  recommendations  was  sent  to 
the  Democratic  Party,  which  does  not  have  a 
platform  hearing  mechanism. 


! 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 


56th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

November  3,  4,  5,  1988 

RED  LION  INN 
Omaha,  Nebraska 


For  Information  Contact: 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 

(402)  379-1443 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


U.S.  Air  Force 2 Strictly  Confidential  - Professional  - Effective 

U.S.  Army  Reserve 13  


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Exec.  Vice  President 

8502  West  Center  Rd..  P.O  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Ryswyk,  Ed.D.,  Executive  Director 
2730  South  114th  St.,  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen.  Executive  Director 
3624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr  . Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521,  Lincoln  68508 
.American  Red  Cross 
P.O.  Box  83267 
1701  “E"  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  St.,  Lincoln  68521 

Creighton  University  School  of  Medicine 

Richard  O’Brien,  M.D..  Dean 
California  at  24th  St.,  Omaha  68178 

Dairy  Council  of  Central  States.  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston.  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St..  #6.  Omaha  68134 
Lincoln  Council  on  .Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraskal 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder,  M.D..  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D..  President 
201  Ridge  St..  #311,  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Russell  J Hopp.  D O..  President  t 

Dept.  Pediatrics.  Creighton  Univ..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Paul  J.  Bender.  M.D..  President 

Suite  1.  Professional  Plaza,  6801  N.  72nd  St..  Omaha  68122 

Nebraska  Association  of  Pathologists 

James  Linder.  M.D..  President 

Dept,  of  Pathology  - UNMC.  42nd  & Dewev.  Omaha  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 

Paul  \1  Paulman,  M l)..  Secretary  -Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park.  #202.  401  No.  117th,  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 

Joe  E.  Jeter.  PA-C.  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 

Thomas  Tonniges.  M l)  . President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas.  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 

Richard  L.  Keller.  M.D..  President 
9641  No.  29th,  Omaha  68112 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker.  M I)  . F A. C P Governor 

Creighton  University  School  of  Medicine.  601  N 30th  St..  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 

Louis  J.  Gogela.  M.D..  Past  President 
2221  South  17th  St.,  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F Aita.  M.D  . Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr  . #302.  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett.  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M S..  R.D  . President 
3347  S.  126th  Ave.,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  O St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D.  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Priscilla  Allen,  R.N.,  President 
3800  N.  6th,  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary- 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
Suite  711.  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D.,  Secretary 
6920  Van  Dorn,  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N.C. 

St  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

Jehangir  B Bastani,  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A 
P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D 
P.O.  Box  5363.  Lincoln  68505 
Nebraska  Society  of  Anesthesiologists 
Charles  D.  Gregorius,  M.D..  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.  President 
3145  O St.,  Lincoln  68510 

Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 

Delores  Yosten.  President 

4D10  Kav  Ave  . Grand  Island  68803 

Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 
502  S.  McCabe.  North  Platte  69101 
Nebraska  Society  for  Respiratory  Therapy 
Marcy  Pearsoll.  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M I).,  M.  Ed..  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society- 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St..  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy-  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 

Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr„  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409-12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P..  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1891  Preston  White  Drive.  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Secretary 
515  Busse  Hwv.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Malcolm  D.  Jones,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 


NMA  FALL 

NMA  ANNUAL 

SESSION 

SESSION 

September  22-24,  1988 

April  28-May  2,  1 989 

Cornhusker  Hotel 

Cornhusker  Hotel 

Lincoln,  NE 

Lincoln,  NE 
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Physicians’  Classified 


MEDICAL  DIRECTOR:  The  University  of  South 
Dakota  Student  Health  Clinic,  Vermillion,  South 
Dakota.  Responsibilities  include  providing  patient 
care,  medical  leadership  and  direct  supervision 
of  medical  personnel  including  nurse  practitioner 
and  physician  assistant.  University  School  of 
Medicine  appointment  eligibility.  Perfer  Internist, 
Pediatrician  or  Family  Practitioner  with  demon- 
strated interest/training  in  adolescent  and  pre- 
ventative medicine.  Salary  is  competitive  with 
excellent  fringe  benefits  including  professional 
liability.  This  is  an  academic  year  appointment. 
Send  application  and  resume  with  names, 
addresses  and  telephone  numbers  of  three 
references  to:  Dr.  William  Donohue,  Vice  Pres- 
ident For  Student  Life,  Room  205  Slagle  Hall, 
414  E.  Clark,  Vermillion,  SD  57069. 

MONTANA:  Board  certified  FP  seeks  partner 
with  interests  in  obstetrics  and  rural  medicine  to 
join  busy  practice  in  southeast  Montana.  Office 
on  hospital/NH  campus.  First-year  income  guar- 
antee, relocation  assistance,  and  other  benefits. 
Enjoy  comforts  of  friendly  small  community 
living  and  recreation  that  only  Montana  can 
offer!  Send  CV  to  Cynthia  Lacro,  PROSEARCH, 
305  NE  102nd  Avenue,  Portland,  Oregon  97220. 
(800)  237-6906. 

PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several 
locations  throughout  the  United  States  including 
Omaha,  Nebraska.  Qualifications  are:  board 
certification  or  eligibility,  a license  in  the 
particular  state  they  would  be  located,  and  a 
minimum  of  1 year  experience.  Preference  given 
to  those  candidates  in  FAMILY  PRACTICE, 
PEDIATRICS,  INTERNAL  MEDICINE,  OR  EMER- 
GENCY MEDICINE.  Our  company  offers  an 
outstanding  incentive  pay  plan  with  the  oppor- 
tunity to  earn  S90.000+  annually.  PHP  offers 
physicians  the  opportunity  to  participate  in 
health  insurance,  life  insurance,  and  disability 
insurance  programs.  PHP  also  provides  paid 
malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with 
you.  If  interested  and  qualified,  please  call  or 
send  C.V.  to  Leigh  Robbins,  125  Belle  Forest 
Circle,  Suite  200,  Nashville  TN  37221, 61  5/662- 
1310. 

WANTED:  Minnesota,  Iowa  and  Wisconsin 
Group  Practice  positions  are  available  for  BE/BC 
Physicians  in  the  following  specialties:  Family 
Practice,  Adult/Child  Psychiatry,  Internal  Med- 
icine, Occupational  Medicine,  Pediatrics,  and 
Obstetrics/Gynecology.  Competitive  salary  with 
benefits.  Send  letter  of  inquiry  and  Curriculum 
Vitae  to  Scott  M.  Lindblom,  Fairview  Clinic 
Services,  2312  South  6th  Street,  Minneapolis, 
Minnesota,  55454  or  call  61  2-371-6235  or  toll 
free  1-800-328-4661  ext.  6235.  An  equal  oppor- 
tunity employer. 

MEDICAL  DIRECTOR:  Rivendell  of  Nebraska, 
a psychiatric  facility  for  children  and  adolescents, 
located  in  Seward,  currently  has  an  opening  for  a 
Medical  Director.  Devoted  to  helping  prepare 
children  and  adolescents  for  fulfilling  and  pro- 


ductive lives,  we  offer  you  career  rewards  far 
exceeding  conventional  values.  If  you  are  a 
licensed  psychiatrist  and/or  licensed  child  psy- 
chiatrist apply  to  become  a member  of  our  fine 
team  of  professionals,  you'll  enjoy  the  many 
rewards  that  come  from  helping  people.  For 
confidential  consideration  send  vita  to:  Rivendell 
of  Nebraska,  Christy  Killingsworth,  400  Rivendell 
Drive,  Seward,  Nebraska  68434,  (402)  643-6661. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

SITUATION  WANTED:  Board  certified  intern- 
ist available  immediately.  Cardiology,  critical 
care  experienced,  residency  trained  solo  practice, 
buy,  salary  or  partnership  or  any  other.  Please 
contact  Box  037,  Nebraska  Medical  journal, 
1512  FirsTier  Bank  Building,  Lincoln,  Nebraska 
68508. 

WANTED:  Anesthesiology,  Dermatology,  Family 
Medicine,  General  Surgery,  Internal  Medicine, 
Orthopedics,  Otolaryngology,  OB/GYN,  Pediatrics, 
Psychiatry.  ALRMG  is  a 37  MD  non-HMO  clinic 
in  beautiful  Albert  Lea,  MN.  These  positions  are 
created  by  retirements  and  development  of  new 
departments.  The  hospital  and  clinic  are  modern, 
progressive,  established  and  the  primary  health 
care  providers  in  our  service  area.  Excellent 
educational  and  cultural  opportunities.  Com- 
petitive income,  excellent  benefits,  early  share- 
holder status  with  first  year  salary  guarantee 
with  incentive  options.  Send  CV  to  Administrator, 
ALRMG  1602  Fountain  Street,  Albert  Lea,  MN 
56007-1642  or  call  (507)  373-8251  for  further 
information. 

PHYSICIAN  OPPORTUNITY:  Immediate  open- 
ing for  1-2  physicians  in  long-established  medical 
clinic  in  rural  community  of  approximately 
5,000.  Preference  given  to  candidates  in  family 
practice  and  internal  medicine.  Experience  pre- 
ferred, but  not  necessary.  Must  be  licensed  in 
Nebraska.  Excellent  insurance  benefits,  paid 
malpractice  insurance,  pleasant  working  condi- 
tions. If  interested,  please  call  or  send  C.V.  to: 
Box  036,  Nebraska  Medical  Journal,  1512  FirsTier 
Bank  Bldg.,  Lincoln,  NE  68508. 

WANTED:  Pediatrician,  Anesthesiologist,  Or- 
thopedics, Family  Practice,  Radiology,  Psychiatrist. 
120-bed  hospital  assisting  growing  medical 
community  in  recruiting  physician  specialists  to 
various  established  practices.  32  practicing  phy- 
sicians are  located  in  Mitchell,  South  Dakota,  a 
community  of  1 5,000  with  a rural  referral  area  of 
approximately  32,000.  Mitchell,  the  1988  South 
Dakota  Community  of  the  Year,  is  a progressive, 
expanding  community  with  an  excellent  educa- 
tion system  and  a vast  array  of  outdoor  sporting 
activities.  Excellent  first  year  guaranteed  income 
arrangements  offered,  Interested  candidates 
should  send  C.V.  to:  Fred  Sluneka,  Executive 
Director,  St.  Joseph  Hospital,  Fifth  and  Foster, 
Mitchell,  South  Dakota  57301,  1-800-992-2002 
or  605-995-2258. 
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ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
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EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
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Mi  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling-Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project./# 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  prograr  is. 
call  toll-free  1-800-USA-ARMY. 
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AXID? 

nizatxjme  capsules 

Briel  Summary  Consult  the  package  insert  lor  prescribing  information 
indications  and  Usage  Axid  is  indicated  tor  up  to  eight  weeks  tor  the  treatment 
of  actr*e  duodenal  u>cer  in  most  patients  the  ulcer  will  heal  within  tour  weens 
Axid  s "dicated  tor  namtenance  therapy  for  duodenal  ulcer  patients  at 
a reduced  dosage  of  150  mg  n s after  healing  of  an  active  duodenal  ulcer 
The  consequences  ol  continuous  therapy  with  And  tor  longer  than  one  year 
are  not  known 

Contraindication  Ax*d  rs  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  Hj-receptor  antagonists 

Precautions:  General—:  Symptomatic  response  to  ncatKfine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Pan  of  the  dose  ot  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction  the 
disposition  of  nizatidine  is  simitar  to  that  m normal  subjects 

Laboratory  Tests  — Faise-posnive  tests  for  urobilinogen  with  Muitistix*  may 
occur  dunng  therapy  with  nizatidine 

Drug  interactions— Ho  interactions  have  been  observed  between  Axid  and 
fheophy'ime  chiordiazepoxide  orazepam  .cocaine  phenytom  and  wartann 
Ax»d  does  not  inhibit  the  cytochrome  P-450-imked  drug -metabolizing  enzyme 
system  therefore  drug  rteractions  mediated  by  inhibition  ot  hepatic 
metabolism  are  not  expected  to  occur  in  patients  grven  very  high  doses  i3  900 
mg  of  aspirm  daily  increases  m serum  salicylate  levels  were  seen  when 
nizat  dine.  150  mg  b • 0 was  administered  concurrently 
Carcinogenesis  Mutagenesis  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  w/th  doses  as  high  as  500  mg  *g  day  about  80 
times  the  recommended  daily  therapeutic  dose<  showed  no  evidence  ot  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  ot 
enterochromaffin-iixe  (ECU  ceils  in  the  gastnc  oxyntic  mucosa  in  a two-year 
study  in  mice  there  was  no  evidence  of  a carcinogenic  effect  m male  mice 
although  hyperplastic  nodules  ot  the  *er  were  increased  in  the  high  dose  makes 
compared  to  placebo  Female  mice  given  the  high  dose  ot  Axid  ( 2 000  mg  Teg  da, 
about  330  times  the  human  dosei  showed  marginally  statistically  significant 
•ncreases  in  hepatic  carcinoma  and  hepatic  nodular  hyperpiasa  w th  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
caronoma  m the  high  dose  animats  was  within  the  historical  control  limits  seen 
' 'he  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
ii  mum  tolerated  dose  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls  and  evidence  ot  mild  Irver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  m rats  male  mice  and  female  mice  (given  up  to  360  mg/kg 
day  about  60  times  the  human  dose)  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  tor  Axid 
Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests  unscheduled  DMA  synthesis 
sister  chromatid  exchange  and  the  mouse  lymphoma  assay 
In  a two-generation  perinatal  and  postnatal  fertility  study  m rats,  doses  of 
nizatidine  up  to  650  mg'kg.day  produced  no  adverse  effects  on  the  reproductrve 
performance  of  parental  animals  or  their  progeny’ 

Pregnancy -Teratogenic  Eftects-Pregnancy  Category  C-Orai  reproduction 
studies  m rats  at  doses  up  to  300  times  the  human  dose  and  m Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbrts.  nizatidine  at  20  mg.'kg  produced  cardiac  enlargement  coarctation 
of  the  aortic  arch  and  cutaneous  edema  in  one  fetus  and  at  50  mg 'kg  it  produced 
ventricular  anomaly  distended  abdomen,  spina  bifida  hydrocephaly  and 
enlarged  heart  m one  fetus  There  are  however,  no  adequate  and  well-controlled 
studies  m pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  dunng  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  nsk  to  the  fetus 

Nursing  Mothers— Nizatidine  is  secreted  and  concentrated  in  the  milk  ot 
lactatmg  rats  Pups  reared  by  treated  lactatmg  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactatmg  women,  mzatidme  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exerased  when 
nizatidine  ts  administered  to  nursing  mothers 
Pedetnc  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  m Elderty  Patients— Ulcer  healing  rates  in  elderty  patients  are  similar  to 
those  m younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  m the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions  Clinical  trials  of  nizatidine  mcJuded  almost  5.000  patients 
given  mzatidme  in  studies  ot  varying  durations  Domestic  placebo-controlled 
tnals  included  over  i 900  patients  grven  mzatidme  and  over  i 300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials  sweating  (1%  vs  0 2%)  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  i 3s,i  were  significantly  more  common  in  the  mzatidme  group  A 
variety  of  less  common  events  was  also  reported  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  mzatidme 

Hepatic—  Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SG0T  [AST],  SGPT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  patents 
possibly  or  probably  related  to  nizatidine  In  some  cases  there  was  marked 
elevation  of  SG0T.  SGPT  enzymes  (greater  than  500  lUfl.).  and  in  a single 
instance.  SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  ot  norma), 
however  d«J  not  signrftcamty  differ  from  the  rate  of  Irver  enzyme  abnormalities  m 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
ol  Axid 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  m two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  tnals 
showed  no  evidence  ot  antiandrogemc  activity  due  to  Axid  impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  mzatidme  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other—  Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  if  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  recerved  large  doses  of  mzatidme  have  exhibited  choimergic- 
type  effects,  including  lacnmafion.  salivation  emesis,  miosis  and  diarrhea 
Single  oral  doses  ol  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 


PV  2091  AMP  [041288] 


Axid*  (mzatidme.  Lilly) 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


NZ-2903-B-849356  ; i988  eu  lilly  and  company 


jl  moderate  depression  and  anxiety 


^ First-week  improvement  in  somatic  symptoms* 1 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /EJ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


IimbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  sr? 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  Vjl- 


t)  rences:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N].  2.  Feighner  VP, 
I Psychopharmacology  61 :2\7-225,  Mat  22, 1979. 


L)itrol®@ 

t quilizer— Antidepressant 

S re  prescribing,  please  consult  complete  product  information,  a summary  of  which 

ft  WS: 

C raindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 

• omitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 

b ously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
t e following  myocardial  infarction. 

V nings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 

• r.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
f alar  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
■ ction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 

• nts  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 

B rdous  occupations  requiring  complete  mental  alertness  [eg.,  operating  machinery,  driving) . 

I Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
t formations.  Consider  possibility  of  pregnancy  when  instituting  therapy, 
ft  drawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
• ; (see  Drug  Abuse  and  Dependence) . 

f autions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 

I e on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 

I .ion  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 

• tion  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
t action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
concomitantly  with  cimetidine  (Ihgamet) , clinically  significant  effects  have  been  reported 
Iving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs, 
of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
five.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
ntial  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 

ft  turning  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
" ige  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
;ult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dtugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric.  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tteat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitript-. 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  m 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tbblets.  blue,  r.m- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt) — bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Weekll 

And  The  Weeks  That  Follow  I 

^74%  of  patients  experienced  improved  sleep  J 
after  the  first  h.  s.  dose 1 ! 

^First-week  reduction  in  somatic  symptoms1  1 

Percentage  of  Reduction  in  Individual  Somatic  Symptorl 
During  First  Week  of  Limbitrol  Therapy* 

Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /T7  vomiting  nausea  headache  anorexia  constipate 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  V2C  ‘Patients  often  presented  with  more  than  one  somatic  symptoi 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /JTT  Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserve 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJC  Please  see  summary  of  product  information  inside  back  covt 
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A SPECIAL 
PRACTICE 

SPECIALISTS 

★ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

USAF  HEALTH  PROFESSIONS 
1 -800-423-USAF 
TOLL  FREE 


TRACER  bG " CARE  KIT 

Everything  You  Need 
For  Blood  Glucose  Testing 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editorat  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  Neurological  Surgery  2221  So.  17th  St.. 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8'4  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  ‘2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
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AMA  NEWS  NOTES 

The  AMA  is  joining  a coalition  of  medical 
organizations  to  avert  a proposed  ban  on  the 
mailing  of  etiologic  or  suspected  etiologic 
agents.  The  ban  would  cause  difficulties  for 
those  involved  in  clinical  laboratory  testing, 
and  might  make  proficiency  testing  prohibit- 
ively expensive  or  even  impossible,  the  coali- 
tion says. 

Members  of  the  coalition  are  the  College  of 
American  Pathologists  (CAP),  the  American 
Society  of  Clinical  Pathologists,  the  American 
Society  of  Internal  Medicine,  and  various 
microbiology,  clinical  chemistry,  and  blood 
bank  groups. 

The  proposed  Postal  Service  regulations, 
published  in  the  June  21  Federal  Register, 
were  prompted  by  postal  employes'  fears  of 
contracting  AIDS  or  suffering  life-threatening 
exposure  to  biological  warfare  agents,  based 
on  the  possibility  that  the  military  might  be 
shipping  such  agents  through  the  mail.  Mem- 
bers of  the  coalition  hope  to  meet  with  union 
and  post  office  officials.  Meetings  are  also 
being  held  with  key  members  of  Congress  and 
their  staffs.  Aug.  8 is  the  deadline  for  comment. 

Of  the  200,000  testing  packages  mailed  by 
CAP  each  year,  an  estimated  20%  to  25%  are 
classified  as  etiologic  agents.  Mailing,  packag- 
ing, and  labeling  requirements  for  etiologic 
agents,  developed  by  the  Postal  Service  in 
consultation  with  medical  groups,  unions,  and 
the  Centers  for  Disease  Control,  have  been  in 
effect  since  1 980.  CAP  has  emphasized  that  in 
20  years  there  has  never  been  a reported 
incident  of  material  exposure,  leaking,  or 
breakage  of  any  package  resulting  in  harm. 

* * * 


Witnesses  from  many  disciplines  at  oversight 
hearings  on  patient  outcomes  assessment 
research  and  quality  assessment  and  assur- 
ance activities  expressed  universal  support  for 
goood  scientific  research  that  can  be  used  to 
improve  physician  performance.  Testifying  for 
the  AMA  at  the  mid-July  hearings  before  the 
Subcommittee  on  Health  of  the  Senate  Finance 
Committee  were  Robert  E.  McAfee,  MD,  a 
member  of  the  Board  of  Trustees,  and  John  T. 
Kelly,  MD,  director  of  the  AMA's  newly 
established  Office  of  Quality  Assurance. 

(continued  on  page  9-A) 
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Research  Institute,  University  of  California,  San  Francisco. 

OUTSTANDING  ACHIEVEMENTS  Freshman  Medi- 
cal Student  Research  Award;  Class  President— 2nd  year  medical 
school;  Student  Body  President  — senior  year  medical  school; 
Special  Award  by  National  Institute  of  Health  to  attend  and  pre- 
sent paper  at  International  Congress  of  Otolaryngology  in  Tokyo, 
Japan;  Chairman,  Department  of  Otolaryngology,  San  Francisco 
General  Hospital  1970-76;  Chief  of  Medical  Staff,  Franklin 
Hospital  1982-84. 


HI  joined  the  Army  Reserve  shortly  after  complet- 
ing my  responsibilities  as  Chief  of  Staff  of  Franklin 
Hospital  in  San  Francisco.  I was  intrigued  with  the  idea 
of  trying  something  different,  such  as  Army  Medicine. 

“I  find  that  the  challenges  and  rewards  of  serving 
as  an  Army  Reserve  physician  complement  my  civilian 
practice.  For  a number  of  years,  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  I thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  I also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

“After  18  years  of  private  practice,  I find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  Insert  for  prescribing  information 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  sublets 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  dunng  therapy  with  nizatidine 

Drug  Interactions  — No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide  lorazepam  lidocaine.  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-hke  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  m mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice 
although  hyperplastic  nodules  of  the  liver  were  increased  m the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  dunng  pregnancy  only  if  the  potential  benefit 
lustrfies  the  potential  nsk  to  the  fetus 

Nursmg  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactatmg  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  m lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  m Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  m younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
tnals  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine 

Hepatic— Hepatocellular  iniury.  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  (AST],  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT.  SGPT  enzymes  (greater  than  500  IU/L).  and  in  a single 
instance.  SGPT  was  greater  than  2.000  IU/1  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  m three  untreated  subiects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogemc  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist  On  previous  occasions, 
this  patient  had  expenenced  thrombocytopenia  while  taking  other  drugs 

Integumental- Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  m 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholmergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 

Axid*  (nizatidine.  Lilly) 
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Heartland  Seventh  Annual  Cancer  Symposium 

"Cancer  Management  Update:  A Primary  Care  Prospective" 


October  27,  1988 
Heartland  Health  System 
St.  Joseph,  MO 
Holiday  Inn 
St.  Joseph,  MO 

OBJECTIVE: 

To  increase  awareness  of  new 
diagnostic  and  treatment 
modalities  for  the  cancer  patient. 

APPROVED  FOR: 

5 CME's  AMA  Category  1A 
5 prescribed  CME's  of  ACFP 
5 CEU's 

KEYNOTE  SPEAKERS: 

Drew  Winston 

Associate  Professor  of  Medicine 
UCLA  Medical  Center 
Specialist  in  Infectious  Diseases 
Victor  Fainstein 

Associate  Professor  of  Medicine, 
Dept,  of  Infectious  Diseases 
M.D.  Anderson  Hospital  and 
Tumor  Insitute 


AGENDA: 

12:00-  1:00p.m. 
1:10p.m.  -2:00p.m. 
2:00p.m. -2:45  p.m. 
2:45p.m. -3:00p.m. 
3:00p.m. -3:45p.m. 
3:45p.m. -4:45  p.m. 
5:00p.m.  -7:00p.m. 
7:00p.m.  -8:00p.m. 


Registration 

Fever  of  Unknown  Origin 

Imaging  Procedures  In  The  Search  Unknown  Primaries 
Break 

Case  Presentation,  Panel  Discussion 
Selected  Topics  in  Pain  Management 
Cocktails  and  Trip  to  Riverboat 
Spint  of  St.  Joseph  Dinner  and  River  Cruise 
Dinner  Speech:  Superinfection  in  the  Immunocompromised 
Patient 

Tour  of  historic  St.  Joseph  for  guests  - Noon  to  5:00  p.m. 

COST: 

For  the  participants:  full  day  symposium,  cocktails,  meal  and  cruise  ....  $95.00 

For  the  guests:  tour,  cocktails,  meal  and  cruise $30.00 

For  further  information  contact:  William  Russell,  Cancer  Program  Manager, 

901  Robidoux,  St.  Joseph,  MO,  64501  or  call  (816)  271-7520. 


Heartland  Health  System 


AMA  NEWS  NOTES 

(continued  from  page  6-A) 

William  L.  Roper,  MD,  HCFA  administrator, 
discussed  his  effectiveness  project,  which 
attempts  to  determine  what  medical  pro- 
cedures work  and  to  develop  data  to  educate 
physicians  and  patients.  Dr.  Roper  indicated 
that  he  wants  to  work  closely  with  the  AMA 
and  others  in  overseeing  the  initiatives. 

Congress  has  authorized  HCFA  to  spend 
S10  million  in  Medicare  trust  funds  to  devise 
better  methods  of  relating  quality  medical 
outcomes  to  costs, 

Dr.  McAfee  assured  members  of  the  sub- 
committee that  physicians  will  accept  patient 
outcome  data  and  use  it  productively  if  it  is 
scientifically  valid  and  peer  reviewed. 

"When  presented  with  well-documented 
data,  physicians  respond  by  adjusting  their 
patient  management  practices  to  optimize 
care,"  he  said. 

Dr.  McAfee  described  the  AMA's  three 

(continued  on  page  11-A) 
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Hemorrhage  . . . Preeclampsia  . . . Fetal  Assessment  . . . 


Creighton  University  Medical  Center 
announces  the  Third  Annual 


A DAY  WITH  THE 
PERINATOLOGISTS 


At  The  Marriott  Hotel 
Omaha,  Nebraska 

October  21-22 

COURSE  DIRECTOR:  Washington  C.  Hill,  M.D. 

Director,  Maternal-Fetal  Medicine 
and  The  Perinatal  Center 

FACULTY: 

Robert  C.  Cefalo,  M.D.,  Ph.D. 

Washington  C.  Hill,  M.D. 

Deborah  L.  McCoy,  R.N.,  M S 
Valeri  M.  Parisi,  M.D.,  M.P.H. 

Richard  H.  Paul,  M.D. 

William  F.  Rayburn,  M.D. 

Carl  V.  Smith,  M.D. 


AMA  CATEGORY  I 
CREDITS  AND  ACOG 
COGNATES  AVAILABLE 

Registration  Fee: 
$200.°° 


For  further  information 
Office  of  Continuing 
Education 
Creighton  University 
School  of  Medicine 
Omaha.  NE  68178 
Call  1-800-548-2633 
ext.  2550 
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. Amniotic  Fluid  Embolism  . . . Diabetes  . . . VBAC  . . 
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Medical  training  taught 
me  how  to  cure. 

Senior  Patient  helps 
me  to  care" 


■ 

SENIOR 

°DATIENT 

«:iw«wra  A iiiwriiiaM-nfBBiiia.; . 


Introducing  a new  "how  to  "publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 


EDITORIAL 


A Modest  Proposal 

BENIAMIN  R.  GELBER,  M.D. 


In  Maryland,  malpractice  insurance  for 
obstetricians  has  been  restructured.  Because 
of  the  high  liability  risk  associated  with 
delivery,  malpractice  insurers  have  added  a 
surcharge  to  liability  premiums  based  on  the 
number  of  deliveries  performed.  The  obstetri- 
cians in  one  rural  Maryland  county  who  had 
been  performing  deliveries  for  indigent  mothers 
decided  to  stop  in  part  because  the  deliveries 
increased  their  malpractice  premiums.  The 
county  solved  the  problem  by  agreeing  to 
indemnify  the  physicians  against  any  mal- 
practice risks  during  their  care  of  indigent 
patients.  If  a patient  decided  to  sue  for 
malpractice,  the  suit  would  be  filed  against 
the  county,  and  although  the  physician  is 
required  to  participate  in  his  own  defense,  the 
cost  of  defending  the  lawsuit  and  paying  the 
award  is  borne  by  the  county.  The  private 
insurers  will  be  expected  to  decrease  their 
premiums  accordingly. 

The  Medicare  program  should  consider 
adopting  a similar  system.  Physicians  who 
participate  in  Medicare,  or  who  accept  assign- 
ment on  individual  claims,  accept  a smaller 
fee  than  they  expect  from  private  patients. 


However,  they  receive  nothing  in  return.  If  the 
Medicare  program  agreed  to  indemnify  par- 
ticipating physicians  against  any  liability  in- 
curred while  caring  for  a Medicare  patient, 
private  insurers  could  decrease  premiums 
accordingly,  making  it  more  economically 
justifiable  to  see  Medicare  patients  at  the 
lower  reimbursement  level. 

Trial  attorneys  have  objected  to  most  efforts 
of  tort  reform.  This  change  would  preserve  the 
patient's  right  to  sue,  but  the  attorneys  would 
have  to  take  on  the  federal  government.  The 
physician  would,  of  course,  be  required  to 
participate  in  his  own  defense.  The  PRO 
system  which  is  now  in  place  should  provide 
quality  assurance,  so  that  malpractice  suits 
should  not  be  necessary  as  a means  of 
insuring  high  quality  medicine.  This  should 
keep  the  financial  risk  to  the  Medicare 
program  fairly  low,  if  the  PRO  program  is 
working  as  intended.  If,  however,  the  Medicare 
system  finds  itself  spending  large  amounts  of 
money  on  malpractice  defense  or  malpractice 
awards,  perhaps  that  would  encourage  the 
Congress  to  go  ahead  with  legislation  to  solve 
the  malpractice  crisis. 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

I commend  you  for  raising  the  issue  of 
economic  factors  in  medicine,  specifically  the 
market  determination  of  fees.  Being  a disciple 
of  Milton  Friedman,  the  foremost  proponent 
of  the  free  market  here  in  America,  I support 
this  concept.  However,  as  Dr.  Friedman  would 
point  out,  there  are  numerous  factors  which 
have  prevented  Adam  Smith's  "invisible  hand" 
from  functioning  in  medical  economics.  The 
availability  of  third  party  payments,  such  as 
insurance,  medicare,  etc.,  has  allowed  for  the 
escalation  of  fees  for  those  patients  who  were 
so  covered.  There  has  been  little  incentive  for 
a patient  to  shop  around  if  someone  else  is 
paying  the  bill.  Likewise,  when  a patient  is  sick 
he  is  less  likely  to  be  concerned  about  the  bill 
as  they  want  relief  without  considering  the 
charge. 

As  you  point  out,  some  market  forces  are 
now  coming  into  play.  However,  for  the 
pediatrician  and,  to  a lesser  extent  the  other 
primary  care  physicians,  there  is  an  inequity  in 
"freezing  fees"  at  this  point  for  the  former, 
who  has  never  had  the  luxury  of  significant 
third  party  payment  for  his  services.  His 
patients  and  parents  have,  for  the  most  part, 
been  young  families  with  many  bills  and  less 
resources.  When  the  third  party  payors  begin 
to  clamp  down  on  fees,  they  do  not  discrimin- 
ate between  those  services  which  have  been 
subject  to  market  forces  in  the  past  and  those 
which  have  not,  leaving  pediatricians  at  a 
significant  disadvantage.  I think  the  Harvard 
Relative  Value  Study  is  an  attempt  in  part  to 
alleviate  this  situation. 

Whereas  I have  some  reservations  about 
the  desirability  of  an  arbitrary  system  replacing 
the  free  market,  we  have  not  had  a truly  free 
market.  It  may  be  that  the  Relative  Value 
Study  could  be  used  as  an  adjunct  in  helping 
purchasers  of  services  decide  what  they  are 
willing  to  pay  for  a given  service.  Consumers 
need  more  information  about  the  services 


they  purchase.  The  American  Academy  of 
Pediatrics  and  the  Nebraska  Chapter  of  the 
AAP  are  attempting  to  provide  information 
about  the  value  of  pediatric  services  to  the 
public.  We  feel  that  money  spent  in  preventive 
services  is  well  spent  and  saves  in  the  long 
run. 

Thanks  again  for  opening  up  this  discussion. 

Sincerely, 
Charles  G.  Erickson,  M.D. 

Chairman  Committee  on  Medical  Practice 
Nebraska  Chapter  of  the 
American  Academy  of  Pediatrics 


* * * 

To  The  Editor: 

The  editorial  "Adam  Smith?"  in  the  July, 
1 988  Nebraska  Medical  Journal1  raises  a number 
of  timely  issues  and  concerns.  I do  agree  there 
is  a growing  consensus  that  changes  in 
physician  reimbursement  are  imminent.  This 
subject  is  appropriate  for  study,  however  I 
must  disagree  with  a number  of  the  premises 
and  conclusions  in  the  July  article.  Its  editorial 
format  implies  endorsement  as  official  policy 
of  NMA.  I suspect  that  a number  of  comments 
by  Dr.  Celber  in  this  article  do  not  fit  NMA 
guidelines. 

As  Dr.  Gelber  states  in  the  editorial,  the 
historic  UCR  methodology  used  by  third  party 
payers  and  as  adopted  by  Medicare  is  widely 
felt  to  be  inequitable,  inflationary,  and  to 
promote  the  performance  of  highly  reimbursed 
procedures.  With  increasing  budgetary  con- 
straints Congress  has  been  considering  various 
alternatives  of  Medicare  reimbursement. 
Congress  (through  HCFA)  has  sought  an 
objective  basis  for  making  changes  in  the 
mechanism  of  physician  reimbursement  and 
contracted  with  the  Harvard  School  of  Public 
Health  to  develop  a Resource  Based  Relative 
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Value  Scale  (RBRVS)  with  the  AMA  as  a 
subcontractor.  The  results  of  this  effort  are  to 
be  presented  to  HCFA  and  then  to  the  public 
this  summer. 

The  Physician  Payment  Review  Commission 
supports  the  RBRVS  concepts  and  will  review 
the  Harvard  results.  It  will  then  present  its 
reaction  and  further  recommendations  to 
Congress  in  1989.  Ultimately  the  decisions 
regarding  reimbursement  reform  will  be  made 
by  Congress  with  input  from  the  new  Admin- 
istration. It  is  generally  felt  that  the  political 
process  will  take  until  approximately  1990  or 
1991  to  decide  upon  and  develop  a new 
reimbursement  system.  Implementation  and 
the  phase-in  period  could  extend  throughout 
the  1990's. 

Alternatives  to  RBRVS  which  have  been 
considered  include  physician  DRG's  which 
have  many  problems  and  various  capitation 
schemes,  some  of  which  would  preclude  all 
fee-for-service  medical  practice.  Many  of  the 
demonstration  HMO  — type  Medicare  capita- 
tion projects  have  had  problems.  This  Admin- 
istration still  favors  the  PRO  concept. 

Although  it  seems  quite  likely  at  this  point 
that  there  will  be  changes  in  physician 
reimbursement,  it  is  by  no  means  certain  that 
a fee  schedule  will  be  the  method  chosen  or 
that  the  Harvard  RBRVS  will  necessarily  be  the 
basis  for  a fee  schedule.  However,  there  does 
seem  to  be  considerable  interest  by  the 
Federal  Government,  lay  groups  which  have 
reviewed  the  RBRVS  findings,  and  many 
physician  groups  in  using  the  RBRVS  as  the 
basis  for  developing  a fee  schedule  for 
Medicare.  It  is  likely  that  private  insurers  will 
also  be  quite  interested  in  adopting  the 
RBRVS  for  reimbursement. 

As  mentioned,  the  AMA  has  participated  in 
the  Harvard  RBRVS  study  and  I feel  that  is 
entirely  proper  and  not  a mistake  as  Dr. 
Celber  concludes.  The  AMA  as  a group 
representing  all  physicians  in  a leadership  role 
must  take  the  initiative  in  this  area  and 
continue  to  be  involved.  Would  Dr.  Gelber 
prefer  that  HCFA  turn  to  other  groups  for  help 
in  revising  physician  reimbursement?  (such  as 
AARP?  or  the  Blues?  or  the  AFL-CIO?)  Alterna- 
tive reimbursement  reforms  may  actually  be 
worse  than  our  present  system.  The  mechanism 
for  establishing  medical  reimbursement  needs 
to  be  as  objective  and  equitable  as  possible. 

The  results  of  the  RBRVS  are  now  being 
reviewed  and  the  scientific  acceptability  of 


this  study  debated.  AMA  is  continuing  to 
moderate  this  review  but  is  reserving  its 
official  endorsement  "until  it  has  thoroughly 
reviewed  the  results  in  consultation  with  the 
Medical  Specialty  Societies"  according  to 
AMA  Senior  Deputy  Executive  Vice  President 
James  S.  Todd,  M.D.  If  the  Harvard  RBRVS  is 
widely  accepted  as  a valid  scientific  instrument 
it  can  be  the  foundation  for  an  objective  and 
predictable  method  of  reimbursement  with 
less  chance  for  inequities.  Groups  that  feel  the 
Harvard  RBRVS  has  too  many  flaws  have  the 
responsibility  of  presenting  a better  system  or 
risk  taking  what  the  Federal  Government,  in  its 
wisdom,  decrees.  We  are  likely  to  live  with  the 
changes  for  many  years. 

If  a RBRVS  fee  schedule  is  adopted  there 
will  still  be  plenty  of  work  for  AMA  and  NMA 
and  each  of  our  specialty  societies.  Many 
questions  would  remain: 

1 . How  is  the  conversion  factor  decided? 

2.  Will  regional  variations  in  overhead 
costs  be  considered? 

3.  How  will  they  be  factored  into  the 
formulas? 

4.  How  will  the  fee  schedule  be  updated 
to  reflect  inflation? 

5.  Will  there  be  an  option  to  balance  - 
bill  or  will  there  be  mandatory  accep- 
tance of  the  fee  schedule  allotment? 

6.  How  will  the  volume  of  services  be 
monitored  and  controlled  and  will  the 
review  process  be  more  predictable 
and  relevant? 

Hopefully  we  can  work  together  effectively 
to  maintain  the  best  system  for  our  patients 
and  our  practices. 

Dr.  Gelber  implies  that  the  Harvard  RBRVS 
and  reform  of  reimbursement  represent  fund- 
amental shifts  to  central  planning  and  regula- 
tion of  the  medical  economy.  I dare  say  that 
most  physicians  and  their  business  managers 
as  well  as  hospital  executives  have  long  ago 
concluded  that  we  live  with  a highly  regulated 
and  frequently  hostile  system.  I remember  the 
fee  freezes  in  1974  and  from  1982  to  the 
present;  MAAC's  and  the  arbitrary  "medically 
unnecessary"  letters;  the  adversarial  bias  of 
the  PRO  process;  and  now  the  state  programs 
of  mandatory  assignment,  in  some  cases  tied 
to  medical  licensure.  I do  agree  with  Dr. 
Gelber's  final  conclusion  in  the  editorial  that 
"the  central  planners  don't  have  physician  or 
patient  interests  in  mind". 
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In  conclusion,  we  can  anticipate  likely 
change  in  reimbursement  methodology  which 
will  be  decided  in  Congress  and  implemented 
by  HCFA.  This  is  a time  of  opportunity  to  work 
together  in  our  medical  associations  to  obtain 
the  most  equitable  system  and  to  ensure  that 
our  patients  have  access  to  adequate  health 
care. 

Sincerely  yours, 
Vernon  F.  Garwood,  M.D. 


1.  Celber,  Benjamin  R.,  M.D.,  "Adam  Smith?", 

Nebraska  Medical  journal:  73:193,  July  1988. 

2.  American  Medical  News,  July  1,  1988. 

3.  Mitchel,  J.B.,  Physician  DRCs,  New  England 
Journal  of  Medicine.  1985,  September  12;  313(11)- 

670-5. 


Editors'  Note 

Opinions  expressed  in  my  editorials  are  my 
own,  and  don't  necessarily  reflect  the  official 
policy  of  the  Nebraska  Medical  Association. 
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THE  modern  flexible  colono- 
scope  allows  the  experienced 
endoscopist  to  examine  the 
entire  colon,  detect  all  but  the  most 
diminutive  colorectal  polyps  and  remove  all 
but  the  largest;  all  in  an  office  or  out-patient 
setting.  These  technical  advances  have  led 
to  an  apparently  exponential  increase,  both 
in  the  number  of  patients  presenting  for 
colonoscopy  and  in  the  numbers  of  polyps 
being  detected  and  removed.  In  an  attempt 
to  stem  a tide  which  threatens  to  swamp 
gastroenterologists,  surgeons  and  patholo- 
gists alike  we  have  set  out,  in  this  short 
review,  to  develop,  from  the  available 
literature,  some  practical  guidelines  towards 
the  management  and  follow-up  of  colonic 
polyps.  It  should  be  emphasized  from  the 
onset,  however,  that  even  the  best  of  these 
studies  is  far  from  definitive  and  that  many 
others  reflect  bias  inherent  either  to  the 
study  population,  the  particular  institution 
or  the  individual  investigator. 

Several  recent  colonoscopic  surveys  con- 
sistently report  that  the  vast  majority  of 
colonic  polyps  are  adenomatous  regardless 
of  size.1  These  results  contrast  with  pre- 
vious, largely  proctoscopic,  surveys,  which 
reported  that  most  small  polyps  were  non- 
neoplastic (hyperplastic).  It  is  now  clear 
that  this  former  concept  holds  true  only  for 
rectal  polyps  and  that  adenomas  are  the 
predominant  type  of  polyp  in  the  remainder 
of  the  colon.  It  is  also  clear  that  macro- 
scopic inspection  of  polyps  by  even  exper- 
ienced endoscopists  is  relatively  inaccurate 
in  differentiating  between  neoplastic  and 
non-neoplastic  polyps.  In  one  study,  only 
10%  of  diminutive  2-5  mm  polyps  proved  to 
be  hyperplastic  on  histological  examina- 
tion.2 Furthermore,  some  recent  evidence 
suggests  that  even  small  (i.e.,  10-15  mm 
diameter)  polyps  may  undergo  carcinoma- 


tous change.3  It  is  clear,  therefore,  that  all 
colonic  polyps  should  be  removed  and  that 
all  rectal  polyps  should,  at  the  very  least,  be 
biopsied  to  determine  whether  or  not  they 
are  hyperplastic. 

Technique: 

The  St.  Marks  experience  with  flexible 
sigmoidoscopy  indicates  that  even  with  an 
"energetic”  examination,  only  half  of  all 
adenomas  present  in  their  patients  were 
found  on  fiberoptic  sigmoidoscopy.4  It 
follows  that  any  patient  undergoing  "screen- 
ing" flexible  sigmoidoscopy  who  is  found  to 
harbor  an  adenomatous  rectal  or  colonic 
polyp  should  undergo  colonoscopy,  and  it 
seems  reasonable,  therefore,  that  poly- 
pectomy should  be  carried  out  at  the  time 
of  the  latter  examination. 

Most  experts  now  recommend  "hot- 
biopsy”  for  polyps  of  less  than  0.5  cm  in 
diameter  and  snare  polyectomy,  where 
feasible,  for  larger  polyps.  The  correct 
strategy  for  polyps  found  to  contain  foci  of 
carcinoma  remains  somewhat  controversial, 
but  most  authorities  recommend  a con- 
servative course  suggesting  that  a carcino- 
matous polyp  whose  stalk  does  not  show 
evidence  of  invasion  by  tumor  has  been 
adequately  dealt  with  by  polypectomy 
alone.5 

Follow-Up: 

Little,  if  any,  hard  data  exists  to  direct  us 
in  determining  how  to  follow-up  these 
patients,  as  most  polyp  follow-up  studies 
suffer  from  one  or  more  significant  deficien- 
cies. However,  certain  observations  seem  to 
be  consistent.  Thus,  most  surveys  report  a 
30-40%  incidence  of  new  polyp  formation 
during  long-term  follow-up  of  patients  who 

■Reprint  request  Eamonn  M.  M.  Quigley.  M.D.  University  o'  Netifaska  Medical 
Center,  Department  of  Internal  Medicine,  Section  of  Digestive  ^Diseases  and 
Nutrition,  42nd  Street  and  Dewey  Avenue,  Omaha,  Nebraska  68105. 
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have  had  a prior  polypectomy.4' 6 Similarly, 
the  long  term  risk  for  colonic  carcinoma  at 
any  site  in  polyp  patients  appears  to  be  of 
the  order  of  10%.  In  one  of  the  best  long 
term  follow-up  studies,  recently  reported 
from  the  Mayo  Clinic,  cumulative  incidence 
of  carcinoma  at  the  site  of  an  index  polyp  at 
5,  10  and  20  years  was  2.5,  8 and  24%, 
respectively.  The  cumulative  incidence  of 
cancer  at  any  site  in  the  colon  in  a patient 
with  a diagnosed  polyp  at  5,  10,  and  20 
years  was  4,  14  and  35%.3  Several  other 
studies  provide  similar  figures  for  short  term 
incidence  of  carcinoma  in  patients  with 
known  polyps,  the  incidence  of  carcinoma 
within  5 years  of  diagnosis  of  the  polyp 
ranging  between  1.5  and  5%. 

These  studies  have  also  identified  certain 
risk  factors  for  subsequent  development  of 
further  polyps  and  carcinomas.  These  include: 

a.  The  presence  of  more  than  one  adenoma 
at  the  index  colonoscopy  doubles  the 
likelihood  of  subsequent  develop- 
ment of  carcinoma.  In  one  study,  the 
incidence  of  further  polyps  on  follow- 
up was  56%  in  those  with  more  than 
one  polyp  and  38%  in  those  with  a 
single  polyp  at  the  original  examination.4 

b.  Villous  adenomas  appear  to  be  asso- 
ciated with  a higher  risk  of  develop- 
ment of  carcinoma.  Overall,  the  incid- 
ence of  malignant  degeneration  in  a 
villous  adenoma  is  approximately  1 0%, 
while  that  for  tubular  adenomas  is 
approximately  1.5%.7 

c.  The  presence  of  severe  atypia  in  any 
polyp  is  associated  with  a higher  risk 
for  subsequent  development  of  car- 
cinoma. 

d.  History  of  previous  colon  cancer  in- 
creases the  risk  of  both  a second 
carcinoma  and  of  subsequent  polyps. 
In  one  study  of  patients  with  colon 
carcinoma,  synchronous  polyps  were 
found  in  36%  of  patients  and  synchro- 
nous carcinomas  in  4.4%.8  Metachro- 
nous carcinoma  was  found  at  follow- 
up in  3.5%  of  patients,  and  another 
study  found  that  a previous  carcinoma 
doubled  the  likelihood  of  finding  sub- 
sequent polyps. 

e.  Family  history  of  colorectal  cancer  in 


first  degree  relatives  may  also  indicate 
a higher  potential  for  development  of 
carcinoma  and  subsequent  polyps. 

f.  In  one  recent  study,  the  demographic 
features  of  increasing  age  and  male 

sex  were  the  greatest  predictive  risk 
factors  for  future  polyp  and  cancer 
formation.9  Interestingly,  in  the  same 
study,  the  size  of  the  index  polyp  was 
found  to  be  of  least  relevance. 

Patients  with  any  of  the  risk  factors 
delineated  above  should  present  for  follow- 
up on  a more  regular  basis;  i.e.,  every  2-3 
years,  whereas  low  risk  patients  (i.e.,  those 
with  a single  adenoma)  should  have  repeat 
colonoscopy  every  3-5  years. 

Several  studies  have  consistently  reported 
that  colonoscopy  is  the  follow-up  procedure 
of  choice.  However,  polyps  may  be  missed 
at  a single  colonoscopy.  Indeed,  in  most 
surveys,  the  majority  of  polyp  “recurrences" 
occur  within  the  first  year,  and  it  seems 
likely  that  most  of  these  are  not  in  fact  new 
polyps,  but  rather  polyps  that  have  been 
missed  at  the  index  examination.  A "clean 
colon"  policy  of  ensuring  complete  clearing 
of  all  polyps  before  initiating  a follow-up 
program  has  been  adopted  by  most  large 
centers.4'  7 This  involves  a repeat  colon- 
oscopy within  one  year  of  the  index 
examination;  the  main  aim  of  this  procedure 
being  not  to  discover  newly  developed 
polyps  but,  rather,  to  uncover  polyps  that 
may  have  been  missed  at  the  index  examin- 
ation. 

Conclusion: 

While  all  colonic  polyps  need  to  be 
treated  as  adenomas  until  proven  otherwise 
and  all  adenomatous  polyps  should  be 
completely  removed,  a rationalization  of 
follow-up  procedures  should  make  "the 
polyp  problem"  more  manageable.  We 
suggest  that  following  an  initial  colon- 
oscopy at  which  polyps  are  diagnosed  and 
removed,  a further  colonoscopy  should  be 
performed  within  one  year  to  ensure  com- 
plete clearance  of  all  polyps.  Following  a 
negative  examination,  subsequent  follow- 
up should  be  based  on  the  presence  or 
absence  of  risk  factors  for  development  of 
new  polyps  and  carcinoma;  patients  with 
such  risk  factors  being  re-examined  every  2- 
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3 years  and  those  without  every  3-5  years. 
Finally,  we  feel  that  follow-up  should  con- 
tinue for  life. 
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INTRODUCTION 

Bronchiolitis  is  an  acute  viral 
inflammatory  disease  of  the 
lower  respiratory  tract  which 
occurs  exclusively  in  young  children.  Respira- 
tory syncytial  virus  (RSV)  is  by  far  the  most 
common  cause  of  bronchiolitis.  Infants  less 
than  one  year  of  age  comprise  the  population 
at  greatest  risk  for  clinical  disease.  Infants  with 
chronic  lung  disease,  congenital  heart  disease, 
and  certain  immune  deficiencies  are  among 
those  at  particular  risk  for  significant  morbidity 
and  mortality.  These  high  risk  groups,  as  well 
as  the  previously  healthy  infant  who  experi- 
ences significant  clinical  deterioration  from 
RSV  bronchiolitis,  warrant  special  attention. 
This  article  will  review  new  approaches  in  the 
treatment  of  an  old  disease,  and  discuss 
newer  therapeutic  options  for  the  manage- 
ment of  RSV  bronchiolitis. 

BACKGROUND 

Bronchiolitis  is  an  infectious  process  of  the 
lower  respiratory  tract  chiefly  attributable  to 
viral  agents,  most  notably,  RSV,  in  infants 
typically  between  2 and  8 months  old.  The 
peak  period  for  bronchiolitis  usually  begins  in 
late  November  and  persists  until  early  Spring. 
In  some  studies  the  mortality  approaches  2% 
in  normal  infants  less  than  one  year  old.1  In 
high  risk  infants,  such  as  those  with  underlying 
heart  disease  or  bronchopulmonary  dysplasia, 
the  fatality  ratio  may  become  30  times  that  of 
other  healthy  children.1-2  The  clinical  history  is 
characterized  by  a 2-3  day  period  of  mild 
upper  respiratory  symptoms  including  rhinor- 
rhea,  cough,  and  low  grade  fever.  Infants  may 
then  develop  progressive  respiratory  deterio- 
ration with  non-productive  cough,  increased 
wheezing,  tachypnea,  intercostal  and  suprast- 
ernal retractions,  and  high  fever.  In  more 
severely  effected  infants  these  symptoms  may 
be  accompanied  by  cyanosis. 

An  accurate  diagnosis  may  sometimes  be 
difficult,  but  certain  laboratory  findings  can  be 


helpful.  Chest  roentgenograms  are  variable, 
but  tend  to  reveal  hyperinflation  of  both  lung 
fields  and  peribronchial  thickening  with  or 
without  areas  of  focal  consolidation.  Blood  gas 
abnormalities  include  carbon  dioxide  retention 
and  decreased  oxygen  tension,  resulting  in  a 
pattern  of  respiratory  acidosis.  Finally,  spec- 
imens obtained  from  nasal  washings  are 
diagnostic  for  respiratory  syncytial  virus  partic- 
ularly when  utilizing  a variety  of  newer  rapid 
viral  assays.3-4 

PATHOPHYSIOLOGY 

Bronchiolitis  is  characterized  by  an  inflam- 
matory reaction  in  the  lower  respiratory  tract 
at  the  level  of  the  bronchioles.  This  reaction 
leads  to  necrosis  and  erosion  of  the  epithelial 
lining  within  the  bronchioles.  As  a result, 
tissue  debris  and  mucous  accumulate  within 
the  respiratory  tract  causing  an  obstructive 
process  particularly  in  the  smaller  airways 
which  is  exacerbated  by  inflammation  and 
edema  of  the  submucosa.  Consequently, 
regional  atelectasis  occurs  resulting  in  mis- 
matching of  pulmonary  ventilation  and  per- 
fusion reflected  in  arterial  blood  gas  abnor- 
malities. The  consequence  of  debris  accumula- 
ton,  submucosal  edema,  and  resulting  ob- 
struction is  clinically  more  significant  in  the 
younger  infant  where  changes  in  airways 
resistance  and  pulmonary  compliance  may 
result  in  respiratory  deterioration.  This  process 
takes  on  important  significance  for  young 
infants  especially  those  with  underlying  cardio- 
pulmonary disease,  thus  the  importance  for 
new  modes  of  therapy. 

TREATMENT 

Treatment  of  the  non-hospitalized  infant 
with  bronchiolitis  has  not  been  controversial 
and  gengerally  limited  to  supportive  measures. 
The  therapeutic  approach  to  the  hospitalized 
infant  remains  controversial.  However  several 
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advances  in  pharmocologic  and  supportive 
approaches  have  been  undertaken  in  the 
management  of  the  infant  with  bronchiolitis. 
These  include  use  of  pulse  oxymetry,  trans- 
cutaneous monitoring,  bronchodilators,  ster- 
oids, and  most  recently,  antiviral  agents.  Since 
the  etiology  is  viral,  antibiotics  are  unnecessary 
unless  a bacterial  pathogen  can  be  otherwise 
isolated. 

PATIENT  MONITORING/SUPPORTIVE 
MEASURES 

Significant  respiratory  deterioration  can  be 
an  acute  complication  in  the  infant  with 
bronchiolitis.  Appropriate  monitoring  tech- 
niques include  timely  arterial  blood  gases, 
frequent  pulse  oxymetry  or  transcutaneous 
monitoring  (TCM)  of  P02/PC02  gas  exchange.5 
Oxymetry  or  TCM  reliability  may  be  subject  to 
error  when  peripheral  pefusion  is  poor  or 
skin  thickness  prevents  accurate  correlation 
with  arterial  02/CO2  tensions.  In  such  cases, 
arterial  blood  gases  should  be  obtained  to 
confirm  these  indirect  findings.6 

Supplemental  oxygen  should  be  administered 
to  infants  in  essentially  all  cases.  This  may  be 
accomplished  utilizing  a variety  of  approaches, 
including  hood  oxygen  for  very  young  infants 
or  nasal  cannulae  or  mask  in  the  older  infant. 
In  infants  with  increased  work  of  breathing, 
particularly  if  febrile,  insensible  water  losses 
will  be  greater  than  normal.  Hydration  must 


be  carefully  assesed  periodically  based  on 
physical  examination,  blood  chemistries  and 
urine  output.  Finally,  if  pulmonary  deterioration 
continues,  as  reflected  by  PC02  retention  and 
hypoxia,  intubation  and  mechanical  ventilation 
should  be  undertaken. 

BRONCHODILATORS/ 

CORTICOSTEROIDS 

The  importance  of  supportive  therapy  in  the 
treatment  of  bronchiolitis  has  been  clearly 
established.  Limited  reliable  data  is  available 
concerning  the  role  of  bronchodilators  and/or 
corticosteroids  in  the  management  of  bronch- 
iolitis, although  their  utilization  appears  to 
occur  with  some  frequency. 

The  use  of  bronchodilators  (adrenergic 
agents  and  theophylline)  have  been  evaluated 
in  patients  with  bronchiolitis,  and  the  principal 
studies  are  summarized  in  Table  I.  The  use  of 
theophylline,  particularly  in  severe  bronchiolitis, 
has  been  recommended  by  various  authors.7  8 
However,  no  study  has  shown  theophylline  to 
be  efficacious  in  the  treatment  of  bronchiolitis. 
The  use  of  adrenergic  agents,  specifically, 
inhaled  beta  adrenegic  agents,  is  controversial. 
Recent  information  by  Soto,  et  al,  suggests  a 
role  of  inhaled  bronchodilators  including  the 
use  of  atropine,  while  other  investigators 
found  no  appreciable  change  in  lung  function 
or  clinical  status.91011 

Six  principal  studies  have  been  conducted 


TABLE  1 

BRONCHODILATORS  IN  THE  MANAGEMENT  OF  BRONCHIOLITIS 


Author/ref. 

n (age  range) 

Treatment 

Results 

Radford  et.  al. 

ADC  50:535,  1975 

26  (1-11  mo.) 

Salbutamol 

No  change  in 

airways 

obstruction 

Brooks  et.  al 
A.JDC  135:934,  1981 

64  ({18  mo.) 

Theophylline 

No  effect  on 

clinical 

course 

Stokes  et.  al. 

ADC  58:279,  1983 

25  (1-12  mo.) 

Ipratropium 

Reduces  air- 
ways 

obstruction 

Tal  et.al. 
Pediatr.  71: 
13,  1983 

32  (1-12  mo.) 

Salbutamol 

Dexametha- 

sone 

Combined 

therapy 

improved 

outcome 

Soto  et.  al 

Pediatr.  Pulm. 
2:85,  1986 

50  (1-12  mo.) 

Salbutamol 

Improved  lung 
function 
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to  assess  the  efficacy  of  steroids  in  the 
management  of  bronchiolitis  (Table  II).  Four 
studies  12131415  were  conducted  during  the 
1960's,  before  reliable  viral  isolation  and 
identification  were  well  developed,  finding  no 
clinical  difference  in  patients  receiving  steroids 
compared  to  patients  receiving  placebo.  These 
studies  were  weakened  by  either  a small 
study  population,  a failure  to  identify  and 
account  for  pre-existing  asthma,  or  a failure  to 
utilize  measureable  criteria  for  evaluation 
severity  of  illness  and  response  to  therapy. 

Tal  and  colleagues  in  1983, 16  found  clinical 
improvement  in  infants  receiving  a combined 
steroid  and  bronchodilator  therapy.  However, 
this  study  too  is  based  on  a small  sample  size 
so  that  extrapolating  these  findings  to  the 
population  in  general  may  not  be  valid. 
Although  not  conclusive,  Tal's  study  indicates 
that  combined  steroid  and  bronchodilator 
therapy  may  be  effective  in  the  management 
of  acute  bronchiolitis.  Despite  a lack  of  clear 
evidence  for  the  efficacy  of  cortiosteroids  in 
bronchiolitis,  it  has  been  suggested  that 
steroids  should  not  be  withheld  in  infants  with 
life-threatening  disease.  In  addition,  no  studies 
have  reported  any  adverse  effects  from  short 
term  cortiocosteroid  therapy. 

ANTIVIRAL  AGENTS 

In  January  ot  1 986,  the  Federal  Government 
approved  the  use  of  Ribavirin  (1-beta-D- 


ribofuranosyl-1 , 2,  4-triazole-3-carboxamide) 
inpediatric  patients  with  RSV  bronchiolitis. 
Ribavirin,  a synthetic  nucleoside,  acts  to 
block  viral  replication  and  syncytial  spread  of 
the  virus  in  the  respiratory  tract.  Studies  today 
provide  strong  evidence  for  its  efficacy  in 
shortening  both  the  clinical  course  of  the 
disease  as  well  as  the  period  of  viral  shedding. 
i7.  is  i9. 20  No  adverse  side  effects  have  been 
demonstrated  in  patients  treated  with  Ribavirin. 

Ribavirin  provides  the  newest  promise  in 
the  therapy  of  bronchiolitis  due  to  RSV.  A 
major  benefit  lies  in  its  usefulness  in  treating 
high  risk  infants  with  underlying  cardio- 
pulmonary disease  who  typically  experience 
high  morbidity  and  mortality  from  RSV 
bronchiolitis. 

Ribavirin  is  administered  through  a small 
particle  aerosal  generator  (SPAG-2)  supplied 
by  the  manufacturer.  Duration  of  therapy  has 
not  been  conclusively  determined;  however, 
most  studies  recommend  a minimum  of  three 
days  with  an  extension  of  therapy  based  upon 
clinical  response  which  varies  for  each  patient. 
19  20  The  clinical  indications  and  use  of 
Ribavirin  continue  to  be  studied.  A suggested 
approach  to  its  use  is  outlined  in  Figure  I. 
Certainly  specific  clinical  situations  will  dictate 
variance  from  this  approach  and  special  care 
is  recommended  for  infants  requiring  me- 
chanical ventilation  since  the  drug  may  pre- 
cipitate in  ventilator  lines. 


TABLE  2 

STEROIDS  IN  THE  MANAGEMENT  OF  BRONCHIOLITIS 


Author/ref. 

n (age  range) 

Treatment 

Results 

Oski  et.  al 

A T DC  102:759,  1961 

20  (infants) 

Dexamethasone 
2-4  mg/daily 
x48  hours 

Favorable 

results 

Dennis  et.  al 
South  Med.  J. 
56:1485,  1963 

98  (infants) 

Methylpredni- 

solone 

No  difference 

Sussman  et.  al 
Pediatr.  34:851, 
1964 

49  (infants) 

Dexamethasone 
0.14-2.5  mg 
daily  x 9 

Clinical 
course 
the  same 

Dabbous  et.  al. 
Pediatr.  37:477, 
1966 

44  (114-18  mo) 

Methylpredni- 

solone 

5 mg/kg  - Day  1 
2 mg/kg  - Day  2 

Outcome  equal 

Leer  et.  al. 

AJDC  117:495,  1969 

297  (<30  mos) 

Betamethasone 
2 mg/kg  - Day  1 
1 mg/kg  RID 
x 3 days 

Outcome  Equal 

Tal  et.  al. 
Pediatr.  71:13, 
1983 

32  (1-12  mos) 

Salbutamol 

Dexamethasone 

Combined 

therapy 

improved 

outcome 
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FIGURE  1 

RIBAVIRIN  IN  THE  MANAGEMENT  OF  RSV  BRONCHIOLITIS 


SUSPECT  RSV  BRONCHIOLITIS 
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NO 
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CONCLUSION 

Bronchiolitis  is  a common  lower  respiratory 
tract  illness  in  infants,  with  RSV  as  the  etiology 
in  the  vast  majority  of  cases.  Oxygen  and  fluid 
therapy  have  a clear  role  in  the  management 
of  these  infants.  Antibiotics,  however,  are 
unnecessary  unless  a specific  bacterial  path- 
ogen can  be  isolated.  Ribavirin  should  be 
considered  in  hospitalized  patients  with 
more  severe  illness  or  underlying  cardio- 
pulmonary disease.  No  conclusive  evidence  is 
available  for  the  efficacy  of  bronchodilators 
and  corticosteroids,  however,  their  use  should 
be  considered  in  more  severe  cases.  Certainly, 
studies  are  needed  to  further  evaluate  the  role 
of  Ribavirin  as  well  as  combined  use  of 
corticosteroids  and  bronchodilators.  Until  such 
information  is  available,  the  management  of 
the  infant  with  bronchiolitis  will  continue  to 
be  primarily  supportive  requiring  individual 
management  decisions  depending  on  the 
clinical  state. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Bronchiectasis 


|OE  STAVAS,  M.D. 


CLINICAL  HISTORY:  50-year-old  female  with  chronic  respiratory  infections. 


ILLUSTRATIONS: 

A.  PA  Chest.  Nonspecific  bibasilar  streaky 
densities.  Normal  aeration  and  heart  size. 

B.  Thin-section  CT  (1.5mm.)  with  focal  cystic 
bronchiectasis  in  the  right  middle  lobe  and 
bibasilar  cylindrical  bronchiectasis.  High 
resolution  CT  will  demonstrate  the  degree 
of  bronchial  wall  thickening  and  fluid.  CT 
demonstrate  the  degree  of  bronchial  wall 
thinking  and  fluid.  CT  demonstration  of 
difuse  bilateral  bronchiectasis  precludes 
surgical  treatment. 


FIGURE  A 


COMMENTS: 

BRONCHIECTASIS  refers  to  the  irre- 
versible dilation  of  one  or  more 
bronchi  usually  due  to  an  in- 
flammatory etiology.  Patients  frequently  pre- 
sent with  repeated  lung  infections  and  may  be 
misdiagnosed  as  having  chronic  recurrent 
bronchitis.  Treatment  includes  antibiotics  (per- 
cusion  and  drainage  are  also  used  when 
needed)  in  both  situations,  however,  surgery 
(labectomy  and/or  segmentectomy)  has  been 
shown  to  be  effective  in  eliminating  the  nidus 
of  diseased  lung  in  the  case  of  focal  bronchi- 
ectasis. 

The  time-honored  gold  standard  for  bron- 
chiectasis diagnosis  is  bronchography.  Broncho- 
graphy is  invasive,  time  consuming,  and  a 
technically  cumbersome  feat  and,  as  with  any 
“practice  of  medicine"  procedure,  as  the 
practice  diminishes,  the  art  is  lost.  A straw  poll 
(nonpartisan  of  course)  among  radiologists 
and  pulmonologists  throughout  the  state 
revealed  fewer  than  10  total  bronchograms 
performed  over  the  last  three  years. 

High  resolution,  thin  section,  computed 
tomography  is  gaining  momentum  in  radiology 
and  pulmonary  circles  in  accurately  diagnosing 
bronchiectasis.  Utilizing  a slice  thickness  of 
1.5  mm.  and  gap  spacing  of  10  mm.,  the  lung 
parenchyma  can  exquisitely  be  evaluated  tor 
bronchiectasis  as  well  as  other  alveolar,  inter- 
stitial lung,  or  pleural  diseases.  Many  CT 
vendors  have  various  algorithms  that  further 
enhance  image  quality.  Scanning  patients  in 
the  prone  position  optimizes  aeration  in  the 
normally  dependent  lung  bases,  a common 
site  for  bronchiectasis  and  other  chronic  lung 
changes. 

Thin  section  scanning  is  inadequate  however 
for  pulmonary  nodule  and  mediastinal  adeno- 
pathy evaluation,  since  the  combination  of 
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FIGURE  B1 


FIGURE  B 2 
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thin  slices  and  10  mm.  spacing  will  potentially 
miss  lesions  in  the  7 and  9 mm.  range.  Slice 
thickness  and  gap  spacing  of  10  mm.  is 
recommended  for  routine  chest  CT. 

Other  than  being  noninvasive,  chest  CT  in 
patients  with  chronic  respiratory  infections 
serves  two  important  purposes:  1)  Is  bronc- 
hiectasis or  some  other  institial-al veolar  lung 
process  present?  2)  If  bronchiectasis  is  present 
what  is  the  extent  of  the  disease?  The  answer 
to  the  latter  question  will  determine  if 
curative  surgery  can  be  performed.  When  CT 
reveals  extensive  bilateral  bronchiectasis, 
bronchography  is  unnecessary  to  rule  out 
surgery.  When  CT  reveals  focal  bronchiectasis, 
surgery  remains  possible,  and  if  bronchography 
is  performed,  a CT  road  map  to  the  diseased 
lung  is  at  hand. 
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THE  AUXILIARY 


Nebraska  Medical  Association  Auxiliary 
Achieving  More  Together 


The  NMA  Auxiliary  has  demonstrated  we 
can  do  more  by  pooling  our  resources  to 
accomplish  tasks.  Working  for  good  health 
legislation,  raising  funds  for  medical  education 
and  promoting  health  projects  in  the  com- 
munity are  just  a few  examples.  Now  more 
than  ever  with  the  changes  facing  medicine, 
we  must  carry  on  and  carry  out  these  projects 
and  programs.  ACHIEVING  MORETOGETHER 
is  a fitting  theme  for  this  year.  We  will 
continue  to  work  with  the  Nebraska  Medical 
Association  to  assist  in  those  programs  that 
improve  the  health  and  quality  of  life  for 
people.  The  auxiliary  is  ready  to  serve  as  a 
reliable  liaison  between  the  medical  profession 
and  the  lay  public. 

I have  four  goals  in  mind  on  which  to  focus 
our  activities  this  coming  year. 

1.  ADOLESCENT  HEALTH  PROGRAMS.  AMA 
Auxiliary  President,  Mary  Strauss  has  asked 
each  county  to  present  at  least  one  program 
on  adolescent  health.  I urge  each  county  in 
Nebraska  to  follow  through  on  this  important 
topic.  Special  emphasis  should  be  placed  on 
teen  pregnancy,  suicide,  psychological  dis- 
orders, drug  abuse  and  the  hazzards  of 
tobacco.  Other  health  projects  include  nutri- 
tion, mamography  and  colorectal  cancer  edu- 
cation. 

2.  LEGISLATION.  We  must  be  informed 
ourselves  on  health  issues.  Legislative  Day 
provides  us  with  this  opportunity.  Mark 
February  2,  1989,  on  your  calendar  for  this 
year's  event.  Key  contacts  and  the  phone 
bank  system  are  other  ways  of  participating. 

3.  ORIENTATION  PROGRAMS  for  our 
county  and  state  leaders.  On  June  15,  1988, 
an  orientation  session  "Know  Your  Auxiliary" 
was  held  in  Lincoln  with  27  members  attending. 
The  importance  of  the  federation  was  explain- 
ed, committee  chairmen  outlined  their  plans 
and  basic  rules  and  principles  of  parliamentary 
procedures  were  explained. 

4.  PROVIDING  A SUPPORT  SYSTEM  FOR 
FAMILIES  EXPERIENCING  THE  STRESS  OF  A 


PROFESSIONAL  LIABILITY  SUIT.  A pilot  pro- 
gram is  being  developed  by  the  Lancaster 
County  Medical  Society.  This  service  is  aimed 
at  helping  participants  deal  with  the  stresses 
that  surface  when  a physician  is  sued  for 
malpractice.  The  auxiliary  can  and  must  help. 
We  need  to  deal  with  these  problems  together 
in  a constructive  way. 

Membership  continues  to  be  a top  priority. 
We  need  the  spouses  of  all  physicians  to  join 
us  in  our  efforts  to  present  a strong,  positive 
and  unified  voice  for  medicine.  Please  join  us 
today.  If  you  do  not  live  in  a area  where  there 
is  an  organized  auxiliary  you  may  be  a 
Member-At-Large.  We  can  achieve  more  by 
working  together. 

Be  sure  you  and  your  family  exercise  the 
right  to  vote.  Voting  is  part  of  responsible 
medical  citizenship.  If  you  are  not  registered 
and  do  not  vote,  the  direction  of  the  country 
and  the  medical  profession  will  be  shaped 
without  you. 

ACROSS  NEBRASKA  — The  State  Officers 
will  begin  traveling  across  Nebraska  in  Sep- 
tember. We  have  already  visited  Omaha  for 
their  welcoming  of  new  members.  Trips  to 
Grand  Island  and  North  Platte  are  scheduled. 
May  we  stop  to  see  you?  Just  give  us  a call. 

WITH  SYMPATHY  — We  are  saddened  by 
the  death  of  Dr.  C.A.  McWhorter,  Omaha, 
NMA  President.  Mrs.  McWhorter  and  family 
have  our  deepest  sympathy. 

NORFOLK,  September  21,  1988  — The 
NMA  Auxiliary  Fall  Meeting  will  be  held  at  the 
Norfolk  County  Club.  At  9:00  a.m.  coffee  will 
be  served  with  the  meeting  starting  at  9:30 
a.m.  After  lunch  Barbara  J.  Sturgis,  Ph.D.,  on 
staff  of  the  Monroe  Mental  Health  Center  in 
Norfolk,  will  speak  on  "Sexual  Abuse  and  It's 
Impact  on  Children,  Adolescents  and  Their 
Families".  All  auxiliary  members  are  welcome. 
County  and  state  officers  and  chairmen  shall 
present  a brief  report.  Please  plan  to  attend. 

Desta  Osborne 
NMAA  President 
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NEW  MEMBERS 


Vaiarie  Johnson-Bailie,  M.D.  (reinstated) 
4009  Avenue  B 
Scottsbluff,  NE  68361 


Gordon  S.  Moshman,  M.D. 
435  N.  Monitor 
West  Point,  NE  68788 


Jeffery  C.  Brittan,  M.D. 

421  So.  Chestnut 
North  Platte,  NE  69101 

John  F.  McLeay,  M.D.  (reinstated) 
1324  So.  72nd  St. 

Omaha,  NE  681 24 

Mathis  P.  Frick,  M.D. 

601  N.  30th 
Omaha,  NE  68131 


Jennifer  L.  Larsen,  M.D. 

UNMC  - 42nd  & Dewey 
Omaha,  N E 68105 

John  B.  Byrd,  M.D.  (reinstated) 
Hwy.  2 75  West 
Neligh,  NE  68756 

Glenn  A.  Ridder,  M.D. 

P.O.  Box  1008 
Randolph,  NE  68771 


IN  MEMORIAM 


Howard  S.  Cash,  M.D.  (Born  January  22,  1946 
— died  July  8,  1988)  Medical  Specialty  — 
Family  Practice.  Doctor  Cash  was  a graduate 
of  the  University  of  West  Indies,  Kingston, 
Jamaica,  in  1971  and  practiced  in  Loup  City. 
He  was  a member  of  the  Nebraska  Medical 
Association. 


Leonard  J.  Chadek,  M.D.  (Born  April  7,  1919 
— died  June  4,  1988)  Medical  Specialty  — 
Family  Practice.  Doctor  Chadek  was  a 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1947  and  practiced  in 
West  Point.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
Chadek's  survivors  include  his  wife,  Barbara; 
sons,  William  and  Michael;  daughter,  Barbara 
Beth;  grandchildren,  Andrew  and  Katherine; 
a brother,  John  of  Reno,  NV;  sisters,  Helen 
Mokry  and  Frances  Steffens  of  Omaha. 
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COMING  MEETINGS 


NMA  FALL  SESSION  — September  22-24, 
1988,  Cornhusker  Hotel. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

EMERGENCY  MEDICINE  REVI EW— Septem- 
ber 19-24,  1988  Omaha,  Nebraska 

EMERGENCY  MEDICINE  REVIEW  — October 
3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information 
contact:  Marge  Adey  or  Brenda  Ram,  Center 
for  Continuing  Education,  University  of  Nebr- 
aska Medical  Center,  42nd  and  Dewey  Avenue, 
Omaha,  Nebraska  68105.  Telephone  (402) 
559-4152. 


UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Oct- 
ober 27-28,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  S495.00. 

For  further  information,  contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical 
Center,  Center  for  Continuing  Education, 
42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Phone  (402)  559-4152.  In  Nebraska, 
call:  800-228-1095.  All  other  states,  call:  800- 
228-9630. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION  — 

ALUMNI  ROUNDUP  AND  RECEPTION  IN 
OMAHA  — Friday,  November  4,1988,  6:00- 
7:30  p.m.,  The  Omaha  Club,  2002  Douglas 
Street;  in  conjunction  with  the  Omaha  Mid- 
West  Clinical  Society  Postgraduate  Assembly. 
Hors  d'  oeuvres  and  Cash  Bar.  All  alumni, 
spouses,  faculty,  students,  and  friends  are 
cordially  invited.  Class  reunions  will  be  held 
in  Omaha  in  early  November  for  classes 
ending  in  "3"  and  “8''. 


CREIGHTON  UNIVERSITY 

TEACHING  SKILLS  FOR  PHYSICIAN 
EDUCATORS  — September  1 1-13,  1988, 
Creighton  University  Student  Center.  Joint 
sponsors:  Creighton  University  School  of 
Medicine  Department  of  Family  Practice 
and  University  of  Nebraska  College  of 
Medicine  Department  of  Family  Practice. 
Hours:  11  Cat.  1 AMA,  5.5  Prescribed  AAFP, 
9 Cognates  ACO  Formal  Learning.  Fee: 
S 1 2 5.00. 

EMERGING  CONCEPTS  IN  RENAL  VASCULAR 
DISEASE:  A CLINICAL  UPDATE  FOR  PRI- 
MARY CARE  PHYSICIANS  — September 
1 5,  1988,  Regency  West,  Omaha.  Program 
Director:  Michael  D.  Hammeke,  M.D.  Hours: 
3.5  Cat.  1 AMA,  3.25  Prescribed  AAFP.  NO 
FEE  (physicians  who  wish  CME  credit  will  be 
charged  $7.50). 

MEDICINE  UPDATE  AT  JACKSON  HOLE  — 
September  1 7-1  8,  1 988,  The  Inn  at  Jackson 
Hole,  Teton  Village,  Wyoming.  Program 
Director:  William  L.  Pancoe,  Ph.D.,  Associate 
Dean  for  Student  Affairs,  Creighton  Univer- 
sity School  of  Medicine.  Hours:  10  Cat.  1 
AMA,  10  Prescribed  AAFP.  Fee  $135.00 
(physicians  in  training  $35.00). 
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CLINICAL  ISSUES  IN  MANAGEMENT  OF 
BREAST  CANCER  — September  23,  1988, 
Red  Lion  Inn,  Omaha.  Program  Director: 
Bruce  M.  Boman,  M.D.,  Ph.D.  Hours:  6 
Category  1,  Fee:  S95.00  physician;  $40.00 
nurse,  social  worker 

CONTROVERSIES  AND  CLINICAL  MANAGE- 
MENT IN  HIGH  RISK  OBSTETRICS  — 
October  13-15,  1988,  The  Four  Seasons 
Hotel,  Vancouver,  B.C.  Program  Directors: 
Washington  C.  Hill,  M.D.,  Creighton  Univer- 
sity and  Frank  A.  Manning,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics 
and  Gynecology,  University  of  Manitoba 
Faculty  of  Medicine.  Hours:  17  Category  1 
Fee:  $360.00  if  postmarked  by  September 
15,  otherwise  $385.00 

A DAY  WITH  THE  PERINATOLOGISTS  — 
October  21-22,  1988,  Marriott  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  14  Cat.  1 AMA,  14  Prescribed  AAFP, 
14  Cognates  Formal  Learning  ACOG,  Nurses 
approval  in  process.  Fee:  $1  75.00  if  post- 
marked by  September  1 otherwise  $200.00. 

NITROUS  OXIDE  — A CLINICAL  APPROACH 
FOR  PHYSICIANS  AND  DENTISTS  — Nov- 
ember 4,  1988,  School  of  Dentistry,  Creighton 
University.  Faculty:  Mel  M.  Tekavec,  D.D.S., 
MACD  Hours:  8 Category  1 Fee:  $125.00 


EPILEPSY:  TODAY'S  UNDERSTANDING  — 
November  10,  1988,  AMI-Saint  Joseph 
Hospital,  Room  671  2.  Joint  Sponsors:  Creigh- 
ton University  School  Of  Medicine  - Division 
of  Continuing  Medical  Education,  AMI-Saint 
Joseph  Hospital  and  Epilepsy  Association  of 
Nebraska.  Hours:  Category  1 AMA  5 hours; 
Nurses  (NE6.5CH;  IA6CH).  Fee:  Physicians 
$50;  Nurses  $35. 

RECENT  DEVELOPMENTS  IN  INFECTIOUS 
DISEASES  — A 3-day  Session  can  be 
selected  November  22,  1988— March  31, 
1989  Barbados,  Caribbean;  Ixtapa,  Mexico. 
Course  Director:  W.  Eugene  Sanders,  Jr., 
M.D.,  Creighton  University  School  of  Med- 
icine, Department  of  Microbiology.  Hours: 
Category  1 AMA — Up  to  24. 

ESOPHAGEAL  DISORDERS  PATHOPHY- 
SIOLOGY AND  TREATMENT  — January  26- 
31,  1989,  Maui,  Hawaii.  Program  Director: 
Tom  R.  DeMeester,  M.D.,  Creighton  Univer- 


sity School  of  Medicine,  Department  of 
Surgery.  Hours:  Category  1 AMA— Up  to  24. 
Fee:  $500. 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  Upon  Request.  Program  Director: 
Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-2633  or  402-280-1830. 


DEPARTMENT  OF  SURGERY 
VISITING  PROFESSOR  SCHEDULE  1988 

SEPTEMBER  9-10,  1988  — Ken  Mattox,  M.D., 
Professor  of  Surgery,  Baylor  College  of 
Medicine,  Houston,  Texas.  (Trauma) 

OCTOBER  14-1  5,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Institute 
for  Nutritional  Research.  (Nutrition) 

NOVEMBER  18-19,  1988  — William  Pierce, 
M.D.,  Professor  of  Surgery,  Chief,  Division  of 
Artificial  Organs,  The  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania  State 
University  (Mechanical  Hearts). 

DECEMBER  9-10,  1988  — Jose  Boix-Ochoa, 
M.D.,  Professor,  Department  of  Pediatric 
Surgery,  Clinica  Infatile  "Vail  d'Hebron", 
Barcelona,  Spain  (Pediatric  Surgical  Problems). 

UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

20TH  ANNUAL  RESPIRATORY  CARE  POST- 
GRADUATE SYMPOSIUM  RESPIRATORY 
EMERGENCIES:  A MULTIDISCIPLINARY 
APPROACH  — September  1-2,  1988.  Spon- 
sored by  University  of  Kansas  Medical  Center, 
Doubletree  Hotel  Overland  Park,  Kansas. 
Fee:  TBA.  AMA  Cat  1 - TBA,  AAFP  - TBA,  RT- 
TBA,  CNE  - TBA,  Nurse  Anesthetists  - TBA, 
PT  - TBA,  Pre-Hospital  Care  Personnel  - TBA. 

SECOND  ANNUAL  IMMUNOLOGY,  RHE- 
UMATOLOGY AND  ALLERGY  SYMPOSIUM 
— September  23,  24,  1988.  Sponsored  by 
University  of  Kansas  Medical  Center.  To  be 
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held  at  Westin  Crown  Center,  Kansas  City, 
Missouri.  Fee:  SI  75.00  Physicians,  $50 
other  health  professionals.  Credit:  AMA  Cat 
1,  11.5,  AAFP  - TBA. 


SECOND  ANNUAL  CENTER  ON  AGING 
POSTGRADUATE  SYMPOSIUM  SKELETAL 
INTEGRITY  I N TH E ELDERLY  — October  13 
and  14,  1988.  Sponsored  by  the  University 
of  Kansas  Medical  Center.  Doubletree  at 
Corporate  Woods,  Overland  Park,  Kansas. 
Fee:  TBA.  Credit:  CNE  - 10  hours,  AMA 
Category  1 - 9.5.  Credit  Hours,  AAFP 

Prescribed  - 9.75  Prescribed  Hours,  PT  - 
TBA,  OT  - TBA. 

For  further  information  contact:  David  S. 
Baldwin,  M.P.A,  University  of  Kansas  Medical 
Center  Office  of  Continuing  Education,  39th 
and  Rainbow  Blvd.  Kansas  City,  Kansas  66103, 
or  call  (913)  588-4488. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 3,  4,  and  5,  1988  (Thursday,  Friday  & 
Saturday),  The  Red  Lion  Inn,  Omaha. 

For  further  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #205-B, 
Omaha,  Nebraska  68114. 

UPCOMING  MEETINGS 

SEVENTH  ANNUAL  CANCER  SYMPOSIUM  — 
October  27,  1988,  Heartland  Hospital 
West,  St.  Joseph,  MO.  Contact:  William 
Russell,  Heartland  Cancer  Treatment  Center, 
901  Robidoux,  St.  Joseph,  MO  64501  or  call 
(816)  271-7520. 

DISTRICT  VI  AAP  PERINATAL  MEETING  "IN- 
TRODUCING NEWBORNS  TO  THE  GOOD 
LIFE"  — November  1 1-12,  1988,  Marriott 
Hotel,  Omaha,  Nebraska.  Contact  Charlotte 
Hawthorne,  Nebraska  Chapter  American 
Academy  of  Ped'atrics  Administrator. 


302  Nebraska  Medical  Journal  September  1988 


AMA  NEWS  NOTES 

(continued  from  page  9-A) 
major  activities  targeted  at  improving  the 
quality  of  care  by  disseminating  accurate  and 
balanced  evaluative  information  on  the  ap- 
propriate utilization  of  medical  technologies 
to  physicians.  These  are  its  Diagnostic  and 
Therapeutic  Technology  Assessment  Program, 
AMA  Drug  Evaluations  and  the  educational 
activities  conducted  by  the  AMA's  Council  on 
Scientific  Affairs. 

Dr.  McAfee  also  told  the  subcommittee  that 
creation  of  the  AMA's  Office  of  Quality 
Assurance  will  enable  the  Association  to  be  a 
major  force  in  quality  assessment  and  assurance. 
* * * 


§ 

OMAHA  MID-WEST 
CLINICAL  SOCIETY 

56th  ANNUAL 

POSTGRADUATE  ASSEMBLY 


November  3,  4,  5,  1988 

RED  LION  INN 
Omaha,  Nebraska 


For  Information  Contact: 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 

(402)  397-1443 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Ed.D..  Executive  Director 
2730  South  114th  St.,  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen.  Executive  Director 
3624  Famam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

2700  N.  27th  St.,  Lincoln  68521 

Creighton  University  School  of  Medicine 

Richard  O'Brien,  M.D.  Dean 
California  at  24th  St.,  Omaha  68178 

Dairy  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston,  NE  68127 

Division  of  Rehabilitation  Services 

Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St..  #6,  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L"  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder,  M.D.,  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology' 

Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D O..  President 

Dept.  Pediatrics,  Creighton  Univ..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Paul  J Bender,  M.D  . President 

Suite  1,  Professional  Plaza,  6801  N.  72nd  St..  Omaha  68122 
Nebraska  Association  of  Pathologists 
James  Linder,  M.D..  President 

Dept,  of  Pathology  - UNMC,  42nd  & Dewey.  Omaha  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 

Paul  M.  Paulman,  M.D.,  Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha  68154 

Nebraska  Chapter  - American  Academy  of  Physician  Assistants 

Joe  E.  Jeter,  PA-C,  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 

Thomas  Tonniges.  M.D  . President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas.  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 

Richard  L.  Keller,  M.D.,  President 
9641  No.  29th,  Omaha  68112 

Nebraska  Chapter  - American  College  of  Physicians 

Robert  R Recker,  M.D  . F A. C P . Governor 

Creighton  University  School  of  Medicine.  601  N.  30th  St..  Omaha  68131 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J.  Gogela.  M.D..  Past  President 
2221  South  17th  St.,  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita.  M.D..  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr.,  #302,  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett.  Executive  Director 
3120  O St.,  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M S..  R.D.,  President 
3347  S.  126th  Ave.,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Priscilla  Allen,  R.N.,  President 
3800  N.  6th,  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L.  Schellpeper.  Secretary 
1512  FisrTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711,  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D.,  Secretary 
6920  Van  Dorn,  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call,  M.D.,  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D 
P.O.  Box  5363.  Lincoln  68505 
Nebraska  Society  of  Anesthesiologists 
Charles  D.  Gregorius.  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.  President 
3145  0 St.,  Lincoln  68510 

Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Delores  Yosten.  President 
4010  Kay  Ave..  Grand  Island  68803 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn.  President 
502  S.  McCabe.  North  Platte  69101 
Nebraska  Society  for  Respiratory  Therapy 
Marcy  Pearsoll.  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright,  M D . M.  Ed..  Director  of  Health 
301  Centennial  Mall  South,  P.O  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ORGANIZATIONS,  NATIONAL  — 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 

Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 

P.O.  Box  3190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 

409- 12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Malcolm  D.  Jones,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 


NMA  FALL 

NMA  ANNUAL 

SESSION 

SESSION 

September  22-24,  1988 

April  28-May  2,  1 989 

Cornhusker  Hotel 

Cornhusker  Hotel 

Lincoln,  NE 

Lincoln,  NE 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

AVAILABLE:  Full-time,  part-time,  and  Director- 
ship emergency  medicine  opportunities  exist  at 
Great  Plains  Regional  Medical  Center,  located  in 
North  Platte,  Nebraska,  beginning  on  October  1 , 
1988.  Excellent  compensation  and  benefit 
packages  are  available.  Board  Certified  or  eligible 
ED  physicians  with  ACLS  and  ATLS  Certification 
should  apply.  Contact:  Rick  Hopper,  Coastal 
Emergency  Services  of  St.  Louis  Inc.,  42  5 N.  New 
Balias,  Suite  295,  Dept.  SS,  St.  Louis,  MO  63141; 
(800)  227-2533. 

FAMILY  PRACTITIONER:  Success  assured  in 
N.E.  Nebraska.  Enjoy  golf,  hunting,  water  sports 
in  beautiful  pollution-free  area.  High  quality  of 
life  in  a caring  community  hospital  15  minutes 
away  with  full  line  of  supportive  service.  Income 
comparable  to  urban  areas.  Contact  Irma  Arens, 
407  W.  Kansas,  Crofton,  NE  68730;  or  call  (402) 
388-4385. 

YOUR  OWN  FAMILY  PRACTICE:  Rushville, 
Nebraska  a small  rural  community  in  western 
Nebraska  is  seeking  a family  physician.  At  this 
time  we  are  without  a physician.  Clinic  facilities 
would  be  provided.  Salary  guarantee  possibly 
negotiable.  In  our  community  we  have  a 44  bed 
ICF  facility  and  a physicians  office.  We  also  have 
a good  ambulance  crew  to  transfer  patients  to 
nearby  town.  For  more  information  contact 
Barbara  Dreyer,  Box  1 29,  Rushville,  N E 69360  or 
call  308-327-2248. 

WANTED:  Seeking  a surgeon,  ABTS  certified/ 
eligible  to  join  a busy  practice  of  cardiovascular 
surgery,  preferably  with  Pediatric,  Transplantation, 
and  Surgical  Electrophysiology  experience. 
Recently  out  of  residency  training.  Send  CV  to: 
Kansas  Heart  Institute,  823  Mulvane,  Suite  380, 
Topeka,  Kansas  66606  or  call  (91  3)  233-1690. 

WANTED:  Minnesota,  Iowa  and  Wisconsin 
Croup  Practice  positions  are  available  for  BE/BC 
Physicians  in  the  following  specialties:  Family 
Practice,  Adult/Child  Psychiatry,  Internal  Med- 
icine, Occupational  Medicine,  Pediatrics,  and 
Obstetrics/Gynecology.  Competitive  salary  with 
benefits.  Send  letter  of  inquiry  and  Curriculum 
Vitae  to  Scott  M.  Lindblom,  Fairview  Clinic 
Services,  2312  South  6th  Street,  Minneapolis, 
Minnesota,  55454  or  call  61  2-371-6235  or  toll 
free  1-800-328-4661  ext.  6235.  An  equal  oppor- 
tunity employer. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  projected  a need  for  physicians  to 
staff  primary  care  clinics  located  in  several 
locations  throughout  the  United  States  including 
Omaha,  Nebraska.  Qualifications  are:  board 
certification  or  eligibility,  a license  in  the 
particular  state  they  would  be  located,  and  a 
minimum  of  1 year  experience.  Preference  given 
to  those  candidates  in  FAMILY  PRACTICE, 
PEDIATRICS,  INTERNAL  MEDICINE,  OR  EMER- 
GENCY MEDICINE.  Our  company  offers  an 
outstanding  incentive  pay  plan  with  the  oppor- 
tunity to  earn  S90.000+  annually.  PHP  offers 
physicians  the  opportunity  to  participate  in 
health  insurance,  life  insurance,  and  disability 
insurance  programs.  PHP  also  provides  paid 
malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss 
potential  positions  and  site  descriptions  with 
you.  If  interested  and  qualified,  please  call  or 
send  C.V.  to  Leigh  Robbins,  125  Belle  Forest 
Circle,  Suite  200,  Nashville  TN  37221 , 61  5/662- 
1310. 

WANTED:  HCA,  The  Healthcare  Company  is 
seeking  well  trained,  board  certified  or  board 
eligible  physicians  for  the  Mid-West  in  the 
following  specialties:  Family  Practice,  Internal 
Medicine,  Invasive  Cardiology,  Orthopedic  Sur- 
gery, Neurosurgery.  For  an  immediate  response, 
please  send  your  C.V.  to  Irene  Hudson,  Manager, 
Physician  Recruitment  Services,  HCA,  Box  550, 
Suite  0401 , Nashville,  TN,  37202  or  call  toll  free 
1-800-251-2561,  extension  2018. 

WANTED:  Anesthesiology,  Dermatology,  Family 
Medicine,  General  Surgery,  Internal  Medicine, 
Orthopedics,  Otolaryngology,  OB/GYN,  Pediatrics, 
Psychiatry.  ALRMG  is  a 37  MD  non-HMO  clinic 
in  beautiful  Albert  Lea,  MN.  These  positions  are 
created  by  retirements  and  development  of  new 
departments.  The  hospital  and  clinic  are  modern, 
progressive,  established  and  the  primary  health 
care  providers  in  our  service  area.  Excellent 
educational  and  cultural  opportunities.  Com- 
petitive income,  excellent  benefits,  early  share- 
holder status  with  first  year  salary  guarantee 
with  incentive  options.  Send  CV  to  Administrator, 
ALRMG,  1602  Fountain  Street,  Albert  Lea,  MN 
56007-1642  or  call  (507)  373-8251  for  further 
information. 

WANTED:  Pediatrician,  Anesthesiologist,  Or- 
thopedics, Family  Practice,  Radiology,  Psychiatrist. 
120-bed  hospital  assisting  growing  medical 
community  in  recruiting  physician  specialists  to 
various  established  practices.  32  practicing  phy- 
sicians are  located  in  Mitchell,  South  Dakota,  a 
community  of  1 5,000  with  a rural  referral  area  of 
approximately  32,000.  Mitchell,  the  1988  South 
Dakota  Community  of  the  Year,  is  a progressive, 
expanding  community  with  an  excellent  educa- 
tion system  and  a vast  array  of  outdoor  sporting 
activities.  Excellent  first  year  guaranteed  income 
arrangements  offered.  Interested  candidates 
should  send  C.V.  to:  Fred  Sluneka,  Executive 
Director,  St.  Joseph  Hospital,  Fifth  and  Foster, 
Mitchell,  South  Dakota  57301,  1-800-992-2002 
or  605-995-2258. 
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moderate  depression  and  anxiety 

$ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose1 

^ First-week  improvement  in  somatic  symptoms1 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VJL- 


limbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /trj- 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


erences:  1.  Data  on  Me,  Hofftnann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
.7.-  Psychopharmacology  61 .-217-225,  Mar  22, 1979. 


mbitrol*® 

mqnilizer— Antidepressant 

fore  prescribing,  please  consult  complete  product  information,  a summary  of  which 
llOWS: 

ntraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
ncomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
utiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
ase  following  myocardial  infarction. 

amings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
ma.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
scular  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
farction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
dents  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
izardous  occupations  requiring  complete  mental  alertness  (eg..  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy, 
ithdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
nes  (see  Drug  Abuse  and  Dependence) . 

’ecautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
ose  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
nation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
notion  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
xk  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
ed  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
volving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 

>e  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
Iditive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
sential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
e nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
isage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
nsult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness. bloating.  Less  frequent:  vivid  dreams,  impotence,  tremot  confusion,  nasal  congestion. 
Rare;  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  ofamitnptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets.  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week! 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  As.  dose1 
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AMA  NEWS  NOTES 

The  Clinical  Laboratory  Improvement  Act 
amendments  that  have  been  developed  in  an 
effort  to  improve  the  quality  and  accuracy  of 
laboratory  tests  were  reported  out  by  com- 
mittees in  both  houses  of  Congress  in  August. 
The  AMA  is  continuing  to  work  closely  with 
committee  leadership  in  encouraging  final 
provisions  that  satisfy  testing  and  quality  goals 
without  placing  burdens  on  physicians  and 
patients. 

The  AMA  is  carefully  reviewing  language  of 
the  bills,  reported  out  by  the  House  Energy 
and  Commerce  Committee  and  the  Senate 
Labor  and  Human  Resources  Committee.  The 
Association  is  particularly  concerned  about 
provisions  in  the  Senate  bill  that  mandate 
direct  billing  and  prohibit  MDs,  in  most 
instances,  from  referring  to  labs  in  which  they 
have  a financial  interest.  Under  both  the 
House  and  Senate  bills,  physician  office 
laboratories  would  be  regulated. 

The  House  bill  would  fully  recognize  and 
encourage  private  accreditation  activities  that 
would  establish  and  enforce  standards  as 
stringent  or  more  so  than  those  under  the 
federal  program.  The  AMA  has  strongly  support- 
ed the  accreditation  program  of  the  Commission 
on  Office  Laboratory  Assessment  (COLA). 
Through  COLA,  the  College  of  American 
Pathologists,  the  American  Society  of  Internal 
Medicine,  and  the  American  Academy  of 
Family  Physicians  have  developed  national 
quality  assurance  standards  for  office  labor- 
atories. 

Commenting  on  the  House  bill,  the  AMA's 
Dr.  Sammons  stated  that  it  "represents  an 
appropriate  starting  point  to  setting  para- 
meters for  quality  clinical  laboratory  services." 

The  House  bill  allows  labs  to  be  certified  by 
the  government;  the  Senate  bill  requires  that 
they  be  licensed.  The  Senate  bill  allows  the 
Health  and  Human  Services  Secretary  to 
establish  different  standards  for  classes  of  labs 
based  on  the  types  of  tests  performed  and  the 
testing  methodologies  used.  The  House  bill 
has  no  such  provision.  The  final  House  and 
Senate  bills  won't  be  voted  on  by  either 
chamber  until  September.  Differences  be- 
tween the  two  bills  will  be  resolved  in 
conference  committee. 
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REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa * 

For  treatment  of  infections  in  the: 

- lower  respiratory  tract f - urinary  trac^ 

-skin/skin  structure+  -bones  and  jointst 


Convenient  B.I.D.  dosage  - 250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 
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TO 

TABLETS 

(ciprofloxacin  HCI /Miles 


500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D.  for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Severity  of 

Infection  Site*  Infection  Dost* 


Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  / 

Severe/Complicated 

750  mg  t 

Urinary  Tract* 

Mild/Moderate 

250  mg  £ 

Severe/Complicated 

500  mg  £ 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  £ 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartn.  Morganella  morgann.  Citrobacter  freundn. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillmase-producing  strains!  Sta 
phylococcus  epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae  Serratia  marcescens  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morgann.  Citrobacter  diversus.  Citrobacter 
freundn.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains).  Campylobacter  jejuni.  Shigella 
flexneri * and  Shigella  sonnet * when  antibacterial  therapy  is  indicated 
^Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacm. 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  qumolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness.  Iightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient  s condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

fotients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  f^tients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
Iightheadedness.  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilitv 

Eight  m vitro  mutagenicity  tests  have  been  conducteo  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long  term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy  - Pregnancy  Category  C 

^production  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
ost  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
suiting  ti  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
' -St  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no  maternal  toxicity  was  produced,  and 
. oxicity  or  teratogenicity  was  observed  There  are.  however  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROP 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS). 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofU  I 
excreted  in  the  milk  of  lactatmg  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Becaus 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decisio  I 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  dri  I 
mother 
Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  amm;  | 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2,868  co 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses, 
related  in  9 2%.  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (15%).  skin  (0  6%).  and  central  nervous 
(0.4%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%).  diarrhea  (2  3%).  \ 
(2.0%).  abdominal  pam/discomfort  (17%).  headache  (12%).  restlessness  (1 1%).  and  rash  (1.1%) 
Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  tv 
qumolones  are  italicized 

GASTROINTESTINAL  ISee  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  per* 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  ho 
tions.  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  we 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 
SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpic 
tion.  erythema  nodosum 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  ol 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achmess.  neck  or  chest  pain,  flare-up  of  gc 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bi 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  p 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  broncho 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  dr 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judi 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interactic 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (19%).  AST  (SGOT)  (1  7%).  alkaline  phosphatase  (0  8%).  LDH  I 
serum  bilirubin  (0  3%) 

Hematologic  - eosmophilia  (0  6%).  leukopenia  (0  4%).  decreased  blood  platelets  (0 1%).  elevated  I 
platelets  (01%).  pancytopenia  (01%) 

Renal  - Elevations  of  Serum  creatinine  (11%).  BUN  (0  9%) 

CRYSTALLURIA.  CYLINDRURIA  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  01%  of  courses  were  Elevation  of  serum  gammaglutamyl  trans'J 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin  a | 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  sho  | 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supc 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactrons  from  overdc  | 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  it 
function  is  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patient 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12 1 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  t 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  ev 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 
In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50.  £ 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 



* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary 

For  further  information,  contact  the  Miles  Information  Service 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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HeRPecin- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Nebraska,  HERPECIN-L  is  available  at  all  Keystone, 
Medicine  Chest,  Osco,  Walgreens  and  other  select  pharmacies. 


CLARKSON  MEDICAL 
LECTURE  SERIES 


ENDOCRINOLOGY  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Friday,  November  18, 1988  Clarkson  Hospital 

8 a.m.  to  5 p.m.  Storz  Pavilion 

speakers  include:  John  S.  Adams,  M.D. 

E.  Chester  Ridgway,  M.D. 

David  E.  Sutherland,  M.D. 

Topics  include: 


0 

Featured 


Endocrinology  and  Aging 
The  Treatment  of  Lipid  Disorders 
Practical  Aspects  of  Osteoporosis 


Endocrine  Aspects  of  Hypertension 

7.5  C.M.E.  and  7.25  A.A.F.P.  credits 
to  be  awarded. 


The  Practical  Approach  to  the  Thyroid  Nodule 
State  of  the  Art  of  Pancreas  Transplantation 
Hypothyroidism:  A Modern  Clinical  Approach 
Evaluation  of  the  Individual  with  Hypercalcemia 


Lecture  Series  courtesy  of 
Bishop  Clarkson  Memorial  Hospital 
Medical/Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 


For  more  information  call  402-559-3378 
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lOut  Of  Evero  4 Medic  Computer  Systems 
Is  Bought  To  Replace  Another  System. 


Here’s  Why. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes. The  distri  butor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through, with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  to  coast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with, call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 

rP 


Texas  ^ 
Instruments 


COMPUTNG  PRODUCTS 

RUTHORIZ6D 

SRL65 


Please  tell  me  how  Medic  Computer  Systems  can  help  my  practice 
Name 


n 


Address. 
City 


.State. 


.Zip. 


j Phone ( ). 

j Specialty 

I 


. Number  of  physicians  in  practice  . 


Medic  Computer  Systems 

8601  Six  Forks  Rd„  Suite  300,  Raleigh  NC  27615  MES  8/88 


medic 

computer  systems 


8601  Six  Forts  Rd..  Suite  300.  Raleigh.  NC  27615. 919-84  7-8102.  In  NC  Cali : 1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Da/fes,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  S an  Antonio,  San  Diego,  San  Francisco,  Tampa. 


EDITORIAL 


Food  Irradiation 

STEPHEN  R.  GRENIER,  M.D.,  M.Sc. 


The  article  by  Uzych  in  this  issue,  entitled 
"The  Need  For  Responsible  Legislation  to 
Address  Salient  Issues  Potentially  Raised  by 
Food  Irradiation",  may  be  the  first  ever  about 
food  irradiation  in  the  Nebraska  Medical 
Journal.  His  article  presents  background  in- 
formation as  well  as  discussion  of  issues  to  be 
resolved.  In  the  coming  months  and  years 
further  national  debate  will  occur.  Now  might 
be  a good  time  to  familiarize  oneself  with  the 
process  and  its  benefits  and  risks. 

Food  irradiation  is  not  new.  Its  use  grew  out 
of  a desire  to  control  insects  and  microbes  as 
well  as  delay  ripening  and  spoilage  in  various 
foodstuffs.  Research  has  been  going  on  for  at 
least  40  years.1  Most  of  this  has  been  directly 
by  the  federal  government  or  under  funding 
by  federal  research  grants. 

By  1958  the  Food  Additives  Amendment  to 
the  Federal  Food,  Drug,  and  Cosmetic  Act 
made  clear  that  ".  . . sources  of  radiation 
intended  for  use  in  processing  foods  included 
the  term  'food  additive'".  2 

In  1963  the  FDA  permitted  radiation  of 
wheat  and  wheat  products  to  kill  insects.  This 
was  the  first  approved  use.  It  was  followed  in 
1964  with  permission  for  potatoes,  to  delay 
sprouting.  In  spite  of  approval  it  was  never 
implemented  by  the  food  industry  because  of 
high  cost. 

The  US  Space  Program  has  used  irradiated 
food  for  astronauts  throughout  its  develop- 
ment. 

In  1985,  after  extensive  study  and  public 
comment,  the  FDA  approved  use  of  irradiation 
i on  pork  (to  control  Trichinella),  fruits,  veg- 
etables, and  increased  levels  on  dried  herbs 
and  spices.  A complete  copy  of  the  Final  Rule 
can  be  found  in  April  1 8, 1 986  issue  of  the  Federal 
Register.3  An  excellent  summary  can  be  found 
in  the  July-August  1986  issue  of  the  FDA 
Consumer.4 

Currently  there  is  little  or  no  use  of  food 


irradiation  in  the  US,  according  to  a recent 
article  in  JAMA.5  This  is  contrary  to  Uzych's 
statement  about  extensive  world  use,  including 
the  United  States  (see  his  Conclusion).  There 
is  lively  debate  about  this  process  in  the 
European  Common  Market.  There  is  active 
but  limited  use  in  the  Netherlands  but  its  use 
in  England  is  strictly  banned.  It  is  not  in 
widespread  established  use  in  most  parts  of 
the  world,  although  debate  and  development 
are  continuing. 

In  Nebraska  there  are  no  food  irradiators. 
Two  companies,  Bectin  Dickinson  and  Sher- 
wood, use  radiation  to  sterilize  such  medical 
products  as  needles  and  syringes. 

Cost  of  food  irradiation  is  generally  con- 
sidered prohibitive.  There  are  usually  less 
expensive  ways  to  protect  foodstuffs.  Harold 
Borchert,  Director  of  the  Division  of  Radiologic 
Health,  Nebraska  Department  of  Health,  has 
estimated  that  construction  of  a food  irradiator 
might  cost  as  much  as  20  million  dollars.6  If 
one  were  built  his  agency  would  oversee, 
among  other  things,  training  and  inspections, 
and  the  FDA  would  also  have  regulatory 
responsibility. 

There  are  other  important  concerns.  Many 
worry  that  vitamins  will  be  damaged  with  the 
necessary  high  doses  of  radiation.  Others  are 
concerned  that  the  natural  formation  of  free 
radicals  might  bring  about  harm  to  the  body. 
The  FDA  feels  that  both  of  these  risks  are 
minimal  under  the  guidelines  it  has  established. 

Perhaps  the  greatest  obstacle  to  food 
irradiation  is  fear  by  the  consumer  that  he  or 
she  is  eating  something  radioactive.  Just  the 
sight  of  the  required  irradiation  logo  (a  small 
solid  circle,  representing  the  irradiation,  above 
two  petals,  representing  the  foodstuff,  with  an 
outer  circle)  would  likely  deter  most  shoppers. 
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Socioeconomil  And  Political  Forum 
1988  Legislative  Summary 

DAVID  R.  BUNTAIN 


DURING  its  1988  session,  the 
Nebraska  Legislature  took  ac- 
tion on  a number  of  legislative 
bills  which  affect  health  care.  The  principal 
areas  where  bills  were  enacted  or  considered 
were  as  follows: 

1.  LICENSURE  OF  HEALTH  PROFESSIONS: 
The  Legislature  enacted  certification  require- 
ments for  nutritionists  (LB  557),  established 
minimum  standards  for  home  health  aides  (LB 
1 1 00),  changed  the  designation  of ''masseurs'' 
to  "massage  therapists”  (LB  1 1 00),  established 
requirements  for  care  staff  members  who  give 
oxygen  (LB  190),  and  permitted  emergency 
medical  technicians  to  use  automatic  defibril- 
lators (LB  1 100).  The  Legislature  also  extended 
the  "LB  407"  process  for  Health  Department 
review  of  proposed  credentialing  changes, 
making  minor  modifications  in  the  review 
process  (LB  384). 

Proposals  to  establish  a three-tiered  licen- 
sure system  for  medical  technologists  (LB 
760)  and  to  recognize  naturopathic  physicians 
(LB  880)  failed  to  advance.  We  expect  new 
proposals  from  both  of  these  groups  during 
the  1989  session. 

2.  MOTORCYCLE  HELMETS:  The  Legis- 
lature approved  LB  428,  which  requires 
persons  riding  motorcycles  to  wear  protective 
headgear,  beginning  on  January  1,  1989. 


Physicians  played  an  active  role  in  persuading 
the  Legislature  to  pass  the  helmet  bill. 

3.  LIVING  WILLS:  By  a 23  to  23  vote,  the 
Legislature  failed  to  adopt  LB  88,  which  would 
have  permitted  persons  to  make  "living  wills," 
authorizing  the  withholding  of  life  - sustaining 
treatment  if  one  becomes  terminally  ill.  Under 
current  law  living  wills  are  neither  permitted 
nor  prohibited.  The  NMA  and  many  other 
health  care  lobbying  groups  supported  LB  88 
and  expect  to  re-introduce  such  legislation 
next  year. 

4.  AIDS:  For  the  first  time,  the  Legislature 
considered  bills  dealing  with  the  AIDS  crisis, 
approving  amendments  to  the  public  health 
laws  (LB  1012)  and  increasing  the  Health 
Department  appropriation  for  its  Al  DS  program 
(LB  1041).  The  Legislature  killed  proposals 
requiring  premarital  Al  DS  testing  (LB  928)  and 
dealing  with  employees  with  AIDS  (LB  1069). 
It  failed  to  advance  other  bills  mandating 
notice  to  first  responders  who  are  exposed  to 
AIDS  (LB  1070)  and  criminalizing  the  trans- 
mission of  AIDS  (LB  1071). 

5.  LIABILITY  ISSUES:  The  Legislature  clar- 
ified that  persons  licensed  to  practice  osteo- 
pathic medicine  or  osteopathic  medicine  and 
surgery  are  covered  by  the  medical  malpractice 
law  (LB  1100)  and  extended  immunity  to 
directors  of  501  (c)  (6)  nonprofit  organizations, 
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(LB  912).  The  Governor  vetoed  LB  1178, 
which  would  have  replaced  the  "slight/gross" 
rule  of  contributory  negligence  with  compar- 
ative negligence  and  altered  the  rules  of  joint 
and  several  liability  in  certain  types  of  cases. 
Although  medical  malpractice  cases  would 
not  have  been  directly  affected  by  LB  1178, 
enactment  of  the  bill  could  have  increased 
jury  verdicts,  settlements,  and  insurance  rates 
generally. 

6.  CERTIFICATE  OF  NEED:  A proposal  to 
modify  the  certificate  of  need  laws  was 
advanced  by  the  Health  Committee  the  last 
week  of  the  session,  but  was  not  passed.  As 
advanced,  the  Committee  amendments  would 
have  eliminated  an  initial  proposal  that  would 
have  extended  CON  review  to  certain  phy- 
sician offices  (LB  1087).  Governor  Orr  vetoed 
LB  71  6A,  a bill  on  an  unrelated  subject  which 
was  amended  during  the  last  days  of  the 
session  to  exempt  from  CON  review  the 
performance  of  open  heart  surgery,  if  a facility 
expected  to  perform  at  least  200  intracardiac 
or  coronary  artery  catheterizations  annually. 

7.  HOSPITALS/NURSING  HOMES:  The 

Legislature  expanded  the  range  of  sanctions 
which  can  be  imposed  on  licensed  health  care 
facilities  for  violating  the  licensure  laws  (LB 
1 100);  required  nursing  homes  to  post  publicly 
a statement  identifying  the  owners  and  di- 
rectors (LB  249);  and  provided  for  the  licensing 
of  nursing  home  administrators  (LB  697). 

8.  MEDICAID  FOR  HIGH-RISK  MOTHERS: 
Legislation  was  enacted  requiring  the  Depart- 
ment of  Social  Services  to  implement  the 
Medicaid  option  granting  benefits  to  high-risk 


mothers  and  low  birth  weight  babies  (LB  229). 
The  Department  had  indicated  it  would 
implement  this  option  administratively. 

9.  CHIROPRACTORS:  The  Banking,  Com- 
merce and  Insurance  Committee  failed  to 
advance  a bill  sponsored  by  the  chiropractors 
to  require  that  Blue  Cross/Blue  Shield  and 
other  group  insurers  base  their  payments  on 
diagnosed  conditions,  rather  than  the  pro- 
cedures actually  performed  (LB  935). 

10.  PHYSICIAN  QUALIFICATIONS:  The 

Legislature  took  no  action  on  proposals  to 
reduce  the  number  of  years  of  residency 
required  for  foreign  medical  graduates  (LB 
1224),  to  permit  the  Board  of  Examiners  to 
waive  the  examination  required  for  a medical 
license  (LB  1180),  and  to  eliminate  the 
requirement  that  the  Director  of  Health  be  a 
physician  (LB  1227).  An  unsuccessful  attempt 
was  made  to  amend  an  unrelated  bill  to 
change  the  qualifications  for  the  Director  of 
Health. 

11.  PHYSICIAN  ASSISTANTS:  Because  of 
their  dissatisfaction  with  the  proposed  regula- 
tions to  implement  1985  amendments  to  the 
physician  assistant  law  dealing  with  satellite 
clinics,  the  physician  assistants  initially  sought 
an  amendment  to  the  PA  law.  The  PAs  were 
persuaded  to  allow  the  Board  of  Examiners  to 
continue  to  deal  with  the  problem  without 
further  legislation  at  this  time. 

If  persons  have  questions  concerning  any  of 
the  laws  which  were  enacted  this  year,  they 
may  obtain  further  information  from  the  NMA 
office. 
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INTRODUCTION 

A stark  reality  which  must  ulti- 
mately be  faced  is  that  food 
irradiation  remains  associated 
with  a broad  range  of  complex,  unresolved 
issues  which  may  exert  potentially  major 
adverse  effects  on  the  public  health.  The 
enactment  of  responsible  legislation  affecting 
the  use  of  food  irradiation  will  likely  not  be 
achieved  unless  the  best-available  data  are 
brought  to  the  attention  of  lawmakers,  and 
the  attendant  issues  are  debated  in  an  honest, 
comprehensive  manner.  This  commentary 
piece  will  focus  on  several  major  issues  posed 
by  food  irradiation. 

The  Process  And  Its  Uses 

A variety  of  chemical  and  physical  means 
are  utilized  in  foodprocessing  for  the  purpose 
of  preserving  foods,  including  fumigants,  food 
additives,  and  plant  growth  regulators.1  Food 
irradiation  is  one  of  them.  Irradiation  is  a 
physical  method  of  processing  foods  which 
essentially  involves  the  exposure  of  foods  to 
low  intensities  of  gamma  rays,  x-rays,  or 
electrons  for  a limited  period  of  time.2 

Food  irradiation,  either  as  a supplement  to 
or  substitute  for  more  conventional  food- 
preservation  methods,  warrants  close  scrutiny. 
Enormous  quantities  of  food  are  lost  after 
harvest.  In  Africa,  for  instance,  it  has  been 
estimated  that  as  much  as  30  percent  of  total 
production  may  be  lost.2  Food  losses  occurring 
after  harvest  may  be  associated  with  pests, 
bacteria,  fungi,  insects,  and  enzymes. 

Precise  figures  on  food-related  health  prob- 
lems are  probably  not  available.  However,  it 
has  been  estimated  that,  in  1980  alone,  more 
than  1,000  million  cases  of  acute  diarrhea 
occurred  in  children  under  the  age  of  5 (not 
including  China),  and  that  5 million  of  the 
children  died.5  There  are  an  estimated  15 
million  cases  of  food  poisoning  in  Britain  each 
year.4  Salmonella  may,  perhaps,  be  the  most 
important  causal  agent  associated  with  food- 
borne  disease.3 


Food  irradiation  may  be  a promising  ap- 
proach to  ameliorating  major  problems  afflict- 
ing food.  The  application  of  irradiation  to  the 
processing  of  foods  may  actually  have  quite  a 
few  possible  public  health  benefits.1  4-5  It 
may,  for  example,  offer  an  efficacious  approach 
to  the  reduction  of  the  incidence  of  food 
poisoning  arising  from  salmonella  and  other 
micro-organisms.6  The  process  may  possibly 
extend  the  shelf-life  of  a product  by  inhibiting 
the  growth  and  ripening  of  fresh  produce. 
Food  irradiation  may  further  tenderize  meat, 
decrease  the  rehydration  time  of  dehydrated 
vegetables,  and  augment  the  yield  of  fruit 
juice.  Various  insects,  parasites,  and  patho- 
genic organisms  found  in  foods  may  in  some 
instances  be  controllable  by  means  of  food 
irradiation. 

At  least  29  countries,  including  the  United 
States,  have  legalized  at  least  a limited  use  of 
food  irradiation.  46  In  Japan,  for  example,  at 
least  10,000  tons  of  potatoes  are  irradiated 
yearly  to  prevent  sprouting.'  In  the  United 
States,  food  irradiation  already  appears  to  be  a 
growth  industry.  The  department  of  Health 
and  Human  Services  has  predicted  that,  in  the 
near  future,  possibly  as  much  as  40  percent  of 
our  diet  will  be  exposed  to  irradiation.8  In  our 
country,  irradiation  also  has  major  medical 
uses.  An  estimated  more  than  30  percent  of 
disposable  medical  devices,  such  as  syringes, 
are  sterilized  in  the  United  States  through  the 
use  of  irradiation.'  More  generally,  disposable 
hygienic  and  medical  products  sterilized  by 
means  of  irradiation  are  being  used  commonly 
in  hospitals  on  a worldwide  basis. 

Need  For  Spirited  Debate 

Well-crafted  legislation  may  be  an  effective 
mechanism  for  assuring  the  judicious  use  of 
food  irradiation  technology  in  a way  that  is  not 
possibly  harmful  to  the  public  health.  Legisla- 
tion, of  course,  may  be  crafted  in  a maladroit 
manner,  unless  informed  persons,  armed  with 
forceful  views  and  supporting  facts,  let  law- 
makers know  of  their  feelings.  And  thus,  there 
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is  a compelling  need  for  members  of  the 
medical  and  public  health  communities  to 
marshall  appropriate  facts,  formulate  opinions, 
and  bring  their  thoughts  concerning  food 
irradiation  to  the  attention  of  lawmakers. 
Some  broad  areas  which  may  appropriately  be 
the  focus  of  spirited  debate  include:  health 
and  nutrition-related  issues  possibly  associated 
with  food  irradiation;  proper  labeling  require- 
ments; and  workplace  safety,  disposal  and 
transportation  issues  potentially  arising  from 
food  irradiation. 

The  irradiation  of  food  for  commercial  sale 
in  the  United  States  is  governed  generally  by 
the  federal  Food,  Drug,  and  Cosmetic  Act.  This 
is  the  basic  food  and  drug  law  in  the  country. 
The  law  was  amended  by  the  Congress  in 
1958,  to  require  that  all  foods  packaged  or 
processed  with  radiation  from  any  source 
must  be  subjected  to  safety  testing.  Since  that 
time,  rules  and  regulations  have  been  approved 
by  the  Secretary  of  Health  and  Human 
Services,  that  allow  low-level  irradiation  of  a 
wide  range  of  food  products.9 

Health  And  Nutrition-Related  Issues 

Food  irradiation  regulations  published  in 
the  Federal  Register  in  April,  1986  state  that 
the  Food  and  Drug  Administration  (“FDA") 
purportedly  has  no  evidence  to  cause  it  to 
change  its  position  that  the  chemical  differ- 
ences between  foods  irradiated  at  the  doses 
allowed  by  the  regulation  and  nonirradiated 
foods  are  too  small  to  cause  concern  about 
the  safety  of  the  irradiated  foods.9  But  this 
hardly  represents  an  undisputed  viewpoint. 

Ionizing  radiation,  not  unlike  other  forms  of 
energy  used  to  process  food,  may  cause 
chemical  changes  in  food,  and  in  fact  may 
produce  molecules  that  are  distinctly  different 
from  those  normally  found  in  food.1  Indeed, 
ionizing  radiation  derives  its  name  from  the 
fact  that  these  forms  of  energy  may  have  the 
ability  to  dislodge  electrons  from  the  mole- 
cules in  food  so  as  to  form  electronically- 
charged  fragments,  known  as  ions,  and  may 
also  excite  molecules  in  such  a way  that  some 
may  cleave  into  smaller  neutral  fragments. 
When  radiation  strikes  food,  chemical  bonds 
may  be  broken,  and  new  chemicals  may  be 
formed,  known  as  “radiolytic  products."8  And 
furthermore,  new  chemical  products  with  still- 
unknown  effects,  called  “unique  radiolytic 
products,"  may  be  formed.8  These  abilities 
may  potentially  make  ionizing  radiation  energy 
useful,  but  they  have  also  prompted  many 


years  of  scientific  research  directed  towards 
ascertaining  whether  food  treated  in  this 
manner  is  wholesome  and  safe  for  human 
consumption. 

A potentially  large  number  of  new  molecules 
may  be  formed  as  the  result  of  irradiation.  In 
theory,  it  may  be  difficult,  it  not  impossible,  to 
accurately  predict  the  exact  nature  of  quantity 
of  the  new  molecules.  Some  have  opined  that 
the  radiolytic  products  produced  during  irradia- 
tion may  make  the  food  harmful.9  The  radio- 
lytic products  may  be  free  radicals,  and 
ingestion  of  the  free  radicals  may  be  harmful. 
Others  have  commented  that  the  free  radicals 
may  later  form  toxic  substances.  And  similarly, 
the  view  has  been  expressed  that  irradiated 
foods  may  be  unsafe  inasmuch  as  the  ingesting 
of  such  foods  may  result  directly  in  toxic  free 
radicals  as  well  as  peroxide  formation  in  the 
body. 

A focal  point  of  ongoing  concern  over  the 
relative  safety  of  irradiated  food  should  thus 
be  whether  possible  risks  associated  with 
radiolytic  products,  unique  radiolytic  products, 
and  free  radical  formation  are  acceptable,  and 
whether  they  may  outweigh  potential  benefits 
associated  with  food  irradiation.  And  further- 
more, rigorous  studies  should  be  pursued, 
intended  in  part  to  determine  whether  the 
new  molecules  and  products  possibly  formed 
during  the  irradiation  of  food  may  be  associated 
with  a statistically  significant  increase  in 
carcinogenesis,  mutagenic  response,  genetic 
and  reproductive  irregularities,  and  cardio- 
vascular disease. 

Another  area  of  paramount  concern  is  that 
nutrients  and  vitamins  may  possibly  be  de- 
stroyed by  irradiating  food.1 4 Irradiation,  in 
particular,  may  significantly  deplete  vitamins 
A,  C,  E,  and  B;  the  effect  being  proportional  to 
the  relative  amount  of  radiation  involved.8  For 
instance,  at  doses  of  1 00,000  rads,  the  vitamin 
content  of  apples  may  be  reduced  to  one- 
third  normal  value.8  In  addition,  irradiation 
may  possibly  significantly  deplete  essential 
amino  acids,  enzymes  and  nucleic  acids,  and 
may  convert  unsaturated  fatty  acids  to  toxic 
lipids.8  If  irradiation  significantly  diminishes 
the  nutritional  value  of  food,  an  important 
question  which  must  be  asked  is:  even  if  food 
irradiation  can  effectively  increase  a product's 
shelf  life,  what  ultimate  value  or  benefit  may 
there  be  to  increasing  the  shelf-life  of  a now 
nutritionally-impoverished  item? 

Food  irradiation  may  also  be  akin  to  "play- 
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ing  with  fire"  in  the  sense  that  it  may  result  in 
he  selective  destruction  of  some  microorgan- 
isms, the  selective  survival  of  others,  and  the 
creation  of  resistant  or  harmful  mutants.1-6 
Bacteria,  viruses,  and  various  microorganisms 
may  possibly  develop  resistance  to  irradiation 
over  time.  Changes  in  the  composition  of 
vegetative  microorganisms  may,  in  turn,  affect 
the  pattern  of  microbial  spoilage.  For  example, 
irradiation  may  effectively  kill  salmonella 
bacteria,  but  relatively  hardier  bacteria  which 
may  cause  botulism  may  not  be  harmed. 
However,  the  selective  survival  of  botulism- 
causing  bacteria  amidst  the  destruction  of 
normally-competing  microorganisms  that 
generally  serve  as  indicators  of  spoilage  and 
food  contamination  might  result  in  dangerous 
contamination  with  botulism  toxin  in  the 
absence  of  typical  spoilage  indicators,  such  as 
smell  or  appearance. 

Labeling  Requirements 

In  the  author's  opinion,  statutory  tenets 
pertaining  to  the  labeling  of  irradiated  food 
should  optimally  be  designed  so  as  to  real- 
istically permit  the  discerning  consumer  to 
make  an  informed,  intelligent  choice  of  food 
items  with  full  cognizance  of  the  presence  or 
absence  of  irradiation.2  A failure  to  plainly 
state  the  fact  of  irradiation,  or  the  use  of  labels 
which  are  potentially  highly  misleading  as  to 
the  true  nature  of  the  pertinent  food  item, 
may  essentially  be  tantamount  to  improper 
concealment.  And  if  the  subterfuge  is  un- 
covered, it  may  result  in  exacerbation  of 
public  misgivings  about  irradiation  on  emo- 
tional, rather  than  valid  scientific,  grounds, 
and  further  obscure  the  possible  benefits  of 
food  irradiation. 

Lamentably,  the  current  FDA  regulations 
concerning  the  labeling  of  irradiated  foods 
leave  much  to  be  desired.  For  one  thing,  the 
current  requirements  apparently  do  not  apply 
to  food  products  that  contain  an  irradiated 
ingredient.  And  thus,  it  would  not,  for  instance, 
be  necessary  to  label  as  such  irradiated 
peaches  in  a can  of  fruit  cocktail.  And 
similarly,  irradiated  tomatoes  in  tomato  soup 
would  not  have  to  be  labeled  as  such.8  Labels 
are  required  only  for  whole  food  items.  In  the 
author's  view,  specific  statutory  provisions 
should  be  enacted  which  unequivocally  re- 
quire all  foods  treated  by  irradiation  to  bear  an 
indication  of  the  treatment.  This  recommended 
requirement,  moreover,  should  extend  to 
irradiated  food  ingredients. 


At  present,  there  is  probably  no  fully 
reliable  means  of  identifying  the  small  amounts 
of  novel  radiolytic  products  formed  in  irradi- 
ated foods.6  As  a practical  matter,  therefore,  it 
may  be  quite  difficult,  if  not  impossible,  to 
accurately  determine  whether  food  has,  or  has 
not,  been  irradiated,  and  how  many  times. 
Particularly  in  the  absence  of  reliable  tests, 
legislation  would  have  to  be  enforced  by 
means  of  strict  documentation  at  irradiation 
plants.  Critics,  however,  might  charge  that  this 
approach  may  be  fraught  with  potential 
abuses.6  And,  of  course,  proper  documen- 
tation would  require  the  availability  of  a 
sufficient  number  of  suitably-trained  persons 
and  inspectors  to  perform  the  requisite  tasks. 
Given  current  realities,  it  is  incumbent  upon 
the  government  to  hire  sufficient  numbers  of 
inspectors  to  adequately  enforce  extant  leg- 
islation and  requirements  related  to  food 
irradiation.  Additionally,  research  monies 
should  be  devoted  to  the  development  of 
tests  to  accurately  determine  whether  foods 
have  been  irradiated. 

Workplace  Safety, 

Disposal  and  Transportation 

Just  as  there  are  major  unresolved  questions 
pertaining  to  the  safety  of  eating  irradiated 
foods,  there  are  likewise  potentially  gut- 
wrenching  questions  concerning  the  safe 
workplace  use,  disposal,  and  transportation  of 
the  enormous  amounts  of  radioactive  materials 
utilized  in  the  process  of  irradiating  foods. 

It  has  been  estimated  that  by  the  mid- 
1990s,  1,000  plants  involved  with  food  irradi- 
ation will  have  been  built.8  Whatever  the 
exact  number  of  plants  in  the  near  future, 
suffice  to  say  that  many  workers  will  be  at 
potential  risk  of  serious  injury  or  death  in  the 
event  of  accidental  exposure.  A plant  cat- 
astrophe might  further  present  the  risk  of  a 
catastrophic  release  of  radiation  into  the 
environment,  thus  imperiling  proximate  com- 
munities. Sundry  forces  and  factors,  possibly 
including  human  error,  sabotage  or  perhaps  a 
natural  disaster  such  as  an  earthquake,  might 
result  in  a catastrophic  release  of  radiation. 

As  a matter  of  fact,  the  potential  hazards  of 
having  a plant  in  the  neighborhood  have  already 
been  documented.  For  example,  an  Interna- 
tional Nutronics  plant  situated  in  New  Jersey 
was  shut  down  after  radioactive-contaminated 
water  spilled  on  the  floor,  and  then  flowed 
through  a crack  into  the  foundation.8  Another 
company,  Radiation  Technology,  has  been 
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cited  for  dumping  radioactive  garbage  with  its 
regular  trash;  the  company  has  been  charged 
with  contaminating  local  water  supplies  with 
toxic  chemicals.8  At  present,  there  are  more 
than  40  gamma  irradiators  in  the  country  with 
the  potential  ability  to  process  food.8  Fueling 
the  plants  currently  operable,  as  well  as  those 
planned  for  the  near  future,  will  undoubtedly 
result  in  the  transportation  of  large  quantities 
of  radioactive  materials  across  the  country. 
This,  in  turn,  presents  the  potential  risk  of 
accidental  spill  in  the  course  of  transportation. 
Very  ironically,  this  type  of  disaster  scenario 
might  result  in  the  destruction  and  contamina- 
tion of  the  farmlands  and  food  that  the 
materials  were  supposed  to  preserve. 

Careful  thought  should  be  directed  towards 
proper,  adequate  controls  and  measures  to  be 
used  at  facilities  involved  with  food  irradiation 
and  in  connection  with  the  transportation  of 
materials  used  in  food  irradiation.  At  a min- 
imum, food  irradiation  plants  should  be 
designed  and  sufficiently  supervised  and 
maintained  so  as  to  ensure  that  food  irradiation 
is  carried  out  in  a manner  which  is  safe, 
efficacious,  and  consistent  with  good  hygienic 
practices.  Along  the  same  lines,  the  personnel 
involved  with  food  irradiation  must  be  appro- 
priately trained  and  subjected  to  ongoing 
scrutiny  and  review. 

Recent  Legislative  Proposals 

In  1 987,  Senator  George  Mitchell,  of  Maine, 
introduced  Senate  Bill  461  (or  "S.  461"). 10 
This  bill  is  the  Senate  companion  of  an 
identical  bill  which  was  introduced  by  Con- 
gressman Bosco  in  the  House  of  Representa- 
tives. In  general,  this  bill  would  prohibit  the 
implementation  of  certain  regulations  of  the 
Secretary  of  Health  and  Human  Services  and 
the  Secretary  of  Agriculture  regarding  irradiated 
foods.  And  further,  the  Secretary  of  Health 
and  Human  Services  would  be  required  to 
arrange  for  a study  of  the  risk  to  human  health 
and  the  environment,  possibly  posed  by  food 
irradiation.  This  study  would  include  a review 
of  existing  research  pertaining  to  the  safety  of 
consuming  irradiated  food,  as  well  as  study  of 
the  following:  the  contamination  of  food  from 
improper  radiation;  risks  to  the  health  of 
individuals  employed  in  facilities  where  irrad- 


iation is  conducted;  risks  to  the  health  of 
residents  of  the  area  where  such  facilities  are 
located;  and  effects  on  the  environment,  on 
population  centers  of  over  50,000  and  rural 
areas  arising  from  the  transporting  of  the 
sources  of  food  irradiation.  S.  461  also 
contains  various  provisions  relating  to  labeling 
of  irradiated  food  items. 

Conclusions 

Food  irradiation  is  potentially  a promising 
method  for  preserving  food.  And  indeed,  it 
has  already  been  utilized  quite  extensively  in 
many  countries  of  the  world,  including  the 
United  States.  However,  this  promising  method 
is  further  potentially  linked  to  a host  of 
complex,  unresolved  issues  and  problems 
which  may  have  major  public  health  ramifica- 
tions. In  the  United  States,  many  major  issues 
are  problematic,  including  some  relating  to 
health  and  nutrition,  others  involving  workplace 
safety  and  disposal  and  transportation  of 
materials  used  in  food  irradiation,  and  still 
others  involving  adequate  labeling  require- 
ments affecting  irradiated  foods.  There  remains 
a strong,  continuing  need  for  careful  evaluation 
of  the  many  complex  issues  associated  with 
food  irradiation,  as  well  as  the  enactment  of 
wise  laws  which  adequately  respond  to  such 
issues. 
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FRACTURE  OF  THE  MONTH 


Two-Bone  Fractures  of  the  Forearm  and  the 
Dilemma  of  Closed  Treatment 

JOHN  F.  CONNOLLY,  M.D.  ROY  J.  GUSE,  M.D. 

From  the  Creighton-Nebraska  Health  Foundation  Program  in  Orthopaedic 
Surgery,  42nd  and  Dewey  Avenue.  Omaha,  NE  68105-1065 


CLOSED  reduction  is  usually  pos- 
sible for  most  fractures  of  the 
radius  and  ulna.1  The  difficulty 
is  holding  the  reduction  in  plaster  long 
enough  for  the  fracture  to  heal.  Consequently, 
open  reduction  and  plate  fixation  have  become 
almost  routine  for  forearm  fractures,  but  not 
without  complications.2  At  the  least,  the 
patient  is  left  with  a visible  scar  which  is 
usually  most  prominent  in  attractive  young 
women.  At  the  worst,  the  fracture  can  become 
infected  or  a refracture  occur  after  plate 
removal.3  The  dilemma  then  of  closed  treat- 
ment, illustrated  by  the  present  case,  is  to 
decide  when  a position  should  be  considered 
“unacceptable”  after  an  initial  satisfactory 
reduction;  conversely,  when  do  the  advantages 
of  anatomic  reduction  with  operative  treat- 
ment exceed  the  disadvantages? 

CASE  REPORT 

A 17  year  old  woman  saw  her  local 
physician  after  sustaining  an  injury  to  her  right 
forearm  in  an  automobile  accident.  The 
forearm  was  swollen,  tender  and  angulated. 
Radiographs  showed  a displaced  mid-shaft 
fracture  of  the  radius  and  ulna.  After  successful 
closed  reduction  the  physician  placed  her  in  a 
long-arm  cast  for  six  weeks.  Follow-up  radio- 
graphs showed  good  fracture  alignment  at 
that  time  with  adequate  callus  formation  and 
early  clinical  union.  She  was  then  placed  in  a 
short-arm  plaster  cast.  Two  weeks  later  repeat 
x-rays  showed  that  the  fracture  had  displaced 
into  a bayonet  position  but  had  not  rotated 
(Figure  1).  The  treating  physician  then  referred 
the  patient  to  our  clinic  because  of  concern 
that  the  new  position  was  unacceptable  and 
would  adversely  effect  the  functional  outcome 
for  this  patient. 

DISCUSSION 

The  major  anatomic  concern  in  reducing 
forearm  fractures  is  to  restore  rotational 
alignment  and  prevent  angulation.  Our  basic 
technique  of  reduction  is  to  align  the  mobile 
distal  radial  fragment  with  the  fixed  proximal 


fragment.  If  rotational  alignment  is  correct,  the 
fracture  fragments  should  show  a similar 
intramedullary  canal  width  and  cortical  thick- 
ness as  viewed  on  both  the  AP  and  lateral 
roentgenograms.1 

Forearm  fracture  angulation  has  always 
been  considered  an  important  cause  of  mal- 
union,  non-union,  or  functional  impairment. 
However,  recent  laboratory  studies  have  shown 
that  bayonet  apposition  of  the  fracture  causes 
less  loss  of  motion  than  does  incomplete 
rotational  realignment.  Also,  no  significant 
functional  impairment  will  result  if  angulation 
of  the  forearm  is  maintained  at  10°  or  less  in 
any  plane.4  Angulation  of  20°  or  more  is 
cosmetically  unacceptable  and  also  causes 
some  functional  impairment.  Therefore,  closed 
reduction  with  less  than  anatomic  alignment 
may  be  accepted,  provided  the  patient  is 
followed  carefully  to  ensure  that  angulation 
does  not  progress  beyond  10°.  If  it  does 
exceed  this  amount  either  remanipulation  or 
open  reduction  with  internal  fixation  is  indicated. 

Forearm  rotation  may  also  be  limited  by  the 
amount  of  muscle  injury  sustained  at  the  time 
of  fracture.  Two  muscles,  the  flexor  profundus 
and  the  pollicis  longus  lie  along  the  interosseous 
membrane  can  be  shortened  and  functionally 
impair  rotation  by  scar  formation.  To  minimize 
this  restrictive  scarring,  the  interosseous  space 
should  be  maintained  at  its  widest  position, 
by  holding  the  forearm  in  the  neutral  rotation. 
This  keeps  the  membrane  under  tension  and 
provides  effective  support  via  the  membrane 
for  fracture  alignment. 

Normally  the  forearm  can  rotate  through  an 
arc  of  up  to  140°.  However,  most  daily 
activities  are  accomplished  by  forearm  rota- 
tion from  a neutral  position  to  50°  of  supina- 
tion. Consequently,  a large  proportion  of 
forearm  pronation  may  be  lost  without  the 
patient  being  aware  of  any  functional  impair- 
ment. This  is  due  to  the  ability  of  most  patients 
to  accomodate  for  loss  of  forearm  pronation 
by  abducting  and  internally  rotating  the  arm  at 


310 


Nebraska  Medical  Journal  October  1988 


FIGURE  1 


X-rays  8 weeks  after  an  initially  satisfactory  closed  reduction  show  the 
radius  and  ulna  fractures  had  displaced  into  bayonet  position.  However, 
rotational  alignment  is  satisfactory  as  judged  by  the  symmetry  of  cortices 
and  the  medullary  canal.  The  angulation  of  the  fractures  is  measured  at 
less  than  10°. 


FIGURE  2 

X-rays  at  12  weeks  show  progressive  healing  with  slight  increase  in  dorsal 
angulation  which  was  still  less  than  10°. 
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FIGURE  3 

X-rays  at  approximately  6 months  show  complete  union  with  progressive 
remodelling.  The  patient  had  no  loss  of  forearm  motion  despite  the 
bayonet  apposition  of  the  fractures. 


the  shoulder.  Loss  of  supination  is  much  more 
difficult  to  accommodate  because  the  shoulder 
would  have  be  adducted  across  the  chest.1 
Thus,  the  best  position  for  immobilizing  most 
forearm  fractures  is  neutral  rotation.  Pronation 
should  be  avoided.  For  very  proximal  forearm 
fractures,  immobilization  in  supination  may 
be  necessary.  In  addition,  during  the  period  of 
healing  in  the  cast,  the  patient  should  be 
encouraged  to  exercise  forearm  muscles, 
particularly  the  flexors  of  the  fingers  and  the 
thumb,  to  avoid  scar  contracture  and  func- 
tional limitation  of  hand  motion. 


This  case  illustrates  well  that  slight  loss  of 
fracture  alignment  is  still  compatible  with 
healing  of  a two-bone  forearm  fracture  with 
good  functional  results.  Nevertheless,  when 
performing  closed  treatment  of  the  forearm 
fracture  close  follow-up  and  radiographic 
evaluation  are  critical  to  recognize  and  correct 
any  angulation  beyound  10°.  Bayonet  apposition 
then  can  be  accepted  provided  rotational  or 
angulatory  deformities  are  minimized.  This,  in 
turn,  avoids  the  "routine"  use  of  operative 
fixation  with  complications  which  are  being 
recognized  as  all  too  frequent.5 


MANAGEMENT 

When  this  patient  was  examined  in  our 
clinic,  her  fracture  site  was  found  to  be 
nontender.  Due  to  her  recent  fracture  dis- 
placement she  was  replaced  into  a lorg-arm 
cast  with  the  forearm  in  neutral  position.  A 
hinged  wrist  was  applied  to  encourage  func- 
tional hand  and  wrist  motion  and  this  cast- 
brace  was  continued  four  weeks  to  allow  the 
callus  to  mature  (Figure  2).  Her  fracture  was 
considered  sufficiently  healed  at  twelve  weeks 
to  permit  cast  removal.  At  last  follow  up, 
approximately  6 months  post-injury,  she 
demonstrated  full  range  of  motion  of  the 
forearm  and  adequate  healing  of  fracture 
despite  the  bayonet  apposition  (Figure  3). 
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CLINICAL  DIAGNOSTIC  IMAGING 


Pancreatic  Pseudocyst 


|OE  STAVAS,  M.D. 


CLINICAL  HISTORY:  45  year  old  male  with  recent  alcoholic  pancreatitis  now  with 
new  abdominal  pain  and  early  satiety. 


COMMENTS: 

THE  diagnosis  of  pancreatitis  is 
primarily  based  on  elevated 
serum  amylase  levels  and  severe 
abdominal  pain  although  some  patients  with  a 
"burned  out  pancreas"  may  have  normal 
levels.  The  common  etiologies  for  pancreatitis 
are  those  secondary  to  gallstone  disease  and 
ethanol  abuse.  However,  a long  litany  of  other 
causes  exist  with  idiopathic  ranking  number  3 
and  traumatic,  viral  and  medicine-induced  on 
down  the  list. 

The  diagnostic  imaging  exams  employed 
during  acute  pancreatitis  and  followup  include 
and  (ERCP)  endoscopic  retrograde  cholangio- 
pancreatography although  the  latter  is  high  risk 
during  the  acute  phase.  Since  most  patients 
present  with  severe  abdominal  pain  with  the 
need  to  exclude  free  air,  plain  films  are 
necessary  in  the  initial  evaluation  (posterior 
gastric  ulcer  symptoms  may  mimic  pancreatic 
pain).  Other  plain  film  findings  include  sentinel 
loops  or  dilated  distal  transverse  or  splenic 
colon  (colon  cut-off  sign),  pancreatic  bed 
calcifications  indicative  of  chronic  pancreatitis, 
and  possibly  gallstones. 

Abdominal  ultrasound  is  a more  sensitive 
exam  for  gallstones  and  biliary  dilatation  with 
some  appreciation  for  pancreatic  phlegmons 
and  pseudocysts.  CT  scan  will  show  all  the 
foregoing  except  small  gallstones,  but  will 
better  indicate  the  extent  of  pancreatic  in- 
flammation. As  a minimum,  I would  recom- 
mend plain  film  and  ultrasound. 

Many  pancreatitis  patients  have  a mild  to 
moderate  ileus,  therefore  bowel  gas  is  an 
obstacle  to  imaging  the  pancreatic  bed  with 
ultrasound.  In  those  patients,  CT  scanning 
should  be  performed.  Invasive  procedures, 
(i.e.  percutaneous  biopsies  and  ERCP's)  are 
high  risk  and  are  to  be  avoided  during  acute 


attacks.  (A  fine  needle  aspiration  to  exclude 
infected  phlegmon  or  collections  is  relatively 
safe).  In  patients  with  unresolved  pancreatitis 
or  continued  abdominal  symptoms,  I favor  CT 
or  re-evaluation.  Axial  anatomy  and  better 
definition  of  retroperitoneal  "bowel  hiding" 
structures  makes  CT  the  best  exam. 

Pseudocyst  formation  is  a major  concern 
after  an  episode  of  pancreatitis  since  they 
have  a high  incidence  of  associated  complica- 
tions. They  can  1)  become  infected,  2)  reach  a 
large  size  with  secondary  gut  or  biliary  tree 
obstruction,  3)  rupture,  and  4)  hemorrhage. 
Pseudocysts  are  easy  to  diagnose,  appearing 
as  fluid-filled  cystic  masses  anywhere  in  the 
abdomen,  but  usually  near  the  pancreatic  bed 
(fig.  1).  They  have  been  reported  in  all 
locations  from  the  mediastinum  down  to  the 
scrotum.  Gas  bubbles  can  be  within  the  fluid, 
either  due  to  infection  or  bowel  fistula.  The 
capsule  is  nonepithelial,  fibrous  lined  (hence 
the  name  pseudocyst)  and  takes  about  6 
weeks  to  mature  into  a tough,  thick  wall.  Some 
collections  will  spontaneously  resolve,  and  a 
followup  CT  is  absolutely  necessary  before 
any  therapeutic  action  (such  as  surgery)  is 
taken  if  there  has  been  a long  hiatus  between 
diagnosis  and  treatment. 

Pseudocyst  management  is  controversial, 
ranging  from  indefinite  observation  to  immed- 
iate surgery.  The  recent  trend  is  more  towards 
taking  action  with  drainage  being  accomplished 
surgically  or  by  percutaneous  catheter  place- 
ment. Waiting  for  a period  of  time  to  allow 
capsule  maturation  or  spontaneous  or  other 
resolution  is  important.  Bradley  (in  Sabiston's 
Textbook  of  Surgery)  recommends  surgery  for 
the  following  situations,  1)  enlarging  pseu- 
docyst, 2)  secondary  infection,  3)  develop- 
ment of  a complication,  4)  duration  of  6 
weeks. 
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FIGURE  1 

Axial  CT  scan  through  liver.  There  is  a large  lesser  sac  cystic  mass  compressing  the  stomach.  The  mass  is 
anterior  to  the  pancreatic  body  and  tail  (arrows).  Nasogastric  tube  is  within  the  stomach  (curved  arrow). 


FIGURE  2 


CT  guided  percutaneous  aspiration  drainage.  Drainage  catheter  inserted  into  pseudocyst  (arrowheads).  300 
ccs  of  dark  brown  “crank  case  oil"  fluid  aspirated.  Amylase  was  greater  than  100,000.  The  stomach  is  re- 
expanded (curved  arrow). 
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Surgical  drainage  includes  external  and 
internal  drainage  methods  with  transgastric 
cystogastrostomy  and  cystojejunostomy  the 
most  popular  procedures.  Recently,  interven- 
tional radiologists  have  thrown  their  hat  into 
the  therapy  ring  with  percutaneous  drainage 
techniques. 

The  percutaneous  method,  usually  using  CT 
guidance  (fig.  2)  is  well  suited  for  high  risk 
surgical  candidates,  multiple  pseudocysts  and 
in  patients  with  recurrent  pseudocysts  who 
have  had  numerous  previous  operations.  Per- 
cutaneous drainage  shows  poor  results  with 
necrotizing  pancreatitis  and  "thick"  pancreatic 
abscess,  and  drainage  may  be  impossible  if 
major  vessels  preclude  a safe  approach.  High 
subphrenic  collections  may  be  technically 
difficult  to  drain.  Even  if  drainage  cannot  be 
accomplished,  thin  needle  aspiration  will 
yield  fluid  for  gram  stain  and  amylase  levels. 

The  morbidity  of  cutaneous  fistula  that  has 
been  reported  with  the  surgical  method  of 
external  drainage  has  not  been  a significant 
complication  with  radiologic  percutaneous 
drainage.  Avenue  of  approach,  access  needles, 
and  size  and  types  of  drainage  catheters  used 
by  radiologists  may  explain  the  nearly  non- 
existent occurrence  of  cutaneous  fistulas  as 
reported  in  the  literature  to  date.  A major 


drawback  to  any  type  of  external  drainage  is 
the  often  lengthy  catheter  time.  Some  pseu- 
docysts communicate  with  the  pancreatic 
duct  and  it  may  take  weeks  before  the  ductal 
communication  obliterates  and  pseudocyst 
collapses. 

Whenever  a pseudocyst  subsequently 
develops  in  a patient  with  pancreatitis,  and 
therapy  is  contemplated,  I have  found  that 
team  consultation  between  the  attending, 
gastroenterologist,  surgeon  and  radiologist 
make  a winner  out  of  a frequently  frustrating 
clinical  problem. 
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THE  AUXILIARY 


Nebraska 
Health  Projects 


Medical  Auxiliary 
Newsletter  — Fall  1988 


Adolescent  health  issues  continue  to  be  a 
primary  focus  of  the  AMA  Auxiliary  during 
1988-89.  Since  December  of  1986  when  the 
AMA  published  a "White  Paper  on  Adolescent 
Health,"  the  Auxiliary  has  been  involved  in 
designing  programs  that  focus  on  teaching 
and  supporting  teens  in  making  health  deci- 
sions. We  have  been  targeting  these  five 
areas:  substance  abuse,  sexuality  and  preg- 
nancy, victimization,  psychological  disorders, 
and  violence/trauma.  This  year,  our  NMAA 
President,  Desta  Osborne,  has  included  the 
topics  of  Al  DS  and  Nutrition  (eating  disorders) 
We  will  also  be  discussing  the  use  of  tobacco 
products  by  our  teenagers. 

A number  of  resources  are  available  from  our 
national  office.  The  Project  Bank  lists  many 
projects  dealing  with  adolescent  health  topics. 
A copy  of  this  is  available  from  your  county 
president.  Several  of  the  "Shape  Up  For  Life" 
brochures  are  applicable  to  adolescent  health 
— "Teen  Suicide,"  "Drinking  and  Driving," 
"Drug  Use  and  Abuse,"  and  "Stress."  These  are 
available  at  a cost  of  S5.00  per  100  from  AMA 
Auxiliary  headquarters.  Members  of  the  State 
Health  Projects  Committee  are  also  available  to 
assist  you  in  planning  projects  within  your 
community. 

* * * 

Lynn  Cronk,  President  of  the  Hall  County 
Medical  Auxiliary,  reports  on  this  project  which 
involves  adolescent  health: 

A special  committee  of  the  Hall  County 
Medical  Auxiliary  has  been  busily  laying  the 
necessary  groundwork  this  summer  so  that  we 
can  complete  an  exciting  new  project  this  fall. 

At  our  February  1,  1988,  meeting,  Judy 
Sandstrom,  Director  of  SCIP  (School  and 
Community  Intervention  Program)  gave  a com- 
pelling presentation  detailing  the  program's 
function  and  background  information.  SCIP  is 
the  first  program  in  Grand  Island  designed  to 
utilize  all  the  resources  of  the  community  to 
combat  the  problems  of  teenage  chemical 


abuse.  When  our  Projects  Committee  met  to 
make  a recommendation  regarding  the  alloca- 
tion of  monies  from  our  fund  raiser,  they  asked 
the  Auxiliary  to  allocate  Si, 000  to  SCIP.  The 
membership  approved  this  recommendation. 
We  also  offered  the  Auxiliary's  time  as  a 
contribution  to  a service  project. 

On  June  1,  a committee  of  interested 
Auxiliary  members  met  with  Judy  Sandstrom  to 
learn  more  about  the  project.  We  were  then 
introduced  to  Annette  Hoops,  Co-Chairman  of 
the  G.  I.  Parent  Power  (best  described  as  an  arm 
of  SCIP).  She  proposed  that  we  conduct  their 
membership  drive,  with  the  stated  goal  being 
to  generate  parents  who  will  make  pledges  to 
agree  to  Parent  Communication  Network 
guidelines.  The  PCN  is  a group  of  concerned 
parents  who  are  organized  to  support  each 
other  in  discouraging  the  illegal  use  and  abuse 
of  chemicals  by  our  children  through  education, 
offering  our  children  alternative  activities,  and 
developing  guidelines  or  standards  to  follow. 

Chairpersons  Karen  Colan  and  Tabby  Proffitt 
have  canvassed  our  medical  community  for 
volunteers,  and  we  now  have  in  place  contact 
persons  for  each  of  24  schools  in  the  Grand 
Island  area.  School  officials  were  quite  co- 
operative after  having  been  given  background 
information  personally  by  Judy  Sandstrom. 

Plans  are  being  made  to  present  information 
regarding  this  project  to  the  Hall  County 
Medical  Society  at  a joint  meeting  this  winter. 
We  are  pleased  that  the  opportunity  for  this 
coalition  with  G.l.  Parent  Power  presented 
itself  at  just  the  time  when  our  membership 
was  seeking  to  involve  itself  in  a service  to  our 
community. 

* * * 

From  the  Metropolitan  Omaha  Medical 
Auxiliary,  Barbara  Bohi  reports  on  a 9:30  to 
2:30  seminar  on  AIDS  is  being  planned  by 
MOMSA  for  October  18. 

The  Red  Cross  is  providing  four  speakers. 
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Topics  to  be  addressed  include  caretakers' 
risks,  legal  implications,  psychosocial  aspects, 
and  the  direction  of  AIDS. 

The  seminar  will  be  co-sponsored  by  Meth- 
odist Hospital  and  held  at  the  Continuing 
Education  Center,  8501  West  Dodge  Road,  in 
Omaha. 

Cost  is  $10,  which  will  cover  materials, 
coffee,  and  lunch. 

Reservations  may  be  made  by  sending  your 
check  to:  Barb  Bohi 

707  North  69th  Street 
Omaha,  NE  681  32 

The  public  is  welcome. 

She  also  lists  two  additional  programs: 

MOMSA's  general  educational  programs 
will  include  a January  17  program  featuring 
adolescent  psychotherapist  Kathy  Larimer, 
PhD.  Dr.  Larimer's  talk,  "Helping  Your  Ado- 
lescent Manage  Multiple  Commitments,"  will 
address  stress  in  adolescents.  At  our  March  21 
meeting,  Dr.  Stan  Maliszewski,  supervisor  of 
counseling  services  for  the  Omaha  Public 
Schools  will  speak  on  " Helping  Adolescents  to 
Help  Themselves." 

* * * 

The  following  reports  are  submitted  by 
Health  Projects  Committee  Chairman: 

Nutrition 

Joan  Cahoy,  chairman  of  the  area  concerned 
with  nutrition,  reports  that  she  will  compile  a 
"Grocery  Store  Guide  to  Low  Cholesterol 
Shopping."  Selections  for  selecting  food  items 
that  are  low  in  cholesterol  will  be  listed 
according  to  various  departments  in  a super- 
market. 

Teenage  Pregnancy 

Two  medical  specialties,  the  American 
Academy  of  Family  Physicians  and  the  American 
College  of  Obstetricians  and  Gynecologists, 
are  conducting  a campaign  to  counter  the 
myths  that  may  lead  to  teen  pregnancies. 


County  presidents  and  Health  Projects  Chair- 
men should  have  perceived  a packet  of 
information  regarding  the  PSA's  available  and 
a fact  sheet  on  the  topic. 

Some  statistics  from  this  sheet  state  that: 

1.  There  were  over  one  million  adolescent 
pregnancies  in  the  U.S.  in  1984. 

2.  The  proportion  of  unmarried  female 
adolescents  who  are  sexually  active  increased 
from  27.6  percent  in  1971  to  46  percent  in 
1979,  and  in  1982  dropped  to  42.2  percent. 

3.  By  age  20,  over  70  percent  of  unmarried 
females  are  sexually  active. 

4.  The  birth  rate  (although  small)  of  ado- 
lescents under  14  did  not  decline  from  1970 
to  1984  but  has  increased  since  1980. 

5.  Births  to  adolescents  aged  15  to  19 
continued  to  decrease  until  1984,  then  rose 
slightly.  This  is  due  to  the  decrease  in  the 
adolescent  population,  increased  use  of  con- 
traceptives, and  an  increase  in  the  number  of 
abortions. 

We  must  be  concerned  with  more  than  the 
statistics  — adolescents  do  not  receive  pre- 
natal care  early  in  pregnancy,  and  many  times 
this  results  in  pregnancy  complications  and 
low-birth-weight  babies.  Only  half  of  the 
teenage  girls  who  give  birth  before  age  18 
complete  high  school.  The  economic  impact  is 
also  great  — in  1 986,  $1  7.93  billion  in  public 
programs  went  to  families  in  which  the 
woman  had  first  given  birth  as  a teenager 
(Facts  from  the  ACOC  Adolescent  Pregnancy 
Fact  Sheet). 

Auxilians  in  Nebraska  have  been  asked  to 
contact  television  stations  in  their  area  and 
urge  them  to  use  this  PSA  prepared  by  the  two 
medical  specialties.  Nebraska  television  sta- 
tions receiving  the  announcements  are  in 
Kimball,  North  Platte,  Scottsbluft,  Hastings, 
and  WOWT  in  Omaha.  If  your  are  interested 
in  contacting  these  stations  or  having  a copy 
sent  to  a station  not  listed,  please  contact  me. 

Shirley  Johnson 
(402)  489-9875 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

EMERGENCY  MEDICINE  REVI EW  — October 
3-8,  1988,  Omaha,  Nebraska 

To  register  and  for  further  information 
contact:  Marge  Adey  or  Brenda  Ram,  Center 
for  Continuing  Education,  University  of  Nebr- 
aska Medical  Center,  42nd  and  Dewey  Avenue, 
Omaha,  Nebraska  68105.  Telephone  (402) 
559-4152. 


UNIVERSITY  OF  NEBRASKA 
UPCOMING  MEETINGS 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Oct- 
ober 27-28,  1988,  Omaha,  Nebraska.  17.0 
Hours  AMA  Catagory  I.  17.0  Prescribed 
Hours  AAFP.  17.0  Hours  ACEP  Catagory  I. 
Registration  Fee:  $495.00. 

For  further  information,  contact  Cindy  S. 
Hanssen,  University  of  Nebraska  Medical 
Center,  Center  for  Continuing  Education, 
42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Phone  (402)  559-4152.  In  Nebraska, 
call:  800-228-1095.  All  other  states,  call:  800- 
228-9630. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION  — 

ALUMNI  ROUNDUP  AND  RECEPTION  IN 
OMAHA  — Friday,  November  4,  1988,  6:00- 
7:30  p.m.,  The  Omaha  Club,  2002  Douglas 
Street;  in  conjunction  with  the  Omaha  Mid- 
West  Clinical  Society  Postgraduate  Assembly. 
Hors  d'  oeuvres  and  Cash  Bar.  All  alumni, 
spouses,  faculty,  students,  and  friends  are 
cordially  invited.  Class  reunions  will  be  held 
in  Omaha  in  early  November  for  classes 
ending  in  "3"  and  ''8''. 


CREIGHTON  UNIVERSITY 

CONTROVERSIES  AND  CLINICAL  MANAGE- 
MENT IN  HIGH  RISK  OBSTETRICS  — 
October  13-15,  1988,  The  Four  Seasons 
Hotel,  Vancouver,  B.C.  Program  Directors: 
Washington  C.  Hill,  M.D.,  Creighton  Univer- 
sity and  Frank  A.  Manning,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics 
and  Gynecology,  University  of  Manitoba 
Faculty  of  Medicine.  Hours:  17  Category  1 
Fee:  $360.00  if  postmarked  by  September 
15,  otherwise  $385.00 

A DAY  WITH  THE  PERINATOLOGISTS  — 
October  21-22,  1988,  Marriott  Hotel,  Omaha. 
Program  Director:  Washington  C.  Hill,  M.D. 
Hours:  14  Cat.  1 AMA,  14  Prescribed  AAFP, 
14  Cognates  Formal  Learning  ACOC,  Nurses 
approval  in  process.  Fee:  $175.00  if  post- 
marked by  September  1 otherwise  $200.00. 

NITROUS  OXIDE  — A CLI N ICAL  APPROACH 
FOR  PHYSICIANS  AND  DENTISTS  — Nov- 
ember 4,  1 988,  School  of  Dentistry,  Creighton 
University.  Faculty:  Mel  M.  Tekavec,  D.D.S., 
MACD  Hours:  8 Category  1 AMA,  dentists 
credit.  Enrollment  is  limited.  7.5.  hours.  Fee: 
$125.00. 

EPILEPSY:  TODAY'S  UNDERSTANDING  — 
November  10,  1988,  AMI-Saint  Joseph 
Hospital,  Room  671  2.  Joint  Sponsors:  Creigh- 
ton University  School  Of  Medicine  - Division 
of  Continuing  Medical  Education,  AMI-Saint 
Joseph  Hospital  and  Epilepsy  Association  of 
Nebraska.  Hours:  Category  1 AMA  5 hours; 
Nurses  (NE  6.5CH;  IA  6CH).  Fee:  Physicians 
$50;  Nurses  $35. 

RECENT  DEVELOPMENTS  IN  INFECTIOUS 
DISEASES  — A 3-day  Session  can  be 
selected  November  22,  1988— March  31, 
1989  Barbados,  Caribbean;  Ixtapa,  Mexico. 
Course  Director:  W.  Eugene  Sanders,  Jr., 
M.D.,  Creighton  University  School  of  Med- 
icine, Department  of  Microbiology.  Hours: 
Category  1 AMA — Up  to  24. 
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ESOPHAGEAL  DISORDERS  PATHOPHY- 
SIOLOGY AND  TREATMENT  — January  26- 
sity  School  of  Medicine,  Department  of 
Surgery.  Hours:  Category  1 AMA — Up  to  24. 
Fee:  $500. 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  Upon  Request.  Program  Director: 
Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 

For  further  information  or  to  register , contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-2633  or  402-280-1830. 


DEPARTMENT  OF  SURGERY 
VISITING  PROFESSOR  SCHEDULE  1988 

OCTOBER  14-15,  1988  — Stanley  Dudrick, 
M.D.,  Professor  of  Surgery,  University  of 
Texas  at  Houston,  Director,  Dudrick  Institute 
for  Nutritional  Research.  (Nutrition) 

NOVEMBER  18-19,  1988  — William  Pierce, 
M.D.,  Professor  of  Surgery,  Chief,  Division  of 
Artificial  Organs,  The  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania  State 
University  (Mechanical  Hearts). 

DECEMBER  9-10,  1988  — Jose  Boix-Ochoa, 
M.D.,  Professor,  Department  of  Pediatric 
Surgery,  Clinica  Infatile  “Vail  d'Hebron", 
Barcelona,  Spain  (Pediatric  Surgical  Problems). 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 3,  4,  and  5,  1988  (Thursday,  Friday  & 
Saturday),  The  Red  Lion  Inn,  Omaha. 

For  further  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid-West 
Clinical  Society,  7363  F’acific  Street,  #205-8, 
Omaha,  Nebraska  68114. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

SECOND  ANNUAL  CENTER  ON  AGING 
POSTGRADUATE  SYMPOSIUM  SKELETAL 
INTEGRITY  IN  THE  ELDERLY—  October  1 3 
and  14,  1988.  Sponsored  by  the  University 
of  Kansas  Medical  Center.  Doubletree  at 
Corporate  Woods,  Overland  Park,  Kansas. 
Fee:  TBA.  Credit:  CNE  - 10  hours,  AMA 
Category  1 - 9.5.  Credit  Hours,  AAFP 
Prescribed  - 9.75  Prescribed  Hours,  PT  - 
TBA,  OT  - TBA. 

For  further  information  contact:  David  S. 
Baldwin,  M.P.A.,  University  of  Kansas  Medical 
Center  Office  of  Continuing  Education,  39th 
and  Rainbow  Blvd.  Kansas  City,  Kansas  66103, 
or  call  (913)  588-4488. 


LANCASTER  COUNTY 
MEDICAL  SOCIETY 

CLINICAL  APPLICATIONS  OF  LASERTHERAPY 
AND  CLINICAL  UPDATES  — 7 hours  AMA 
Category  1.  Fee:  $65.00.  For  more  informa- 
tion call  (402)  474-2405. 


UPCOMING  MEETINGS 

SEVENTH  ANNUALCANCER  SYMPOSIUM  — 
October  27,  1988,  Heartland  Hospital 
West,  St.  Joseph,  MO.  Contact:  William 
Russell,  Heartland  Cancer  Treatment  Center, 
901  Robidoux,  St.  Joseph,  MO  64501  or  call 
(816)  271-7520. 


DISTRICT  VI  AAP  PERINATAL  MEETING  “IN- 
TRODUCING NEWBORNS  TO  THE  GOOD 
LIFE"  — November  1 1-12,  1988,  Marriott 
Hotel,  Omaha,  Nebraska.  Contact  Charlotte 
Hawthorne,  Nebraska  Chapter  American 
Academy  of  Pediatrics  Administrator. 
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AMA  NEWS  NOTES 


Rep.  Edolphus  Towns  (D,  N.Y.)  has  become 
another  co-sponsor  of  HR  4455,  the  AMA's 
bill  to  reform  the  Medicare  program.  The  bill 
now  has  five  co-sponsors,  three  Republicans 
and  two  Democrats. 

Introduced  in  May,  the  bill  is  sponsored  by 
Rep.  Charles  Rose  (D,  N.C.).  It  evolved  from 
an  extensive  AMA  study  of  ways  to  improve 
the  Medicare  program  and  would  assure  the 
future  financial  viability  of  Medicare.  The  bill 
would  enable  Medicare  beneficiaries  to  use 
vouchers  to  purchase  qualified  health  insur- 
ance coverage  of  their  choice  from  competing 
companies. 

* * * 

Due-Process  protections  that  have  been 
accorded  physicians  under  the  May,  1987, 
AMA-HCFA  sanction  agreement  have  sub- 
stantially reduced  physician  frustrations  by 
assuring  fairness,  the  AMA  told  the  Health 
Care  Financing  Administration  in  response  to 
a letter  seeking  the  Association's  views  on 
whether  the  new  approach  is  working  satis- 
factorily. 

The  AMA  last  year  brought  suit  against  the 
Health  and  Human  Services  secretary  to 
compel  all  peer  review  organizations  to 
initiate  the  due  process  protections  and  played 
an  instrumental  role  in  bringing  about  a 
subsequent  multiple-party  agreement  that 
satisfied  that  objective.  Other  participants  in 
that  agreement  were  HCFA,  the  HHS  inspector 
general,  and  the  American  Assn,  of  Retired 
Persons. 

In  a letter  to  HCFA,  James  H.  Sammons, 
M.D.,  AMA  executive  vice  president,  said 
compliance  with  that  agreement  "strikes  a 
better  balance  between  ensuring  procedural 
fairness  for  physicians  and  safeguarding  the 
quality  of  care  for  Medicare  beneficiaries." 

The  AMA  has  consistently  emphasized  the 
overriding  merits  of  educational  approaches 
to  quality  intervention  rather  than  punitive 
sanction-oriented  approaches. 

The  AMA's  letter  noted  that  it  was  evident 
that  PROs  have  been  much  more  creative  and 
flexible  in  devising  quality-intervention  and 
action  plans  that  are  intended  to  help  correct 
aberrant  quality  patterns  rather  than  punish 
physicians  through  the  sanction  process.  There 
has  been  a reduction  in  the  number  of 


sanctions  issued  and  a corresponding  increase 
in  the  number  of  corrective  qualify  interven- 
tions, Dr.  Sammons  said.  This,  he  said,  clearly 
indicates  that  PROs  are  carrying  out  the 
important  step  of  working  to  rehabilitate 
physicians  under  focused  review  rather  than 
immediately  subjecting  them  to  a sanction 
hearing  that  could  jeopardize  their  medical 
careers. 

* * * 


A new  AMA  report  recommending  that 
Medicaid  be  expanded  to  provide  acute  care 
coverage  for  all  individuals  below  the  poverty 
level  has  been  forwarded  to  the  Health  Care 
Financing  Administration. 

The  Board  of  Trustees  report,  approved  at 
the  recent  Annual  Meeting,  emphasizes  that 
there  are  about  20  million  people  with  below 
poverty  level  incomes  who  currently  are  not 
covered  by  Medicaid  because  they  do  not 
meet  categorical  or  income-eligibility  require- 
ments. It  also  notes  that  another  7 million 
people  who  are  in  poverty  for  part  of  the  year 
are  not  now  covered. 

If  the  AMA's  recommendations  are  carried 
out  by  Congress,  the  number  of  Americans 
eligible  for  Medicaid  acutecare  benefits  would 
increase  from  a projected  19  million  this  year 
to  a projected  46  million. 

The  report  was  based  on  recommendations 
made  by  the  Health  Policy  Agenda  (HPA)  at 
the  AMA's  1 987  Annual  Meeting.  The  HPA  is  a 
broadbased  group,  composed  of  172  organi- 
zations who  have  collaborated  in  fashioning  a 
consensus  in  formulating  long  and  short-term 
health  policies.  The  AMA  served  as  a catalyst 
in  its  formation. 

The  report  recognized  that  the  societal 
costs  of  meeting  these  needs  would  be  large, 
but  noted  that  the  cost  of  leaving  the  problem 
unresolved  is  large  now  and  will  become  even 
larger.  The  Board  of  Trustees  has  been 
directed  by  the  House  of  Delegates  to 
establish  a high-level  task  force  to  address  the 
problem  of  indigent  care,  possibly  through  a 
broad-based  coalition  of  groups  and  private 
funding  sources. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  U.S.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


Mi  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling-Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.#/ 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae  and 
Streptococcus  pyogenes  (group  A (3-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  ID  PENICILLN- 
SENSITIVE  RATlENTS  PENICILLNS  AND  CEPHALOSPORHS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSI&E  REACTIONS  WCWDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mothers  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  m adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosmophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehlmg's 

solution  and  Climtest8  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly)  lowrai 

Additional  information  available  from  PV  2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


© 1988  ELI  LILLY  AND  COMPANY  CR-5014-B-849345 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswvk,  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen.  Executive  Director 
3624  Famam  St..  Omaha  68131 
.American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

-Jane  Hoffart,  Client  Services  Rep. 

2700  N.  27th  St..  Lincoln  68521 

Creighton  University  School  of  Medicine 

Richard  O'Brien,  M.D..  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston.  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St.,  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508  « 

MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder,  M.D..  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  IA  51501 
Nebraska  .Allergy  Society 

Russell  J.  Hopp.  D.O..  President  , 

Dept.  Pediatrics,  Creighton  Univ.,  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Paul  J.  Bender.  M.D..  President 

Suite  1.  Professional  Plaza.  6801  N.  72nd  St.,  Omaha  68122 

Nebraska  Association  of  Pathologists 

James  Linder.  M.D..  President 

Dept,  of  Pathology  - UNMC,  42nd  & Dewey.  Omaha  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 

Paul  M.  Paulman,  M.D..  Secretary-Treasurer 
Phyllis  G.  Hansen,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha  68154 

Nebraska  Chapter  - American  Academy  of  Physician  Assistants 

Joe  E.  Jeter,  PA-C.  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 

Thomas  Tonniges.  M.D..  President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas,  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Richard  L.  Keller.  M.D.,  President 
9641  No.  29th,  Omaha  68112 
Nebiaska  Chapter  - American  College  of  Physicians 

Robert  R.  Recker,  M.D..  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine.  601  N.  30th  St.,  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 

Louis  J.  Gogela,  M.D..  Past  President 
2221  South  17th  St.,  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D  . Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr.,  #302,  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M.S  . R.D.,  President 
3347  S.  126th  Ave.,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Ste.  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Priscilla  Allen,  R.N.,  President 
3800  N.  6th,  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FisrTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711.  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D.,  Secretary 
6920  Van  Dorn,  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

Jehangir  B.  Bastani,  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D. 

P.O.  Box  5363,  Lincoln  68505 

Nebraska  Society  of  Anesthesiologists 

Charles  D.  Gregorius,  M.D..  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 

Nebraska  Society  of  Internal  Medicine 

Anthony  J.  Ross,  M.D.  President 
3145  O St.,  Lincoln  68510 

Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Delores  Yosten.  President 
4010  Kav  Ave.,  Grand  Island  68803 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 
502  S.  McCabe,  North  Platte  69101 
Nebraska  Society  for  Respiratory  Therapy 
Marcy  Pearsoll,  RRT,  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M.D  , M.  Ed..  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology'  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ORGANIZATIONS,  NATIONAL  = 

mierican  Academy  of  Family  Physicians 

■i880  Ward  Parkway,  Kansas  City,  MO  64114 

.American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northw'est  Point  Road,  P.0.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

.American  Academy  of  Physician  Assistants 

F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 

Mel  Rubin,  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas.  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 
409-12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
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American  Heart  Association  National  Center 

Mr.  Dudley  Hafner.  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 

Calvin  M.  Oba,  M.D.,  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Malcolm  D.  Jones.  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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SENIOR 

PATIENT 


Introducing  a new  "how  ^publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents”  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum”  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 


Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25C  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

CHIEF  PATHOLOGIST  - STAFF  PATHOLOGIST: 
The  Pathology  Department  of  St.  Joseph  Mercy 
Hospital,  a 312  bed  rural  referral  center  with  a 
200,000  service  area  population,  is  currently 
seeking  a Chief  Pathologist  and  a Staff  Patholo- 
gist to  join  the  Pathology  Department.  The 
hospital  performs  over  6,500  surgical  procedures 
annually  and  has  an  extensive  medical  staff  of 
over  160  physicians  representing  a broad  range 
of  specialties.  Qualified  candidate  must  be 
AP/CP  certified  or  eligible.  Area  offers  superb 
quality  of  life  with  the  availability  of  recreational 
and  cultural  activities.  This  is  an  excellent 
opportunity  with  a competitive  salary.  Interested 
applicants  send  C.V.  to:  Dr.  George  Joyce,  M.D., 
Chief  - Department  of  Pathology,  St.  Joseph 
Mercy  Hospital,  84  Beaumont  Drive,  Mason 
City,  Iowa  50401. 

WANTED:  Anesthesiology,  Dermatology,  Family 
Medicine,  General  Surgery,  Internal  Medicine, 
Orthopedics,  Otolaryngology,  OB/GYN,  Pediatrics, 
Psychiatry.  ALRMG  is  a 37  MD  non-HMO  clinic 
in  beautiful  Albert  Lea,  MN.  These  positions  are 
created  by  retirements  and  development  of  new 
departments.  The  hospital  and  clinic  are  modern, 
progressive,  established  and  the  primary  health 
care  providers  in  our  service  area.  Excellent 
educational  and  cultural  opportunities.  Com- 
petitive income,  excellent  benefits,  early  share- 
holder status  with  first  year  salary  guarantee 
with  incentive  options.  Send  CV  to  Administrator, 
ALRMG,  1602  Fountain  Street,  Albert  Lea,  MN 
56007-1642  or  call  (507)  373-8251  for  further 
information. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  an  immediate  need  for  physicians 
to  staff  a primary  care  clinic  located  in  Omaha, 
Nebraska.  Other  immediate  openings  include: 
Charleston,  SC,  Fayetteville,  NC,  Tucson,  AZ, 
Virginia  Beach,  VA,  Northern  Virginia,  San  Diego, 
Riverside,  Oceanside,  Oakland,  and  Long  Beach, 
CA,  Columbus  and  Savannah,  GA  Other  potential 
locations  include  Jacksonville,  FL,  and  Jackson- 
ville, NC.  Qualifications  are:  BC/BE,  approp. 
state  licensure,  and  a min.  1 year  exp.  Our 
company  offers  an  outstanding  incentive  pay 
plan  and  provides  paid  malpractice  insurance,  a 
pleasant  work  environment  free  form  on-call 
coverage,  and  flexible  scheduling  arrangements. 
If  interested  and  qualified,  please  call  or  send 
C.V.  to  Leigh  Robbins,  PHP  Healthcare  Corp., 
125  Belle  Forest  Circle,  Suite  200,  Nashville,  TN 
37221,  615/662-1310. 

WANTED:  EMERGENCY  PHYSICIANS.  Full 
and  Part  time  positions.  Level  II  Emergency 
Room  with  13,000  annual  volume.  Previous 
experience  or  commensurate  training  preferred. 
ACLS,  ATLS  required.  Independent  Contractor 
Status.  Malpractice  paid.  Contact  Emergency 
Services  and  Management,  C.A.  Lindquist,  M.D., 
Rt.  #1,  Fort  Dodge,  IA  50501.  (515)  995-6136. 

WANTED:  Seeking  a surgeon,  ABTS  certified/ 
eligible  to  join  a busy  practice  of  cardiovascular 
surgery,  preferably  with  Pediatric,  Transplantation, 
and  Surgical  Electrophysiology  experience. 
Recently  out  of  residency  training.  Send  CV  to: 
Kansas  Heart  Institute,  823  Mulvane,  Suite  380, 
Topeka,  Kansas  66606  or  call  (91  3)  233-1690. 


YOUR  OWN  FAMILY  PRACTICE:  Rushville, 
Nebraska  a small  rural  community  in  western 
Nebraska  is  seeking  a family  physician.  At  this 
time  we  are  without  a physician.  Clinic  facilities 
would  be  provided.  Salary  guarantee  possibly 
negotiable.  In  our  community  we  have  a 44  bed 
ICF  facility  and  a physicians  office.  We  also  have 
a good  ambulance  crew  to  transfer  patients  to 
nearby  town.  For  more  information  contact 
Barbara  Dreyer,  Box  1 29,  Rushville,  N E 69360  or 
call  308-327-2248. 
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i moderate  depression  and  anxiety 

I 74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose* 1 

^ First- week  improvement  in  somatic  symptoms1 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 

UmbitrolDS 


_ SoBst'M'O^P0fm'&i'W0 

as  \Writtsn 

oeoef-cany  unless t*e  pnys-oa" 
a*wr'ne" 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


! rences:  1.  Data  on  file,  Hoffmann-La  Roche  lnc„  Nutley,  N).  2.  Feighner  VP, 
Psychopharmacology  61 .217 -225,  Mar  22, 1979. 


I bitrol*® 

I quilizer— Antidepressant 

! >re  prescribing,  please  consult  complete  product  information,  a summary  of  which 
! >WS: 

I vindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
i omitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
I lously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
| « following  myocardial  infarction. 

I nings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
I a.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
t ular  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
I xtion  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
I mts  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
I irdous  occupations  requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy, 
idrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
I s (see  Drug  Abuse  and  Dependence) . 

I cautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 

\ e on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ition  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
ction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
k action  ofguanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
d concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
Diving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 

I ' of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
itive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
i ential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
I nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
age  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
isult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness. bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic.-  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine.-  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tbblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First- week  reduction  in  somatic  symptoms1 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  SymptoJ 
During  First  Week  of  Limbitrol  Therapy* 


Iimbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  XL- 

UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vjf. 


V \ <REDUCED> 

L-J  r— n ^keducedV  ^ 60J 


reduced): 


V REDUCED^  \ 72 % 

90%  86% 


VOMUING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATlI 
♦Patients  often  presented  with  more  than  one  somatic  sympti 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae.  and 
Streptococcus  pyogenes  (group  A 3-hemolytic  streptococci! 
Contraindication:  Known  allergy  to  cephalosponns 
Warnings:  ceclor  should  BE  administered  cautiously  to  penicilun- 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 

organisms. 

• Pos  live  direct  Coombs'  tests  have  been  reported  during  treatment 

with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy 
iactation.  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosmophilia.  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children] 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs  test 

• False-positive  tests  for  urinary  glucose  with  Benedicts  or  Fehlmgs 

solution  and  Clmitest*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip.  Lilly!  losioe&i 

Additional  information  available  from  PV  235'  AMP 

Eh  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D  ..  Neurological  Surgery  222  1 So.  17th  St.. 
Suite  '110.  Lincoln.  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  S . x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author  s surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliat  ion  of  each  aut  hor.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summan  for  article:  all  major  scientific  articles  should  be  accompanied  b\ 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  thev  appear  in  the  article 
and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors’  names  and  initials,  title  of  article,  abbreviated  name  <>( 
Journal  (as  listed  in  Index  Medicus).  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8 j x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company, 
Inc..  P.O.  Box  278.  Norfolk.  Nebraska  68701 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medical  Bills. 


And  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
anotherinone  large  practice, itfoundthousandsofdollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
ora  claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
ticesfrom  coast  tocoast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 

[please  tell  me  how  Medic  Computer  Systems  can  help  my  practice-] 

Name . 

I Address | 

City State Zip 

j Phone  ( ) Number  of  physicians  in  practice | 

I Specialty I 

Medic  Computer  Systems 

8601  Six  Forks  Rd..  Suite  300.  Raleigh  NC  27615  1 1 /88NE  | 

medic 

computer  systems 


8601  Six  Forks  Rd.,  Suite  300.  Raleigh.  NC  27615, 919-347-8102.lri  NC  Call:  1-800-877-56 78.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  S an  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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AMA  NEWS  NOTES 

In  its  latest  move  to  stimulate  support  for 
the  measure  "The  AIDS  Federal  Policy  Act," 
the  AMA  sent  a letter  to  all  members  of  the 
House  urging  them  to  vote  for  the  bill. 

"We  believe  that  this  legislation  strikes  the 
proper  blance  among  many  competing  view- 
points and  should  be  adopted  without  any 
disabling  amendments,"  the  AMA  said.  "For 
example,  several  proposed  amendments  . . . 
would  interfere  with  the  flexibility  which  local 
public  health  officials  need  to  engage  in 
appropriate  AIDS-related  programs.  Specific- 
ally, the  AMA  opposes  mandatory  human 
immunodeficiency  virus  testing  of  low-pre- 
valance populations  such  as  marriage  license 
applicants  and  hospital  patients." 

The  AMA  also  expressed  its  opposition  to 
any  amendment  that  would  deprive  local 
public  health  officials  of  the  authority  to 
decide  what,  if  any,  HIV  reporting  or  contact- 
tracing efforts  are  appropriate.  It  pointed  out 
that  mandatory  reporting  may  even  discourage 
high-risk  individuals  from  coming  forward  for 
testing  and  counseling. 

This  summer  the  AMA  sent  every  member 
of  Congress  a copy  of  its  latest  report  on  AIDS, 
"Progress  on  the  Prevention  and  Control  of 
AIDS,"  to  enhance  their  understanding  of  the 
AIDS  problem  and  the  AMA's  recommendations. 

* * * 

Federal  action  is  needed  to  attract  health 
professionals  to  rural  areas  where  they  are 
needed  and  to  retain  them,  the  AMA  has 
advised  the  Senate  Special  Committee  on 
Aging,  which  is  addressing  the  problem  of 
shortages  of  health  personnel  in  rural  areas. 

Motivating  more  physicians  to  establish 
practice  in  rural  settings  will  require  two 
important  steps:  equitable  reimbursement 
practices  under  federal  health  programs  and 
also  incentives,  the  AMA  said  in  a letter  to  Sen. 
John  Melcher  (D,  Mont.),  chairman  of  the 
Special  Committee  on  Aging.  There  have  been 
growing  concerns  that  payment  rates  under 
federal  programs  unfairly  discriminate  against 
rural  physicians,  it  noted. 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxm,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigemcity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  dunng  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  tnals  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  expenence  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  dunng  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  C’s  on  the  other.  Issued  1/87 


The  AMA  recommended  that  geographic 
variations  in  the  payment  rate  under  Medicare 
Part  B be  carefully  scrutinized  on  an  ongoing 

(continued  on  page  11 -A) 


Reference: 

1 . Eliakim  R Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987;9(4)  395-399 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 


prone  to  duodenal  ulcers.1  For  those  NSAID 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate: ^ therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Unique,  nonsystemic 


ARAFATE 

'sucralfate/Marion 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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EXTEND 

YOUR 

PRACTICE. 

If  you’re  looking  to  extend  your 
practice,  and  your  career,  look  intoAr 
Reserve  medicine. 

We’ll  give  you  the  opportunity  t 
practice  in  a variety  of  challenging 
fields— teaching,  research,  patient  cai 
even  field  work. 

We’ll  also  give  you  the  kind  of  fl 
ibility  you  can’t  always  have  in  civilit 
hospitals,  such  as  the  chance  to  pract 
a new  specialty,  or  to  broaden  your 
experience  in  your  current  one. 

Since  we  know  how  busy  you  art 
we’ll  also  be  flexible  about  the  hours  \ 
work.  You  can  join  a local  medical  un 
and  normally  serve  sixteen  hours  eve 
month  plus  fourteen  days  of  active 
duty  during  the  year. 

Army  Reserve  medicine  is  more 
than  a chance  to  broaden  your  practi 
It’s  a chance  to  broaden  your  horizom 

If  you  would  like  more  informati 
about  specific  programs,  call  toll-free 
1-800-USA-ARMY. 

ARMY  RESERVE 
MEDICINE. 

BE  ALL  YOU  CAN  BE. 


AMA  NEWS  NOTES 

The  AMA  supported  the  "Brady  amendment," 
recently  rejected  by  the  House  of  Representa- 
tives, which  would  have  required  a seven-day 
waiting  period  for  handgun  purchases  while  a 
police  check  was  made.  The  Association  sent 
a letter  to  25  members  of  the  House  asking 
them  to  support  the  amendment. 

"Physicians  have  a deep  concern  over  the 
number  of  tragic  fatalities  and  injuries  that 
result  from  the  easy  availability  of  handguns 
and  other  firearms  in  our  society,"  the  letter 
stated.  "While  a national  waiting  period  for 
handgun  transfers  may  not  be  the  entire 
answer  to  the  problem,  it  is  a good  start  in 
trying  to  limit  the  firearm-related  pain  and 
suffering  that  physicians  too  often  see  in 
emergency  rooms  across  the  country." 


FAMILY  PRACTITIONER  WANTED 
YANKTON.  SOUTH  DAKOTA 

Practice,  teach  in  spacious,  pleasant  northern  plains  area  of 
Southeast  South  Dakota,  with  many  lakes,  rivers,  other 
outdoor  activities,  sports.  Family  Practitioner  BE/BC  is  needed 
to  provide  care  and  treatment  at  South  Dakota  Human 
Services  Center.  Position  includes  a hospital  guarantee  of 
75%  salary  and  a 25%  private  practice  opportunity.  We  are  an 
acute  and  long-term  inpatient,  420-bed  psychiatric  hospital 
with  a variety  of  specialized  programs  and  serve  the  entire 
state.  Employees  number  620.  The  hospital  is  a treatment 
program  oriented,  multidiscipline  setting.  Teaching  affiliation  is 
with  the  University  of  South  Dakota  School  of  Medicine  with 
opportunities  for  eligible  staff  to  pursue  academic  interests. 
Excellent  secondary  and  inter-state  highway  connections 
allow  for  reasonable  access  to  larger  metropolitan  areas  such 
as  Sioux  Falls,  South  Dakota,  Sioux  City,  Iowa  and  Omaha, 
Nebraska. 

If  your  experience  and  interests  match  our  needs,  write  or 
phone: 

JOHN  A.  HENDERSON.  CMHA,  ADMINISTRATOR 
OR 

DAVID  A SMITH.  M.D.,  CHIEF  OF  MEDICINE 
SOUTH  DAKOTA  HUMAN  SERVICES  CENTER 
P.0.  SOX  76 

YANKTON.  SOUTH  DAKOTA  57078-0076 
PHONE:  (605|  668-3103 

AN  EQUAL  OPPORTUNITY  EMPLOYER 
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Cuming,  Dakota,  Dixon,  Knox.  Madison, 
Pierce,  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D.,  Seward.  Counties:  Butler, 
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Tenth  District:  Councilor  Charles  F.  Damico. 
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NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-  Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Toffprson 

Keith-t'enuns-Chase  .... 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Bruce  Sheffield,  Hastings Jerry  Seiler,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson,  Alliance 

John  Schulte,  Kearney Gerry  Jensen,  Kearney 

Mark  Carlson,  David  City Jack  Kaufmann,  David  City 
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Alan  Langvardt,  Beatrice Louis  J.  Gogela,  Jr.,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

G.  D.  Penner,  Aurora Burt  L.  Thomsen,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier.  Grant 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

D.  R.  Dyke,  Lincoln M.  A.  Breiner,  Lincoln 

Byron  Barksdale,  North  Platte Janet  Bernard- Stevens,  North  Platte 

Otto  Wullschleger,  Norfolk C.  Robert  Adams,  Norfolk 

Richard  B.  Svehla,  Omaha F.  F.  Paustian,  Omaha 

Robert  Benthack,  Wayne C.  Robert  Adams,  Norfolk 

Joel  Hutchins,  Gordon R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City. . Paul  R.  Madison.  Nebraska  City 

Arthur  Liebentritt,  Columbus Dwignt  Rickard.  Columbus 

Robert  E.  Tuma,  Crete 

Barbara  Heywood,  Papillion Roy  Holeyfield.  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen.  Jr.,  Wahoo 

J.  C.  Williams.  Scottsbluff R.  Scott  Anderson,  Scottsbluff 

Roger  A.  Jacobs,  Seward Richard  M.  Pitsch.  Seward 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A.  Allerheiligen,  McCook E C.  Beyer,  McCook 

H.  Neal  Sievers,  Blair K.  C.  Bagby,  Blair 

Darroll  Loschen,  York 
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Introducing  a new' how  to  "publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 
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EDITORIAL 


Donkeys  and  Elephants 

BENJAMIN  R.  GELBER,  M.D. 


By  the  time  this  is  published,  the  Presidential 
election  will  be  over.  However,  as  I write  this, 
there  are  still  three  weeks  to  go. 

Medicine  is  under  pressure  from  both  the 
Republican  and  the  Democratic  sides  of  the 
aisle.  The  present  administration  has  given  us 
DRC's,  fee  freezes,  MAACs,  and  a relative 
value  study.  A Bush  administration  will  give  us 
more  of  the  same. 

In  Massachusetts,  Governor  Dukakis  has 
signed  legislation  preventing  balance  billing 
and  on  Blue  Cross  and  Blue  Shield  patients, 
the  physicians  must  accept  Medicare's  assign- 
ment as  a condition  of  licensure. 

On  the  other  hand,  the  Reagan- Bush  Re- 
publicans have  been  in  favor  of  deregulation 
of  businesses,  and  have  tried  to  shrink  the  role 
of  government  in  the  lives  of  citizens.  Most 
physicians  embrace  this.  Governor  Dukakis 
has  proposed  a program  requiring  employers 
to  provide  health  insurance  for  their  employ- 
ees. Although  this  represents  government 
regulation  and  even  interference  with  private 
enterprise  or  with  private  entrepreneurship,  it 
does  increase  the  amount  of  money  available 
for  health  care.  The  effect  would  be  similar  to 
the  effect  Medicare  had  in  1965.  We  would 
be  paid  for  seeing  patients  and  providing 
services  which  we  now  do  for  free.  We  get 
greater  freedom  under  the  Republicans,  but 
we  get  more  money  under  the  Democrats. 

Regardless  of  who  wins,  the  government 
will  remain  a major  payor  for  health  care 
services.  The  Harvard  Relative  Value  Study 
may  change  the  way  physicians  are  reimbursed. 
The  study  is  a response  to  the  claim  that  some 
surgical  procedures  are  overvalued,  and  many 


non-procedural  services  are  undervalued.  This 
came  about  because  of  the  growth  of  health 
insurance  in  the  earlier  part  of  this  century. 
People  bought  insurance  to  protect  them- 
selves against  high  medical  costs.  Fifty  years 
ago,  those  high  costs  occurred  when  patients 
went  to  the  hospital  for  surgical  procedures. 
Medical  procedures,  often  done  in  physicians' 
offices,  were  considerably  less  expensive.  The 
insurance  brought  money  to  hospitals  and  to 
surgeons.  As  our  medical  technology  became 
increasingly  complex,  and  more  care  moved 
to  the  hospital,  the  insurance  funding  followed. 
However,  many  primary  care  services  have 
gotten  left  behind,  especially  pediatrics  and 
internal  medicine. 

Since  the  federal  government  is  a major 
payor,  they  should  pay  what  they  want,  but 
allow  physicians  to  balance  bill.  This  would 
allow  the  government  to  set  the  floor  for 
medical  costs,  but  also  allow  the  free  market 
to  function.  But  this  has  political  risk. 

Congress  tries  to  protect  the  elderly  against 
out  of  pocket  costs,  rather  than  making  it  clear 
that  coverage  is  incomplete.  I would  prefer  to 
see  the  government  establish  a fee  schedule 
and  then  firmly  adhere  to  it.  There  will  be 
those  Medicare  patients  who  will  be  able  to 
afford  the  medical  care  of  their  choice  and 
pay  the  difference.  There  will  be  those  elderly 
who  will  need  to  go  to  physicians  who  accept 
Medicare  assignment.  There  may  be  those 
physicians  who  take  individual  financial  status 
into  account.  This  will  preserve  the  free 
market  system,  the  financial  autonomy  of  the 
physician,  and  help  Medicare  keep  its  costs 
under  control. 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

I submit  the  following  letter  which  I have 
written  to  Dan  Snodgrass,  a Pharmacist  at  the 
Nebraska  Department  of  Social  Services,  for 
the  information  of  your  readers. 

Dear  Mr.  Snodgrass: 

I recently  was  made  aware  of  your  directive 
dated  July  1,  1988  that  directs  the  Nebraska 
Department  of  Social  Services  to  evidently 
pay  for  in  this  case  generic  anti-convulsants 
such  as  Tegretol  rather  than  the  brand  name 
anti-convulsant,  e.g.  Tegretol  unless  prior 
authorizations  for  the  brand  name  products  is 
obtained  by  the  physician.  Further  you  state 
that  the  physician  must  first  complete  the 
form  MC-6  (Physician's  Certification  Form)  to 
certify  that  the  brand  name  is  medically 
necessary  and  its  generic  equivalent  un- 
acceptable. 

I am  somewhat  uncomfortable  with  these 
decisions  for  the  following  reasons: 

1 . Not  all  physicians  know  of  this  decision 
to  substitute  generic  for  brand  name 
medications.  Some  methods  must  be 
undertaken  to  notify  the  physicians 
state  wide  of  this  decision. 

2.  It  is  unclear  as  to  whether  the  physicians 
will  remember,  be  able  to  take  the  time 
from  their  busy  schedules  to  complete 
form  MC-6  (Physician's  Certification 
Form)  to  certify  that  the  product  is 
medically  necessary  and  its  generic 
equivalent  unacceptable  and  then  attach 
this  to  the  initial  drug  claim  form  (MC- 
3). 

3.  Perhaps  more  importantly,  and  here  I 
would  refer  to  Tegretol  (brand  name  vs. 
generic  Carbamazepine,  is  it  in  the 
patient's  best  interest? 

Unfortunately,  generic  Tegretol  (Car- 
bamazepine) is  not  effective  and  simply 
would  not  give  the  patients  the  desired 
seizure  control  and  protection  that  one 
expects  from  Tegretol  (brand  name). 


The  neurologic  literature  is  clear  on  this 
point.  As  you  note,  Tegretol  is  used  to 
treat  partial  complex  seizures. 

Sachdeo  and  Belenduik  described  three 
patients  whose  partial  complex  seizures 
were  well  controlled  on  Tegretol  (brand 
name)  — all  three  patients  had  been 
seizure  free  for  periods  ranging  from 
three  months  — one  year  on  Tegretol 
(brand  name).  Within  five  days  after 
being  switched  to  Carbamazepine 
(generic  Tegretol)  all  three  patients 
experienced  multiple  seizures.  After 
they  were  switched  back  to  Tegretol 
(brand  name)  all  three  patients  became 
seizure  free  for  periods  ranging  from  six 
months  — one  year.  The  authors  note 
that  "in  disorders  where  small  changes 
in  drug  levels  may  have  serious  con- 
sequences, switching  from  a brand  to  a 
generic  product  is  not  always  advisable".1 

Sachedeo  et  al  describe  five  patients 
who's  partial  complex  seizures  had 
been  well  controlled  on  Tegretol  (brand 
name)  who  developed  break  through 
seizures  after  being  switched  to  generic 
Carbamazepine.  Subsequently,  all  five 
patients  after  being  switched  back  to 
Tegretol  (brand  name)  remained  seizure 
free.2 

Koch  and  Allen  describe  a thirty  year 
old  female  with  confirmed  partial  com- 
plex seizures  who  was  well  controlled 
on  Tegretol  (brand  name).  Following 
the  initiation  of  Carbamazepine  there 
was  an  increase  in  seizure  activity  with 
the  serum  blood  level  being  unmeasur- 
able whereas  previously  on  Tegretol 
(brand  name)  the  serum  anti-convulsant 
levels  had  ranged  from  7300  mgs./L 
while  receiving  Tegretol  (brand  name) 
400  mg.  therapy  per  day.3 

It  is  for  the  reasons  above,  particularly 
because  of  our  concern  and  attempts  to  care 
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for  our  patients  with  partial  complex  epilepsy 
that  I would  request  that  Tegretol  medication 
be  used  freely  without  the  hinderance  of 
obtaining  the  filling  out  complex  forms,  that  it 
be  used  as  the  brand  name  Tegretol  rather 
than  as  the  generic  Carbarnazepine.  My  great 
fear  is  that  many  times  neither  the  physician 
nor  the  patient  knows  or  realizes  that  a 
substitution  for  brand  name  Tegretol  has  been 
made  by  the  generic  Carbarnazepine.  In  cases 
such  as  these,  one  wonders  with  whom  the 
responsibility  and  indeed  liability  would  rest  if 
such  a substitution  occured,  break  through 


seizures  developed  and  possible  injury  to  the 
patient  or  others  ensued. 

Sincerely  yours, 

John  F.  Aita,  M.D. 
Omaha,  NE 

1.  Sachdeo  R.C.,  Belendiuk  G.  (1987).  Generic  vs. 
Branded  Carbarnazepine.  Lancet;  1:1432. 

2.  Sachdeo  R.C.,  Chokroverty  S.,  Belendiuk  G. 
(1987).  Risk  of  Switching  from  Brand  Name  To 
Generic  Drugs  in  Seizure  Disorders.  Epilepsia;  28:581. 

3.  Koch  G.,  Allen  J.P.  (1987).  Untoward  Effects  of 
Generic  Carbarnazepine  Therapy.  Archives  of  Neruo- 
logy;  44:378-379. 
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Abstract 

The  failure  to  ration  health-related  tech- 
nology in  the  United  States  in  the  face  of 
continuing  demand  is  creating  competition 
for  health  care  revenues  that  results  in 
increasing  costs.  The  resulting  increases 
create  conditions  where  old  and  new  en- 
trants to  the  market  are  forced  to  deny 
access  to  care  in  order  to  maintain  a 
positive  capital  flow.  These  conditions  are 
detrimental  to  national  Health  Status. 

Keywords 

Health  Status 
Demand 
Access 
Rationing 

COSTS  of  public  and  private 
health  benefit  programs,  con- 
tinue to  rise  despite  claims 

by  Reagan  Administration  officials  to  have 
"broken  the  back  of  health  care  inflation".1 
The  medical  care  price  index,  when  adjusted 
for  inflation,  rises  three  times  faster  than 
the  consumer  price  index.  What  continues 
to  puzzle  economists  is  the  phenomenon 
where  costs  in  a sector  plagued  by  excess 
capacity  continue  to  rise  in  the  face  of 
effective  public  and  private  pressure  to 
decrease  utilization.  It  had  been  assumed 

that  a decline  in  hospital  utilization  would 
lead  to  a drop  in  hospital  costs;  however, 
hospital  care  as  a percent  of  total  national 
health  expenditures  remains  relatively  con- 
stant.2 (Exhibit  A)1 

Three  conditions  presently  affecting  the 
healthcare  sector  help  explain  this  phe- 
nomenon. First  is  the  failure  by  our  society 
to  shape  national  policy  to  ration  scarce 
healthcare  resources,  principally  techno- 
logical resources.  We  cite  technology  as 

the  primary  resource  to  be  rationed  because 
almost  all  other  healthcare  resources 
(human,  capital,  and  physical  assets)  tend 
to  be  technologically  dependent.  There  is, 
in  addition,  a steady  clamor  for  access 


(demand)  by  users  to  the  latest  tech- 
nological procedures.  Technology,  therefore, 
generally  comes  with  a high  price  tag.  This 
demand  for  technology  is  rooted  in  the 
imperative  nature  of  the  demand  for  health 
and  all  health-related  resources.4  This  demand 
by  user  is  independent  of  efforts  to  deny 
utilization  by  buyers  of  health  services. 
Declining  utilization  as  a result  of  buyer 
efforts  and  subsequent  competition  for 
revenues  make  it  increasingly  costly  for 
existing  healthcare  providers  to  maintain 
competitive  levels  of  technology.  The  situa- 
tion is  further  aggravated  by  rapid  and 
dramatic  increases  in  the  development  rate 
of  technology,  and  its  impact  upon  the 
stages  of  the  nosology  of  disease. 

A second  condition  affecting  the  health- 
care sector  is  some  level  of  continued  over- 
utilization of  health  services.  This  helps 
maintain  uneconomical  competitors  in  the 
market  place.  Over-utilization  is  the  cost  for 
maintaining  existing  over-capacity. 

The  third  condition  results  from  the  rise  of 
"entrepreneurs"  in  the  sector  who  have 
created  a new  revenue  stream.  The  en- 
trepreneurs are  pulling  revenue  from  the 


EXHIBIT  A 

Expenditures  For  Hospital  Care  As  A Percent 
Of  Total  National  Health  Expenditure 


Total 

Hospital  Care 

Hospital  Care 

Year 

(bil.  $) 

(bil.  $) 

% of  Total 

1978 

189.7 

76.2 

40.2 

1979 

214.7 

87.0 

40.6 

1980 

248.1 

101.6 

40.9 

1981 

287.0 

1 19.1 

41.5 

1982 

323.6 

135.2 

41.8 

1983 

357.2 

146.8 

41.1 

1984 

390.2 

155.8 

39.9 

1985 

425.0 

166.7 

39.2 

"Reprints:  V.  William  Meyers.  M.D..  1870 

Omaha,  Nebraska  68124. 

South  75th  Street, 
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traditional  health  service  providers:  hospitals 
and  physicians.  As  traditional  providers 
experience  increasing  pressure  from  com- 
petitive forces,  they  are  faced  with  a need 
to  justify  over-capacity  in  the  face  of 
shrinking  demand.  They  are  forced  to 
support  existing  over-built  economic  and 
material  structures.  The  most  uneconomical 
of  these  traditional  arrangements  will  survive 
under  present  conditions  until  over-utiliza- 
tion is  eliminated. 

From  Cottage  Industry  to  Competition 

Healthcare,  prior  to  1965,  was  effectively 
a cottage  industry,  with  physicians  acting 
as  the  market  distribution  channel,  hospitals 
as  producers,  and  insurance  companies  as 
the  group  payers  for  health  services.  These 
three  players  formed  the  first  three  system 
revenue  streams.  Both  professionals  and 
hospitals  were  interdependent  but  had 
such  a low  synergy  that  they  functioned 
almost  independently.  Inefficiencies  de- 
veloped within  the  system  due  to  the  lack 
of  incentives  to  find  common  economies 
while  implementing  technological  changes.5 
Health-related  technology  has  since  1900 
exploded  with  two  effects;  dramatic  advances 
in  the  medical  potential  to  treat  individual 
degenerative  diseases  and  newly  created 
demand  pressures  resulting  from  each 
innovation. 

Our  research  indicates  we  can  now 
develop  probable  relationships  between  a 
national  society's  health  status,  and  its 
national  policies  concerning  access  to  health- 
care, and  health-related  technology.  We 
understand  this  relationship  as  follows: 

1.  Technology  creates  the  potential  for 
improved  health  status. 

2.  Access  and  rationing  of  technology 
(or  the  failure  to  create  access)  can 
affect  aggregate  national  health  status. 

3.  Public  policy  creates  access  to  (or 
rationing  of  access  to)  technology; 
thus,  policy  affects  health  status. 

Technology  follows  demand,  and,  in  the 
case  of  health,  demand  is  unrelenting  and 
imperative,  making  advances  in  healthcare 
technology  dramatic  as  well  as  unstoppable. 
The  demand  for  technology  can  only  be 
controlled  by  forced  restriction  (of  demand 
to  access)  and  by  careful  conservative 
management  of  technological  resources 
(rationing). 

The  thrust  of  technology  will  continue  to 


exert  pressure  on  demand.  This  pressure  is 
likely  to  grow  even  more  intense  as  the 
post  war  populations  health  status  moves, 
with  age,  toward  degenerative  disease. 

Prospective  payment  systems  were  intro- 
duced in  response  to  the  over-built  condition 
of  the  sector;  competitive  medicine  was 
enhanced.  Concurrent  with  this  develop- 
ment was  born  the  entrepreneurial  health 
provider.  These  entrepreneurs  have  two 
characteristics:  they  are  profit  centered, 

and  they  have  no  incentives  to  return 
revenues  to  the  sector.  However,  they  do 
not,  indeed,  cannot  impose  health  standards 
on  society  at  large  in  a determined  or 
proactive  manner.  The  entrepreneurs  create 
a “fourth  revenue  stream"  to  compete  with 
the  three  existing  revenue  steams  in  the 
traditional  structure:  the  hospitals  (pro- 

ducers), the  physicians  (distributors)  and 
the  guarantors  (buyers)  who  acted  as  group 
agents  for  the  patient  or  user.  The  signifi- 
cant difference  with  this  stream,  compared 
to  the  more  traditional  streams,  is  its 
propensity,  given  its  entrepreneurial  base, 
to  remove  capital  from  the  sector. 

The  debate  over  rising  costs  has  centered 
almost  exclusively  in  the  literature  on  a 
view  of  the  health-provider  market  as  a 
traditional  market  model.  However,  the 
model  is  changing.  The  user  (patient)  is  no 
longer  the  buyer.  The  buyer's  role  has 
shifted  almost  exclusively  to  the  payment 
guarantor,  whether  government,  employers, 
or  large  corporations.  Patients,  even  in 
concerted  action,  can  not  significantly 
affect  the  competitive  choices  required  by 
buyer/guarantors  in  response  to  pressure 
from  their  constituent  groups  (ie:  Congress, 
Shareholders)  to  reduce  patients'  costs  for 
health  services.  Today's  emphasis  is  on 
reduced  utilization.  This  leaves  a serious 
and  growing  gap  between  what  is  demanded, 
and  potentially  needed,  in  quality  and  thus 
outcome  terms  by  the  user-patient,  and 
what  can  be  afforded  for  the  user  by  the 
buyer.  The  "fourth  stream"  becomes  per- 
ceived as  the  provider  of  newer,  lower  cost 
services  based  on  the  rationale  of  aband- 
oning older,  traditional  arrangements  and 
structures  as  "too  costly". 

New  Entrepreneurs 

The  entrepreneurs  (or  "fourth  revenue" 
stream)  have  access  to  capital  and  can 
therefore  duplicate  existing  technology  and 


November  1988  Nebraska  Medical  Journal  325 


physical  structures.  With  the  introduction 
of  controls  and  disincentives  for  utilization 
of  services  by  users  entrepreneurs  have 
culled  the  best  and  most  efficient  product 
lines,  and  are  now  delivering  them  in 
multiple  environments.  In  the  short  term, 
their  less  expensive  environments  and 
denial  of  utilization  will  provide  them  an 
economic  yield.  In  the  long  term,  however, 
the  sum  of  these  aggregates  will  not 
decrease  the  cost  of  health  services;  rather, 
health  status  will  decrease  and  costs  will 
increase  through  creation  of  a less  healthy 
society. 

Conclusion 

Duplication  of  new  forms  of  technology, 
coupled  with  existing  aggregate  structures, 
will  not  decrease  health  services  costs,  but 
will  only  divert  revenue  from  the  healthcare 
delivery  system  by  creating  the  potential 
for  additional  expenses,  and  outward 
capital  flow. 

We  argue  that  the  failure  to  ration  health- 
related  technology  has  and  will  continue  to 
drive  healthcare  costs,  regardless  of  de- 
creased utilization.  As  every  practicing 
physician  knows,  the  undeniable  deter- 
mination of  the  human  spirit  for  life  is  at  the 
root  of  the  imperative  demand  for  health- 
related  technology.  Competition  for  revenues 
created  by  entrepreneurs  aggravates  this 
situation  by  forcing  existing  providers  to 
compete  for  new  technology  and  to  maintain 
over-capacity  structures  and  systems.  Re- 
sulting rising  costs  have  forced  changes  in 
the  traditional  market  structure  for  health- 
care. Access  is  now  controlled  by  guarantors 
with  cost  reduction,  not  health  status,  the 
primary  determinant  of  access.  However, 
since  the  delivery  of  health  services  is 
moving  through  an  evolutionary  period,  this 
provides  an  opportunity  to  find  our  way  out 
of  the  dilemma.  The  old  arrangements  of 
healthcare  delivery  with  its  traditions  of 
quality  and  caring  should  be  reshaped  to 
provide  needed  services  while  eliminating 
costly  alternate  structures.  This  requires 
policy  initiative,  to  establish  concurrently 
the  right  to  access  and  the  conditions  of 
rationing,  and  the  commitment  of  the  medi- 
cal profession  to  regain  its  central  role  in 
the  delivery  of  health  services.  The  art  and 
science  of  medicine  must  become  one  with 
the  business  of  medicine,  with  a renewed 
commitment  to  advocacy  and  accountability 


for  performance  and  the  conservation  of 
finite  resources  to  enhance  the  value  of 
outcomes  of  health  services. 

If  appropriate  controls  had  been  placed 
on  the  producers,  and  had  producers  better 
understood  their  business  and  the  sig- 
nificance of  their  actions  on  market  be- 
haviors, the  "cottage  industry”  of  medicine 
could  have  survived  more  effectively  and 
efficiently  with  greater  yield  in  health  ser- 
vices for  the  dollar. 

Capital  costs,  a need  for  return  on 
investment,  lean  operating  expenses,  and 
for  some,  the  additional  expenses  of  the 
equity  market  can  leave  very  little  of  the 
"fourth  stream"  health  care  dollar  available 
to  return  to  the  sector.  The  flow  of  capital, 
therefore,  leaves  and  does  not  necessarily 
return  to  the  healthcare  system.  The  en- 
trepreneurs basic  reason  for  existence  is 
the  creation  and  distribution  of  profit  for 
their  investors,  as  opposed  to  the  traditional 
healthcare  practitioners  motive  of  improving 
health  status.  The  need  to  distribute  divi- 
dends to  investors  decreases  the  en- 
trepreneurs' ability  and  desire  to  invest  in 
technological  research.  This  leaves  tradi- 
tional providers  with  the  costly  imperative 
of  meeting  demands  for  new  technology, 
while  struggling  to  maintain  their  inefficient 
delivery  systems.  Entrepreneurs,  meanwhile, 
have  the  capital  to  acquire  new  technologies 
without  the  need  to  expend  resources  to 
create  them.  Therefore,  the  competitors  with 
the  highest  returns  on  investment  have  the 
least  incentive  to  return  dollars  to  the  system, 
while  the  traditional  providers  struggle  to 
maintain  existing  structures  and  programs 
attempting  to  advance  the  art  and  science  of 
medicine.  The  "fourth  stream"  is  money 
management  under  the  ruse  of  managed  care. 

The  social  value  of  health,  long  a tradition 
in  this  country,  is  changing  rapidly  because 
of  perceived  economic  values  achieved 
through  the  competitive  pressures  and  the 
subsequent  swarming  of  crossentrepre- 
neurial  activity. 

Health  Care  Competition 

Each  new  form  of  healthcare  delivery  has 
had  to  recognize  resource  consumption  in 
terms  of  capital,  human,  and  physical 
resources,  as  expenses  which  must  occur 
before  health  services  can  be  delivered. 
The  major  focus  of  these  new  forms,  to 
effect  efficiency  of  healthcare  delivery,  has 
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been  to  manage  access  to  delivery  systems 
and  time  spent  in  the  delivery  system,  or  to 
reduce  resource  consumption  by  reducing 
access  to  the  system.  Access  is  managed 
effectively  through  deductibles,  required 
second  opinions,  pre-admission  certifica- 
tions, and  designated  environments  for 
delivery  of  health  services.  Access  through 
denial  and  negative  incentives  create  a 
negative  condition  of  random  rationing, 
since  controlled  exposure  to  capital,  human, 
and  physical  resources  affects  the  ultimate 
quality  of  the  professional  product.  Quality 
in  any  endeavor  represents  the  application 
of  professional  knowledge  and  skills  in 
combination  with  supporting  resources  to  a 
level  of  intensity  that  equals  an  appropriate 
result.  In  the  case  of  healthcare,  this 
application  of  professional  knowledge  and 
skills  to  resources  equals  delivery  of  ap- 
propriate care  to  the  patient.  However, 
inappropriate  control  of  access  for  purely 
economic  reasons  is  presently  gaining 
momentum  and  is  impairing  the  quality  of 
the  healthcare  discharge  product  as  well  as 
overall  societal  health  status.  The  result  of 
this  condition  is  reflected  in  current  litera- 
ture.6 We  are  in  danger  of  eliminating  the 
value  of  the  product  in  order  to  turn  a profit. 
The  result  of  this  condition  in  the  long  term 
could  be  a more  intense  need  for  health 
services,  while  at  the  same  time,  denying 
these  services  to  those  most  in  need. 

Quality  and  Competition 

The  generally  held  assumption  that  quality 
improves  in  a competitive  environment  is  at 
risk  when  competition  comes  from  the 
fourth  revenue  stream:  Reviewing  what  has 
occurred  in  the  nursing  home  industry  in 
the  last  decade  presents  an  analog  with 
frightening  implications.  Twenty  years  ago, 
nursing  homes  were  mostly  church-related 
or  free  standing  units,  similar  to  hospitals, 


COMMENT 

This  article  does  not  present  a balanced  picture 
of  the  problem  of  health  costs  and  the  organization 
of  health  care  in  relation  to  that.  It  seems  to  equate 
the  rising  costs  of  health  costs  entirely  with  the 
increase  in  the  amount  and  type  of  technology 
available.  I disagree  with  this  premise  as  many  of 
the  costs  of  health  care  are  made  up  of  a multiple 
of  small  things  which  could  be  decreased  by  simple 
measures  unrelated  to  technology  such  as  things 
which  are  now  being  done  more  often. 


with  the  mission  of  providing  housing  and 
care  to  the  elderly  and  medically  dependent. 
When  large  for-profit  motives  entered  the 
market,  quality  and  access  became  sig- 
nificant issues.  We  have  seen  systematic 
discrimination  against  Medicare/Medicaid 
users  and  discrimination  against  heavy 
users  of  resources  in  reaction  to  cost 
containment  efforts.  At  the  same  time  costs 
have  continued  to  rise.  Recent  studies 
reveal  quality  of  care  varies  from  "very 
poor"  to  "very  good".  Quality  regulation  on 
a national  scale  through  Medicare  entitle- 
ment programs  has  failed  due  in  part  to  the 
prohibitive  cost  of  inspection  an  also  to  the 
effect  of  partisan  politics  on  the  regulatory 
process.  The  healthcare  products  value 
has  become  prey  to  conflicting  policy  goals 
of  cost  containment,  quality  and  access,  a 
situation  that  results  when  the  user  is  not  a 
participant  in  the  transactions  between  the 
buyer  and  the  provider.' 
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1.  Preadmission  testing. 

2.  Same-day  admission  to  the  hospital. 

3.  Shorter  stays  in  the  hospital,  depending  on 
the  patient's  condition  rather  than  a cookbook 
approach  to  keeping  certain  patients  in  the 
hospital  for  a set  period  of  time  with  specific 
diagnoses.  This  can  be  coupled  with  substitu- 
ting, where  appropriate,  outpatient  for  in- 
patient care,  short  stay  for  full  admission,  and 
so  forth. 
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Many  of  these  things  were  started  by  prepaid 
health  plans  but  are  being  adopted  by  other 
insurance  companies.  An  additional  thing  which 
could  be  done  is  avoiding  tests  which  would  not 
change  the  patient's  management,  but  would  just 
add  unused  information.  I would  also  disagree  with 
the  premise  that  there  is  an  ever  increasing 
demand  for  technology.  I have  not  found  that 
patients  inevitably  demand  the  highest  technology 
at  all  times. 

What  I have  found  is  that  they  look  for  guidance 
in  referrals  to  specialists  and  for  tests  that  are 
necessary  to  make  an  appropriate  diagnosis.  I have 
worked  in  a managed  care  setting  for  a number  of 
years  in  which  a primary  care  physician  (Pediatrician, 
Family  Practitioner,  and  Internist)  provides  the 
basic  care  for  each  patient  and  refers  to  specialists, 
depending  on  diagnostic  problems  after  doing  an 


appropriate  work-up.  Patients  really  appreciate 
this,  for  the  most  part.  Of  course,  there  are  a few 
patients  who  prefer  to  make  their  own  diagnoses 
and  go  from  specialist  to  specialist.  These  people 
don't  do  well  in  the  prepaid  health  plans.  I 
incidentally  do  not  think  it  is  necessary  for  a patient 
to  be  part  of  a prepaid  health  plan  for  them  to  have 
a physician  coordinate  their  health  care.  I do  think 
it  is  almost  always  in  the  patient's  best  interest, 
with  appropriate  provision  for  getting  a second 
opinion  for  disagreements.  I do  not,  however,  think 
a required  second  opinion  usually  makes  much 
sense.  It  should  only  be  necessary  if  the  diagnosis 
or  treatment  is  unsure  or  the  patient  is  unsure 
about  diagnosis  or  treatment  options. 

John  S.  Campbell,  M.D. 

Lincoln,  NE. 
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INTRODUCTION 

THERE  is  a marked  difference  in 
the  incidence  of  colon  cancer 
throughout  the  world.  It  is 
common  in  North  America,  the  United  Kingdom, 
Australia,  and  other  industrialized  countries, 
but  occurs  infrequently  in  India,  Senegal,  and 
less  developed  countries.  There  is  a 50-fold 
increase  in  colon  cancer  occurrences  when 
the  incidence  of  colon  cancer  in  Connecticut 
is  compared  to  the  incidence  of  colon  cancer 
in  Dakar,  Senegal.  This  increase  has  been 
attributed  to  variation  in  diet.  In  the  western 
world,  where  diets  consist  of  highly  refined, 
low  fiber  foods,  and  foods  high  in  animal  fat, 
the  incidence  of  colon  cancer  is  high.  In  the 
less  affluent  countries  of  the  world,  where  the 
incidence  of  colon  cancer  is  lower,  diets  are 
less  affluent  countries  of  the  world,  where  the 
incidence  of  colon  cancer  is  lower,  diets  are 
low  in  both  animal  fat  and  protein  and  are 
high  in  fiber.1  However,  even  in  the  more 
affluent  countries,  only  a small  portion  of 
those  individuals  exposed  to  the  so-called 
“western''  diet  develop  colon  cancer.  The 
factors  which  protect  some  individuals  from 
developing  cancer  and  which  predispose 
others  to  cancer  are  the  subject  of  much 
study.2 

Because  colorectal  cancer  is  such  a common 
cancer,  some  occurrences  are  due  to  chance 
alone.  Studies  have  shown  that  approximately 
10%  of  the  total  colorectal  cancer  burden  is 
due  to  primary  genetic  factors.2  Since  the 
American  Cancer  Society  estimates  that  some 
147,000  colorectal  cancers  will  occur  in  1988, 


this  means  that  as  many  as  14,700  colorectal 
cancer  patients  this  year  will  have  an  etiology 
attributable  to  primary  genetic  factors.3  It  is 
important  to  be  aware  of  these  facts  because 
when  implemented,  they  provide  an  oppor- 
tunity to  identify  inordinately  high  risk  family 
members  very  early  in  their  lives,  before  there 
is  any  overt  expression  of  the  diesase.  With 
colorectal  cancer,  as  with  many  cancers,  this 
type  of  highly  organ-targeted  screening  program 
will  result  in  markedly  increased  survival. 

Hereditary  colon  cancer  can  be  divided  into 
three  major  subgroups:  a)  those  hereditary 
syndromes  with  multiple  adenomatous  colonic 
polyps,  commonly  called  familial  polyposis 
coli  ( F PC)4 ; b)  those  syndromes  with  discrete 
adenomatous  polyps5;  and  c)  hereditary  non- 
polyposis colorectal  cancer  (HNPCC).2  This 
article  will  focus  upon  FPC. 

FAMILIAL  MULTIPLE  ADENOMATOUS 
POLYPOSIS  COLI  (FPC) 

FPC  is  a multisystem  disease  which  might 
best  be  considered  a genetically  determined, 
generalized  growth  disorder.6  It  has  been 
recognized  as  a clinical  entity  for  over  100 
years.4  Patients  with  FPC  are  predisposed  to 
predominantly  left-sided  colonic  cancer,  with 
early  age  of  onset  (average  40-45  years).  FPC 
is  inherited  as  an  autosomal  dominant  trait.  As 
with  other  autosomal  dominantly  inherited 
diseases,  it  shows  marked  variability  in  clinical 
expression.  Individual  patients  may  or  may 
not  express  the  classic  textbook  picture  of 
florid  carpeting  of  the  colon  with  hundreds  of 
polyps,  as  evidenced  in  this  pedigree  (Figure 

D.7 

FPC  represents  an  ideal  model  to  study 
genetic  changes  that  occur  in  the  development 
of  colon  cancer  since  the  risk  for  malignancy 
approaches  100%  in  individuals  who  inherit 
this  trait.8  With  the  emergence  of  molecular 
biologic  technology,  it  is  now  possible  to 
analyze  the  carcinogenic  mechanisms  that 
occur  in  this  hereditary  disease  at  the  DNA 
level.  The  autosomal  dominant  mode  of 
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inheritance  of  FPC  indicates  that  a single  gene, 
associated  with  the  predisposition  to  develop 
colon  cancer,  is  transmitted  in  these  families. 
The  presence  of  an  FPC  gene  in  the  germline 
of  an  individual  leads  to  the  formation  of 
multiple  adenomatous  polyps  of  the  colon 
and  rectum.  Colon  carcinoma  appears  to  arise 
from  these  adenomatous  polyps.  Multiple 
extracolonic  lesions  (both  cancerous  and 
noncancerous)  can  also  occur  in  association 
with  FPC.fa  These  include  osteomas,  epidermoid 
cysts,  fibromas,  desmoid  tumors,  gastroduo- 
denal polyps,  and  congenital  hypertrophy  of 
the  retinal  pigment  epithelium  (CHRPE)9  in 
the  so-called  Gardner's  syndrome  (CS)  variant 
of  FPC.  Recently,  CHRPE  was  shown  to 
demonstrate  tight  linkage  between  GS  and  a 
battery  of  22  informative  biochemical  and 
serological  markers  in  six  CS  families.10  The 
full  tumor  spectrum  in  FPC  remains  elusive.2 

BIOMOLECULAR  ASPECTS  OF  FPC 

Based  on  the  clinical  genetic  aspects  of  FPC, 


we  can  begin  to  speculate  on  the  underlying 
cellular  and  genetic  changes  leading  to  colon 
cancer.  First,  it  appears  that  an  additional 
cellular  or  genetic  change  must  occur  in  a 
colonic  epithelial  cell  for  a carcinoma  to 
develop  because  only  one  or  a few  cells  will 
become  malignant  even  though  they  all 
contain  the  FPC  gene.  This  single  malignant 
cell  then  proliferates  in  a clonal  fashion  to 
form  a tumor.  In  genetic  terms,  the  develop- 
ment of  colon  cancer  in  FPC  is  often  described 
as  appearing  to  be  dominant  at  the  clinical 
level  but  recessive  at  the  cellular  level. 

One  issue  that  should  be  answered  by 
molecular  biologic  studies  is  whether  the 
genetic  mutations  in  FPC  and  the  GS  variant 
are  one  and  the  same.  Lyons  et  al10  have 
presented  exclusionary  linkage  data  confirming 
that  CHRPE  is  a powerful  phenotypic  marker 
for  GS.  Many  investigators  claim  that  the  FPC 
gene  simply  shows  variable  expressivity  of  the 
phenotype  with  respect  to  the  extracolonic 
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Figure  2 


manifestations.  Some  kindreds  show  marked 
heterogeneity  in  the  phenotypic  expression  of 
colorectal  adenomatous  polyps  in  terms  of 
the  age  of  onset  and  number  of  polyps.7  In 
spite  of  this  variable  phenotypic  expression, 
the  gene  penetrance  or  risk  of  colonic  cancer 
still  essentially  appears  to  be  100%.  To 
understand  the  mechanisms  underlying  these 
"variations  in  theme,"  it  is  necessary  to 
characterize  first  the  common  underlying 
mutation  in  the  FPC  gene. 

Investigators  initially  began  to  search  for 
possible  genetic  alterations  associated  with 
colon  cancer  by  karyotypic  analysis  of  malig- 
nant cells  from  sporadic  cases,  and  normal  or 
adenomatous  cells  from  FPC  patients.  Although 
numerous  chromosomal  changes  were  reported 
in  sporadic  colon  carcinomas,  Reichman  and 
coworkers  observed  that  these  changes  were 
nonrandom.11  The  most  common  structural 
aberration  was  a deletion  of  chromosome  5. 12 
In  1986,  a case  report  by  Herrera  et  al13 
described  a constitutional  deletion  of  the  long 
arm  of  chromosome  5 in  a GS  patient.  Two 
possible  cytogenetically  indistinguishable  lo- 
cations of  this  deletion  are  ql  3-1  5 vs  ql  5-22 
(Figure  2).  Since  numerous  other  chromosome 
changes  were  also  reported  in  colon  cancer 
and  FPC,  it  was  difficult  to  determine  which  of 
them  were  significant.  However,  these  changes 
on  chromosome  5 in  both  FPC  and  sporadic 
colon  carcinomas  provided  a clue  that  a 
specific  genetic  change  on  this  chromosome 
is  associated  with  colon  carcinogenesis. 

Cancer  genetic  researchers  then  began  to 
investigate  this  possibility  by  linkage  analysis 
in  FPC  using  molecular  probes.  Two  groups 
independently  found  positive  linkage  of  FPC 
with  the  Cl  1 pi  1 gene  locus  on  the  long  arm 
of  chromosome  5.1415  Mapping  the  precise 
chromosome  localization  of  Cl  1 pi  1 by  different 
methods  showed  it  to  be  located  in  the  region 
of  the  chromosome  5 deletion  in  a CS  patient 
reported  by  Herrera  et  all  (see  Figure  2). 
Meera  Khan  and  coworkers16  have  recently 
found  close  linkage  of  a highly  polymorphic 
marker  (D5S37)  to  FPC  in  11  families  to 
confirm  the  FPC  localization  on  chromosome 
5q21-q22.  This  provided  good  evidence  that 
the  gene(s)  for  FPC  and  CS  are  located  on  the 
long  arm  of  chromosome  5. 

Okamoto  et  al17  studied  polymorphic 
DNA  markers  in  the  search  for  somatic  loss  of 
heterozygosity  at  specific  loci  in  patients  with 
FPC  (38  tumors  from  25  FPC  patients  and  20 
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sporadic  colon  carcinomas  from  19  patients). 
Their  findings  show  occurrence  of  allele  loss 
on  chromosome  22.  They  also  noted  addi- 
tional losses  on  chromosomes  5,  6,  12q,  and 
15.  Utilizing  the  FPC  gene-linked  DNA  probe 
Cl  1 pi  1 , they  detected  frequent  allele  loss  in 
both  familial  and  sporadic  colon  carcinomas. 
However,  such  allele  loss  was  not  observed  in 
benign  tumors.  These  investigators  concluded 
that  it  is  likely  that  there  is  involvement  of 
more  than  one  chromosomal  locus  in  the 
development  of  familial  as  well  as  sporadic 
colon  cancers. 

Molecular  investigation  of  chromosome  5 
changes  in  sporadic  colon  carcinomas  involved 
comparison  of  matched  normal/tumor  DNA 
from  colon  cancer  patients  for  tumor-specific 
allele  loss  at  two  loci,  LI  .4  and  XMS8,  located 
on  chromosome  5.18  Independently,  we  found 
chromosome  5 allele  loss  at  the  glucocorticoid 
receptor  locus  in  colon  carcinomas.19  These 
results  indicated  that  tumor-specific  loss  of 
genetic  material  on  chromosome  5 occurs  in 
the  development  of  sporadic  colon  cancer 
(see  Figure  2). 
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Similar  studies  in  other  hereditary  cancers 
such  as  retinoblastoma  show  that  mechanisms 
which  lead  to  loss  of  alleles  on  a chromosome 
involve  mitotic  nondisjunction,  recombination, 
deletion,  or  mutation.20  Of  interest  is  that  the 
long  arm  of  chromosome  5 has  two  fragile 
sites  near  the  region  of  the  reported  interstitial 
deletion,  which  indicate  sites  where  breaks 
and  rearrangements  may  frequently  occur.21 

The  observation  of  chromosome  5 changes 
in  FPC  and  sporadic  colon  carcinomas  supports 
the  belief  that  both  hereditary  and  sporadic 
forms  of  colon  carcinoma  result  from  changes 
in  the  same  gene  on  chromosome  5 according 
to  the  two-hit  theory  proposed  by  Knudson.22 
In  hereditary  cases,  the  first  hit  is  an  inherited 
mutation  present  in  the  germline  and  the 
second  hit  occurs  through  loss  of  the  corres- 
ponding normal  gene  on  the  homologous 
chromosome  by  a somatic  change.  In  sporadic 
cases,  the  two  hits  must  occur  through  a 
somatic  mutation  or  loss  of  both  copies  of  the 
gene  for  the  cancer  to  develop. 

Now  that  the  chromosome  localization  of 
the  FPC  gene  has  been  determined,  further 
molecular  studies  should  lead  to  the  isolation 
of  the  gene.  Characterization  of  the  normal 
gene  and  its  function,  and  of  the  mutation  that 
occurs  in  FPC,  should  provide  insight  into  the 
molecular  mechanisms  underlying  colon  car- 
cinogenesis. Also,  biomolecular  markers  linked 
to  the  FPC  gene  will  be  very  useful  in  cancer 
prevention  by  beingable  to  detect  individuals 
who  are  predisposed  to  colon  cancer. 

CLINICAL  PRESENTATIONS 

Patients  with  hereditary  polyposis  syndromes 
will  most  commonly  present  in  one  of  two 
ways:  a)  a colon  cancer  is  diagnosed  and  the 
existence  of  a hereditary  polyposis  syndrome 
is  appreciated  during  the  preoperative  workup; 


or  b)  the  patient  does  not  have  colon  cancer, 
but  has  discovered  that  a hereditary  polyposis 
syndrome  affects  the  family  and  is  wondering 
about  prophylactic  colorectal  surgery.23  Atten- 
tion will  be  given  to  considerations  for  surgical 
management  of  those  problems  related  to 
FPC.  In  a companion  paper,  we  shall  discuss 
surgical  problems  related  to  HNPCC. 

Newly  Diagnosed  Colon  Cancer  in  a Colonic 
Polyposis  Syndrome:  Surgical  Implications 

Since  the  multiple  polyposis  colon  cancer 
syndromes  place  the  entire  colon  and  rectum 
at  increased  risk  for  colon  cancer,  the  best 
procedure  would  be  one  in  which  all  of  the 
colon  and  rectum  is  removed.  Proctocolectomy 
with  creation  of  a permanent  Brooke  ileostomy 
is  considered  the  standard  procedure  to  ac- 
complish this  goal.  The  psychosocial  implica- 
tions of  this  major  disruption  of  normal  bowel 
function  as  well  as  the  occasional  urinary  and 
sexual  dysfunction  associated  with  the  low 
pelvic  dissection  has  made  patient  compliance 
with  this  procedure  less  than  optimal.  Modifi- 
cations of  this  operation,  listed  in  Table  1,  have 
served  to  increase  patient  acceptance  to  some 
degree,  but  the  morbidity  with  these  pro- 
cedures is  significant  and  by  no  means  can 
gastrointestinal  function  be  considered  normal. 
Of  particular  importance  is  the  total  colectomy 
with  mucosal  proctectomy  with  ileal  pouch 
anal  anastomosis,  as  this  procedure  is  gaining 
popularity  (see  Table  1). 

For  those  patients  who  refuse  to  accept  any 
type  of  stoma  and  are  not  willing  to  risk  the 
potential  complications  and  frequent  bowel 
movements  associated  with  the  mucosal  proc- 
tectomy, then  an  alternative  is  to  perform  a 
subtotal  abdominal  colectomy  with  a relatively 
low  ileorectal  anastomosis,  leaving  between 
1 0-20cm  of  colonic  mucosa.  Surveillance,  if  the 


TABLE  1 

Variations  of  the  standard  proctocolectomy  with  Brooke  ileostomy  designed  to  decrease  the  long  term  morbidity 


OPERATION 

Proctocolectomy  with  ileorectal 
pull  through 


Proctocolectomy  with 
contruction  of  a kock  pouch. 


Total  Colectomy  with  mucosal 
proctectomy  and  ileal  pouch- 
anal  anastomosis. 


DESCRIPTION 

Entire  colon  and  rectum  removed 
but  care  is  taken  to  preserve 
rectal  sphincter  musculature 
Ileum  is  sewn  to  anus 

Entire  colon  and  rectum  removed 
A pouch  with  a nipple  valve  is 
constructed  which  can  be 
intubated  by  the  patient  at 
socially  convenient  times 

Entire  colon  is  removed  and  the 
mucosa  of  the  rectum  is  stripped 
leaving  the  muscle  and  sphincter 
mechanism  ol  the  rectum  intact 
A reservoir  is  constructed  from 
ileum  and  sewn  to  the  anus 


ADVANTAGES 
No  abdominal  stoma 


Ostomy  appliance  is  not  required. 
Immediate  mortality  and 
morbidity  is  low 


Removes  all  the  tissue  at  risk  for 
cancer  and  at  the  same  lime 
allows  what  the  patient  perceives 
as  normal  rectal  function 


DISADVANTAGES 
Technically  difficult  Results  in 
little  better  than  a perineal 
ileostomy  in  many  surgeons  hands 

Permanent  abdominal  stoma  is 
required  Long  term  morbidity 
great  as  nipple  valve  failure  is 
common  requiring  operative 
revision  Pouchitis 

Requires  two  operative  procedures 
Morbidity  is  significant  primarily 
in  the  form  of  pelvic  sepsis. 
Occasional  rectal  incontinence  is 
common  Ten  or  more  bowel 
movements  per  day  common 
Pouchitis 
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patient  is  compliant,  is  relatively  easy  since  all 
that  is  required  is  a proctoscopic  examination 
which  can  be  performed  as  an  office  procedure. 
The  morbidity  associated  with  this  operation 
is  low  and  with  time,  near  normal  rectal 
function  is  achieved.  We  consider  this  alterna- 
tive particularly  attractive  in  those  patients 
who  have  relatively  few  rectal  polyps  at  the 
time  of  diagnosis  of  the  hereditary  polyposis 
syndrome.  Of  course,  the  results  will  be 
disastrous  if  the  patient  does  not  comply  with 
repeated  rectal  examinations  and  removal  of 
polyps  before  they  become  invasive  carcino- 
mas. 

Prophylactic  Surgery  in  a Polyposis  Family 

Affected  members  of  polyposis  kindreds  are 
easily  identified  because  of  the  multiple 
adenomatous  polyps  which  will  be  seen  at  the 
time  of  endoscopy.  Of  course,  this  assumes 
the  patients  are  late  teens  or  older,  as  polyps 
sometimes  do  not  form  until  individuals  reach 
this  age.  This  clinical  presentation  must  then 
be  assessed  within  the  context  of  the  patient's 
family  pedigree.  Once  the  diagnosis  is  estab- 
lished phenotypically,  recommendations  for 
prophylactic  colectomy  are  the  same  as  for  a 
patient  with  a newly  diagnosed  colon  cancer 
with  FPC. 

Clinical  Nuances  in  FPC 
with  Surgical  Significance 

1.  Attention  must  be  given  to  cancer  occur- 
rence at  extracolonic  sites.  For  example, 
gastric-duodenal  adenomas  are  of  major 
concern  in  patients  with  FPC.  Lida  et  al24 
studied  26  patients  with  FPC  who  were 
examined  repeatedly  using  gastric  radiography, 
endoscopy,  and  biopsy.  It  was  of  interest  that 
13  (50%)  of  these  patients  showed  gastric 
adenomas.  The  authors  emphasized  the  need 
to  follow  such  FPC  patients  in  the  search  for 
gastric  adenomas.  This  problem  requires 
repeated  followup  examinations,  including 
endoscopic  biopsy  and,  when  feasible,  endo- 
scopic removal  of  the  gastric  adenomas. 
Knowledge  of  the  possibility  of  extracolonic 
cancers  will  allow  diagnostic  measures  to  be 
instituted  early  at  the  initial  onset  of  suggestive 
symptoms,  hopefully  resulting  in  the  detection 
of  the  lesion  when  it  is  still  curable. 

Experience  at  the  Cleveland  Clinic  during 
the  past  25  years  has  shown  periampullary 
carcinoma  to  exceed  rectal  carcinoma  in  FPC 
patients  who  had  previously  undergone  sub- 
total colectomy  with  ileorectal  anastomosis.6 


Desmoids  also  deserve  special  attention. 
These  lesions  are  characterized  by  the  pro- 
liferation of  fibrous  tissue.  They  are  patholog- 
ically classified  between  a fibroma  and  a 
fibrosarcoma.  There  is  little  tendency  toward 
systemic  metastasis,  but  their  locally  invasive 
qualities  makes  them  as  dangerous  as  a frank 
malignancy.  Their  significance  in  the  polyposis 
syndromes  is  their  predilection  for  surgically 
dissected  surfaces  such  as  the  abdominal  wall 
and  mesentery  in  certain  families.  This  has 
prompted  some  investigators  to  recommend  a 
delay  in  prophylactic  surgery  until  the  third  or 
fourth  decade  for  affected  members  of  poly- 
posis families  whose  pedigrees  disclose  des- 
moids.6 

2.  As  already  mentioned,  variable  pheno- 
typic expression  of  polyps  in  patients  from 
polyposis  families  have  been  increasingly 
recognized.  Patients  who  are  members  of 
polyposis  families  do  not  necessarily  have 
colons  which  are  “carpeted"  with  polyps  in 
order  to  be  affected  by  the  polyposis  gene. 
Thus,  a patient  with  few  or  no  polyps  cannot 
be  given  complete  assurance  that  he  or  she 
does  not  possess  the  polyposis  gene.  For  the 
surgeon,  this  has  extremely  important  surveil- 
lance implications.  A family  pedigree  illustrating 
this  phenomenon  is  in  Figure  1. 

Surveillance  Measures 

Because  of  the  wide  range  in  age  of  onset  of 
polyps  (age  3 to  45),  surveillance  measures  for 
all  variants  of  FPC  begin  at  age  10.  Since  75- 
80%  of  the  cancers  occur  in  the  distal  colon 
and  rectum,  a baseline  proctosigmoidoscopy 
should  be  done.  This  should  be  repeated 
annually.  HemoccultR,  or  preferably  Hemo- 
QuantR,  testing  every  four  months  is  initiated 
at  age  10.  A baseline  colonoscopy  should  be 
done  at  age  17  and  every  3 years  thereafter. 
Once  a definite  diagnosis  is  made,  surgical 
treatment  (prophylactic  colectomy)  is  indicated. 

SUMMARY  AND  CONCLUSIONS 

Bulow4  has  traced  the  history  of  FPC  to  a 
report  in  1861  by  Luschka25  who  published  a 
case  that  "may  have  been  FPC."  However,  the 
first  definite  example  of  a patient  with 
multiple  colonic  polyposis  was  published  in 
1881  by  Sklifasowski.26  The  first  "familial” 
example  was  that  of  a brother  and  sister  with 
FPC  reported  by  Cripps27  in  1 882.  Examples  of 
colorectal  carcinoma  occurring  in  patients  with 
FPC  were  reported  by  Smith  in  1887.28 
Discussion  of  the  histologic  findings  of  the 
changes  from  adenoma  to  adenocarcinoma 
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was  first  described  by  Handford  in  1890.29 
Finally,  Lockhart-Mum rnery30  in  192  5 was  the 
first  to  express  the  concern  that  the  hereditary 
factor  was  not  for  cancer  per  se  in  this  disease, 
but  for  the  presence  of  multiple  adenomas 
because  of  their  tendency  to  undergo  malig- 
nant transformation.  This  sentinel  report  was 
in  context  with  findings  in  the  histories  of 
three  families  which  formed  the  basis  for  the 
now-renowned  St.  Mark's  Hospital  Polyposis 
Registry  (London,  England). 

It  is  clear  that  much  has  been  learned  about 
FPC  since  these  early  historical  reports.  We 
have  traced  the  complexity  of  this  disease(s) 
in  this  paper  and  have  concluded,  along  with 
Jagelman,  b that  FPC  is  primarily  a problem 
involving  an  inherited  predisposition  to  aberrant 
growth  disorganization.  This  concept  is  con- 
sistent with  the  observation  of  both  an  array  of 
colonic  and  extracolonic  benign  manifestations 
(osteomas,  cutaneous  signs,  CHRPE,  other), 
and  of  cancer  of  variable  extracolonic  sites. 
The  full  spectrum  of  tumors  integrally  assoc- 
iated with  FPC  remains  to  be  determined. 
We  have  also  called  attention  to  fascinating 
developments  in  biomolecular  genetics  which 
aided  in  the  identification  of  the  chromosome 
site(s)  of  the  deleterious  gene.  Other  chromo- 
somes may  also  be  implicated.  Since  the 
entire  field  of  biomolecular  genetics  is  moving 
at  such  a fast  rate,  by  the  time  our  clinical 
colleagues  are  reading  this  paper,  we  may 
have  even  newer  insights  into  the  deleterious 
FPC  genotype. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Percutaneous  Biliary  Stone  Extraction  Of 
Retained  Common  Bile  Duct  Calculus 

VAN  L MARCUS,  M.D. 

September  16.  1988 


INTERVENTIONAL  radiology  is  an 
exciting  and  rapidly  evolving 
field.  It  may  be  broadly  defined 
as  a set  of  procedures  that  offer  diagnostic 
and/or  therapeutic  alternatives  to  previously 
accepted  methods. 

Percutaneous  removal  of  retained  biliary 
stones  is  one  of  the  earliest  examples  of 
therapeutic  interventions  by  the  radiologist. 
Steerable  catheters,  in  conjunction  with  high 
quality  fluoroscopic  images  and  various  basket- 
and-forcep  techniques,  have  made  this  a 
reliable  method  for  stone  removal.  Although 
alternate  techniques  such  as  endoscopic 
removal,  chemical  or  ultrasonic  litholysis  exist, 
none  have  enjoyed  the  high  success  rate,  safety 
record  or  ease  of  performance  of  percutaneous 
removal. 

C.  L.  is  a 31 -year  old  female  who  originally 
presented  with  biliary  colic.  Following  diag- 
nostic workup  the  patient  underwent  cho- 


lecystectomy. Intraoperative  cholangiograrn 
following  choledochotomy  and  extraction  of 
calculi  was  negative.  The  T-tube  was  left  in 
place.  The  patient  had  an  uneventful  recovery. 
Repeat  cholangiograrn  prior  to  T-tube  removal 
revealed  a non-obstructing  retained  common 
bile  duct  calculus.  The  T-tube  was  left  in  place 
and  a trial  of  OM-MOCTANIN  infusion  was 
undertaken. 

After  several  weeks,  repeat  cholangiograrn 
showed  some  decrease  in  stone  size.  The 
patient  refused  further  bile  acid  treatment 
due  to  abdominal  pain  and  impatience  with 
the  slow  results.  As  an  alternative  to  repeat 
surgery,  percutaneous  biliary  stone  extraction 
was  elected. 

The  patient  was  brought  to  the  x-ray 
department  on  an  outpatient  basis.  Following 
initiation  of  an  intravenous  line  and  adminis- 
tration of  pre-operative  sedation  and  analgesia, 
local  anesthesia  was  applied  to  the  T-tube 


FIGURE  1 

T-tube  cholangiograrn  with  small,  non-obstructing  calculus  in  distal  common  bile  duct. 
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FIGURE  2 

With  contrast  and  a safety  wire  in  place  retained  calculus  is  well  seen. 


FIGURE  3 

Calculus,  engaged  in  4-wire  Dormia  Basket  is  partially  extracted. 


tract  which  was  sufficiently  mature  at  this 
point  to  allow  manipulation.  A safety  guide 
wire  was  placed  in  the  duodenum  after  initial 
cholangiography  confirmed  the  presence  of 
the  stone.  A working  wire  was  manipulated 
into  the  common  bile  duct  beyond  the  stone 
A guiding  catheter  was  placed  over  the 
working  wire  which  was  exchanged  for  a 4- 


vvire  Dormia  basket.  This  was  used  to  engage 
the  calculus.  After  several  attempts  the  stone 
was  successfully  delivered  percutaneously. 
Repeat  cholangiography  showed  some  mucosal 
edema  but  no  obstruction  or  retained  calculus. 
A small  (5  Fr.)  catheter  was  left  in  the  common 
bile  duct  for  safety  in  case  of  obstruction  due 
to  edema  or  bleeding.  The  patient  was 
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observed  in  the  short  stay  area  for  4 hours  and 
then  released.  The  safety  catheter  was  removed 
several  days  following  the  procedure  by  the 
referring  physician  at  a follow-up  office  visit. 

Percutaneous  biliary  stone  extraction  was 
the  treatment  of  choice  in  this  postop  case 
because  a mature  T-tube  tract  existed.  The 
stone  was  single  and  relatively  small  in  size.  If 
multiple  stones  had  been  present,  multiple 
extractions  could  have  been  done.  On  occasion 
the  stone  may  be  pushed  into  the  bowel  with 
a balloon  catheter  if  it  cannot  be  extracted.  A 


large  stone  could  have  been  mechanically 
crushed  and  the  fragments  flushed  out  per- 
cutaneously  via  the  catheter  or  pushed  into 
the  bowel. 

Success  requires  competence  in  both  diag- 
nosis and  manipulative  techniques.  This  necess- 
itates a trained  and  interested  interventional 
radiologist  who  will  participate  in  the  patient 
physician  relationship.  A multidisciplinary 
approach  is  key  to  the  delivery  of  optimal 
treatment  to  the  patient  in  the  modern  era. 
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PRESIDENT’S  PAGE 


Donald  J.  Pavelka,  M.  D. 


This  is  my  tirst  page  as  President  of  the 
Nebraska  Medical  Association.  I am  honored 
to  complete  Doctor  McWhorter  s term  as 
President  of  our  organization.  We  will  continue 
Doctor  McWhorter's  programs,  and  all  com- 
missions and  committees  are  asked  to  continue 
to  serve  as  he  constituted  them. 

A memorial  scholarship  in  Doctor  McWhorter's 
name  is  being  developed  and  will  be  a priority 
item  for  us.  I hope  that  all  members  will 
contribute  generously  when  you  receive  the 
information  regarding  the  scholarship. 

We  recently  completed  the  1988  Fall 
Session  and  I believe  a great  deal  was 
accomplished.  The  charge  to  us  by  the  House 
of  Delegates  was  to  continue  monitoring  the 
PRO,  third-party  payors,  and  the  socio-eco- 
nomic problems  of  physicians  and  of  our 
patients.  I want  to  thank  the  members  of  the 
House  of  Delegates,  the  chairmen  and 

members  of  the  various  reference  committees, 
and  Speaker  of  the  House,  Richard  Meissner, 
M.D.,  and  Vice-Speaker,  David  Little,  M.D.,  for 
participation  and  leadership  in  the  resulting 
successful  Fall  Session. 

Inasmuch  as  membership  numbers  are 
somewhat  static,  we  encourage  all  Association 
members  to  be  active  in  recruiting  additional 
physicians  to  join  our  Association.  As  addi- 
tional individuals  join  there  will  be  less  need 
for  increases  in  dues  in  the  future.  The 


Donald  J.  Pavelka,  M.  D. 


Association  will  be  mailing  additional  informa- 
tion to  all  nonmembers.  We  will  be  caliing  on 
a few  of  you  to  be  hospital  captains  in  our 
membership  recruitment  drive. 

Rest  assured  that  the  officers  and  members 
of  the  Board  of  Directors,  and  the  Association 
staff  are  here  to  be  of  service.  Your  comments, 
suggestions,  and  concerns  are  always  welcome. 
Please  contact  us  at  any  time. 

Donald  J.  Pavelka,  M.D. 

President 
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THE  AUXILIARY 


Auxiliary  President's  Message 


Leadership  Confluence  is  sponsored  by  the 
American  Medical  Association  Auxiliary.  This 
program  is  designed  for  county  presidents- 
elect,  state  presidents-elect  and  state  presi- 
dents. Leadership  training  is  offered  by  experts 
in  such  areas  as  membership  recruitment  and 
retention,  communication,  meeting  planning 
and  time  management. 

Each  state  is  provided  with  space  for 
auxiliary  exhibits.  These  displays  include  various 
activities  of  county  and  state  auxiliaries.  Also 
featured  was  the  AMA  Auxiliary  Resource 
Center  with  a vast  array  of  publications, 
audiocassettes  and  videos. 

As  a result  of  Confluence,  our  participants 
are  “filled  to  the  brim"  with  enthusiasm,  eager 
to  share  ideas  and  projects  with  their  own 
members  at  home.  And  home  is  actually 
where  all  these  exciting  programs  are  carried 
on  and  carried  out.  We  really  can  achieve 
more  by  working  together! 

Many  of  the  county  participants  have,  for 
the  first  time,  left  their  spouses  and  children 
home  together.  Some  spouses  took  time  away 
from  their  practice  to  provide  child  care.  We 
pay  a special  tribute  to  these  physicians  who 
realize  the  importance  of  our  role  in  helping 
to  provide  better  health  care  for  all  people. 
We  need  such  a commitment  from  the  entire 
medical  community. 

Those  of  us  who  are  state  presidents  who 
had  also  attended  Confluence  as  county 
presidents-elect,  were  singled  out  for  inter- 
views on  how  the  Confluence  we  attended  as 
county  presidents-elect  assisted  us  in  our 
capacity  as  state  presidents. 

Attending  Confluence  I,  in  Chicago,  Oct- 
ober 9-11,  1988,  from  Nebraska  were, 


Back  row:  Debbie  Dobesh,  Carolyn  Yeakley,  and  Sally 
Becker.  Front  Row:  Desta  Osborne,  Bev  Kruger,  and 
Colleen  Adam. 


(see  picture  - back  row).  Debbie  Dobesh, 
Kearney,  Carolyn  Yeakley,  Lincoln  (County 
Presidents-elect)  and  Sally  Becker,  Norfolk, 
(State  President-elect).  Front  Row:  Desta 
Osborne,  Lincoln,  (State  President),  Bev  Kruger, 
Omaha,  (AMA  Auxiliary  Long-Range  Planning 
Chairman)  and  Colleen  Adam,  Hastings,  (AMA 
Auxiliary  Membership  Member). 

These  members  have  expressed  a concrete 
commitment  to  our  organization.  We  need 
you  to  contribute  a portion  of  your  time, 
talent,  and  skills  to  your  medical  auxiliary. 
Your  monetary  support  is  also  needed  for  the 
many  health  care  education  programs  and 
projects,  scholarships,  legislative  activities  and 
many  other  endeavors.  Just  ask  us  for  further 
information! 

Desta  Osborne  (Mrs.  Robert) 

NMA  Auxiliary,  President 
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American  Medical  Association  Auxiliary 
Leadership  Confluence,  October,  1988 


Alene  Moris,  a nationally  recognized  mo- 
tivational speaker  and  author,  challenged 
1988  Leadership  Confluence  participants  to 
invest  our  lives  in  the  service  of  others.  She 
advised  us  to  impart  our  values  on  society 
through  our  local  auxiliary's  service  to  our 
communities. 

We  experienced  an  intense  2V2  days  of 
training  with  several  outstanding  instructional 
courses  available.  William  Hendee,  PhD  and 
Arthur  Elster,  MD  from  the  AMA  presented  an 
outstanding  seminar  on  Adolescent  Health. 
We  also  had  opportunities  to  learn  about 
other  youth  topics  such  as  "Teen  Suicide 
Prevention"  and  "Aids  Education  for  Youth". 

We  were  likewise  provided  with  seminars 
on  fundamental  topics  such  as  parliamentary 
procedure,  effective  writing,  and  networking. 

Legislation  was  another  major  focus  of  our 
meeting.  Ross  Rubin  and  Jayne  Hart  of  the 
AMA  brought  us  up  to  date  on  current 


legislation.  In  addition,  an  instructional  course 
was  provided  on  AMPAC. 

Throughout  the  Vh  days  we  had  several 
opportunities  to  meet  with  auxilians  from 
other  states  to  share  information  and  exchange 
ideas.  This  was  particularly  helpful  in  the  areas 
of  programming,  membership  and  fund  raising. 

Finally,  we  were  privileged  to  be  addressed 
by  James  Davis,  MD,  President  of  the  AMA 
and  James  H.  Sammons,  MD,  Executive  Vice 
President  of  the  AMA.  They  praised  our  role  as 
supporters  of  medicine  and  as  public  relations 
personnel  for  the  medical  profession.  They 
encouraged  us  to  work  closely  with  our  local 
medical  society  to  help  improve  the  health 
and  quality  of  life  for  our  members  and  our 
community. 

Carolyn  Yeakley 

Lancaster  County  Medical  Auxiliary 

President-Elect 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  COLLEGE 

OF  MEDICINE  ALUMNI  ASSOCIATION  — 

ALUMNI  ROUNDUP  AND  RECEPTION  IN 
OMAHA  — Friday,  November  4,  1 988,  6:00- 
7:30  p.m.,  The  Omaha  Club,  2002  Douglas 
Street;  in  conjunction  with  the  Omaha  Mid- 
West  Clinical  Society  Postgraduate  Assembly. 
Hors  d'  oeuvres  and  Cash  Bar.  All  alumni, 
spouses,  faculty,  students,  and  friends  are 
cordially  invited.  Class  reunions  will  be  held 
in  Omaha  in  early  November  for  classes 
ending  in  "3"  and  "8”. 

CREIGHTON  UNIVERSITY 

NITROUS  OXIDE  — A CLI N ICAL  APPROACH 
FOR  PHYSICIANS  AND  DENTISTS  — Nov- 
ember 4,  1 988,  School  of  Dentistry,  Creighton 
University.  Faculty:  Mel  M.  Tekavec,  D.D.S., 
MAGD  Hours:  8 Category  1 AMA,  dentists 
credit.  Enrollment  is  limited.  7.5.  hours.  Fee: 
SI  25.00. 

EPILEPSY:  TODAY'S  UNDERSTANDING  — 
November  10,  1988,  AMI-Saint  Joseph 
Hospital,  Room  6712.  Joint  Sponsors:  Creigh- 
ton University  School  Of  Medicine  - Division 
of  Continuing  Medical  Education,  AMI-Saint 
Joseph  Hospital  and  Epilepsy  Association  of 
Nebraska.  Hours:  Category  1 AMA  5 hours; 
Nurses  (NE  6.5CH;  IA  6CH).  Fee:  Physicians 
S50;  Nurses  $35. 

RECENT  DEVELOPMENTS  IN  INFECTIOUS 
DISEASES  — A 3-day  Session  can  be 
selected  November  22,  1988— March  31, 
1989  Barbados,  Caribbean;  Ixtapa,  Mexico. 
Course  Director:  W.  Eugene  Sanders,  Jr., 
M.D.,  Creighton  University  School  of  Med- 
icine, Department  of  Microbiology.  Hours: 
Category  1 AMA — Up  to  24. 

ESOPHAGEAL  DISORDERS  PATHOPHY- 
SIOLOGY AND  TREATMENT  — January  26 
thru  31,  1989  - Maui,  Hawaii.  Program 
Director:  Tom  R.  DeMeester,  M.D.,  Creighton, 
University  School  of  Medicine,  Department 
of  Surgery.  Hours:  Category  1 AMA— Up  to 
24.  Fee:  $500. 


MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  Upon  Request.  Program  Director: 
Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-2633  or  402-280-1830. 

DEPARTMENT  OF  SURGERY 
VISITING  PROFESSOR  SCHEDULE  1988 

NOVEMBER  18-19,  1988  — William  Pierce, 
M.D.,  Professor  of  Surgery,  Chief,  Division  of 
Artificial  Organs,  The  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania  State 
University  (Mechanical  Hearts). 

DECEMBER  9-10,  1988  — Jose  Boix-Ochoa, 
M.D.,  Professor,  Department  of  Pediatric 
Surgery,  Clinica  Infatile  "Vail  d'Hebron", 
Barcelona,  Spain  (Pediatric  Surgical  Problems). 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

56TH  ANNUAL  POSTGRADUATE  ASSEMBLY 
— Omaha  Mid-West  Clinical  Society,  Nov- 
ember 3,  4,  and  5,  1 988  (Thursday,  Friday  & 
Saturday),  The  Red  Lion  Inn,  Omaha. 

For  further  information,  contact  Miss  Lorraine 
Seibel,  Executive  Secretary  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street,  #205-B, 
Omaha,  Nebraska  68114. 

LANCASTER  COUNTY  MEDICAL  SOCIETY 

CLINICAL  APPLICATIONS  OF  LASER  TH  ERAPY 
AND  CLINICAL  UPDATES  — 7 hours  AMA 
Category  1.  Fee:  $65.00.  For  more  informa- 
tion call  (402)  474-2405. 

UPCOMING  MEETINGS 

DISTRICT  VI  AAP  PERINATAL  MEETING  "IN- 
TRODUCING NEWBORNS  TO  THE  GOOD 
LIFE"  — November  1 1-12,  1988,  Marriott 
Hotel,  Omaha,  Nebraska.  Contact  Charlotte 
Hawthorne,  Nebraska  Chapter  American 
Academy  of  Pediatrics  Administrator. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1988  Fall  Session 


Dr.  L Dwight  Cherry  presenting  gavel  to  Dr.  Donald 
Pavelka. 


Dr.  L Dwight  Cherry  presenting  President's  medallion 
to  Dr.  Donald  Pavelka. 


Dr.  L Dwight  Cherry  congratulating  NMA  President, 
Dr.  Donald  Pavelka. 


low  UTTLE I 


Dr.  Harry  McFadden  addressing  the  House  of 
Delegates. 


NMA  President,  Dr.  Donald  Pavelka,  addressing  the 
House  of  Delegates. 


Dr.  Robert  Waldman,  Dean,  University  of  Nebraska 
College  of  Medicine  addressing  the  House  of 
Delegates. 


Dr.  Gregg  Wright  addressing  the  House  of  Delegates. 
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Dr.  L.  Dwight  Cherry  recognizing  House  of  Delegates' 
secretary,  Mary  Churchill,  for  29  vears  service  to  the 
House  of  Delegates. 


Dr.  Richard  Meissner,  Speaker,  presiding  over  House 
of  Delegates. 


Timothy  Wahl  addressing  the  House  of  Delegates. 


Reference  Committee  #1  in  session. 


Reference  Committee  § 2 in  session. 


Reference  Committee  #3  in  session. 


Reference  Committee  #4  in  session. 


Reference  Committee  § 5 in  session. 


November  1988 


Nebraska  Medical  Journal  343 


Dr.  David  Little,  Vice-Speaker,  presiding  over  House 
of  Delegates. 


Reference  Committee  #6  in  session. 


Dr.  Frederick  Paustian  presents  the  report  of  Refer- 
ence Committee  #1 . 


ililllll 

Dr.  Kenton  Shaffer  presents  the  report  of  Reference 
Committee  #2. 


Dr.  Richard  Hranac  presents  the  report  of  Reference 
Committee  #3. 


Dr.  Charles  Bagby  presents  the  report  of  Reference 
Committee  #5. 


Dr.  )ohn  Griffiths  presents  the  report  of  Reference 
Committee  #4. 


Dr.  Robert  Osborne  presents  the  report  of  Refer- 
ence Committee  #6. 
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AMA  NEWS  NOTES 

(continued  from  page  6-A) 

basis  to  make  certain  that  variations  in 
payments  properly  reflect  differentials  in  the 
cost  of  providing  care.  It  also  urged  the  federal 
government  to  provide  incentives,  especially 
through  service-related  loan  repayment  pro- 
grams, to  encourage  physicians  and  other 
health  care  professionals  to  practice  in  rural 
areas. 


Hospital-based  allied  health  programs  and 
their  students  should  have  equal  opportunity 
to  compete  with  university  and  community 
college  programs  for  federal  grants  and  loans, 
the  AMA  has  stated  in  a letter  to  the  Senate 
Labor  and  Human  Resources  Committee. 

James  H.  Sammons,  M.D.,  AMA  executive 
vice  president,  presented  the  case  for  equal 
treatment  under  the  Public  Health  Service  Act 
in  a letter  to  Sen.  Edward  M.  Kennedy,  (D, 
Mass.),  chairman  of  the  committee.  Hospital- 
based  programs  must  meet  the  same  accredi- 
tation criteria,  including  the  same  high  standards 
of  quality,  as  university-based  allied  health 
programs  to  receive  accreditation  from  the 
AMA's  Committee  on  Allied  Health  and 
Accreditation  (CAH  EA),  the  AMA  pointed  out. 

"Any  perception  that  there  is  a quality 
difference  between  the  two  kinds  of  programs 
is  not  correct,"  Dr.  Sammons  said.  Studies 
have  demonstrated  that,  particularly  in  the 
laboratory  field,  students  graduating  from 
hospital-based  programs  perform  as  well,  if 
not  better,  on  national  certification  examina- 
tions as  those  who  graduate  from  university- 
based  programs.  The  AMA  also  has  emphasized 
that  equal  treatment  for  both  types  of  training 
programs  is  important  because  of  hospital 
budget  cuts,  which  often  target  training  pro- 
grams. 

Under  S 2229,  which  has  been  reported  out 
by  the  Senate  Labor  and  Human  Resources 
Committee,  the  definition  of  those  eligible  for 
federal  grants  and  loans  is  limited  solely  to 
university  and  college-based  programs.  On 
the  House  side,  the  definition  was  changed 
last  month  to  include  both,  but  no  funding 
was  authorized. 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 


Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 


Drug/ Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
.American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk.  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
.American  Heart  Association.  Nebraska  Affiliate 
Douglas  P Halleen.  Executive  Director 
3624  Farnam  St..  Omaha  68131 

.American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521.  Lincoln  68508 
.American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H Heavey,  President 
P.O.  Box  3248.  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County.  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  St..  Lincoln  68521 

Creighton  University  School  of  Medicine 

Richard  O'Brien.  M.D..  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States.  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston,  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South.  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D..  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St.,  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D..  Secretary 
360  Doctors  Bldg..  N.  Tower.  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134  , ^ 

(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder.  M.D..  President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford.  M.D  . President 
201  Ridge  St..  #311,  Council  Bluffs.  LA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D O..  President  t 

Dept.  Pediatrics.  Creighton  Univ.  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Paul  J.  Bender.  M D . President 

Suite  1,  Professional  Plaza.  6801  \.  72nd  St..  Omaha  68122 

Nebraska  Association  of  Pathologists 

James  Linder.  .M.D  President 

Dept,  of  Pathology  - UNMC.  42nd  & Dewey.  Omaha  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 

Paul  M Paulman,  M.D..  Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park,  #202.  401  No.  117th.  Omaha  68154 

Nebraska  Chapter  - \merican  Academy  of  Physician  Assistants 

Joe  E.  Jeter.  PA-C.  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 

Thomas  Tonniges.  M.D..  President 
Charlotte  Hawthorne.  Administrator 
2115  N.  Kansas,  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Phvsicians 

Richard  L.  Keller.  M.D..  President 
9641  No.  29th.  Omaha  68112 

Nebraska  Chapter  - American  College  of  Physicians 

Robert  R Recker.  M.D..  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine.  601  N 30th  St..  Omaha  68131 
Nebraska  Chapter  - \merican  College  of  Surgeons 
Louis  J.  Gogela.  M D . Past  President 
2221  South  17th  St..  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F Aita.  M.D..  Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw.  Executive  Director 
444  Regency  Parkway  Dr  . #302.  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett.  Executive  Director 
3120  O St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  .M  S . R.D..  President 
3347  S.  126th  Ave..  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
3100  O St..  Ste  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald.  President 
1640  L Street.  Suite  D.  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Priscilla  Allen.  R.N.,  President 
3800  N.  6th.  #5.  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L Schellpeper.  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711,  Terminal  Bldg  . Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretary 
6920  Van  Dom.  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N'.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

Jehangir  B.  Bastani.  M.D  . President 
8110  Myrtle.  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813.  Lincoln  68509 
Nebraska  Radiological  Society 
James  CalL  M.D..  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section.  American  College  of 
Obstetricians  & Gynecologists 

William  Heidrick.  M.D. 

P.O.  Box  5363,  Lincoln  68505 

Nebraska  Society  of  Anesthesiologists 
Charles  D Gregorius.  M.D..  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.  President 
3145  O St.,  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc.. 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Delores  Yosten.  President 
4010  Kay  Ave..  Grand  Island  6880*3 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn.  President 
502  S.  McCabe.  North  Platte  69101 
Neoraska  Society  for  Respiratory  Therapy 
Marcy  Pearsoll.  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright.  M.D  . M.  Ed..  Director  of  Health 
301  Centennial  Mall  South.  P.O.  Box  95007.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers.  M.D..  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D..  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society- 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary- 
7363  Pacific  St..  #205-B.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building.  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain.  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.0.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  May.  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 

Mel  Rubin.  M.D..  President 
655  Beach  Street.  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas.  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 

P.O.  Box  3190.  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 

Warren  H.  Pearse,  M.D.,  Executive  Director 

409- 12th  St..  S.W. 

Washington.  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1891  Preston  White  Drive,  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy.  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D..  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St..  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E..  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati.  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 

Calvin  M.  Oba,  M.D.,  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Malcolm  D.  Jones,  M.D..  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 


AMA  NEWS  NOTES 

The  Proportion  of  Americans  without 
health  insurance  has  risen  25%  since  1975 
while  the  proportion  of  the  poor  and  near- 
poor covered  by  Medicaid  dropped  during 
the  same  period.  That  perspective  was  pro- 
vided this  week  by  Robert  Blendon,  a Professor 
in  the  Harvard  School  of  Public  Health,  in 
testimony  before  the  Subcommittee  on  Health 
of  the  Senate  Finance  Committee  at  hearings 
on  providing  adequate  health  insurance  cover- 
age for  the  uninsured  and  the  underinsured. 
In  calling  attention  to  the  increasing  severity 
of  the  problems  of  the  uninsured,  Blendon 
noted  that  about  33  of  the  nation's  largest 
cities  have  no  public  hospital,  thus  making  the 
poor  dependent  on  free  care  from  voluntary 
hospitals.  The  AMA,  which  testified  earlier  in 
the  House  of  Representatives  regarding  the 
problems  of  the  uninsured  and  underinsured, 
submitted  a statement  for  the  record.  The 
statement  presented  AMA's  private  and  public 
sector  recommendations  for  providing  cover- 
age for  the  uninsured  and  underinsured. 
Expansion  of  Medicaid  is  one  of  its  primary 
proposals. 

* * * 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 


Donald  J.  Pavelka,  M.D.,  Omaha President 

Richard  A.  Raymond.  M.D..  O’Neill President-Elect 

Robert  F.  Shapiro,  M.D.,  Lincoln Secretary-Treasurer 
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Lincoln:  — Blaine  V Roffman,  M.D.,  Omaha. 

BOARD  OF  DIRECTORS 

Donald  J.  Pavelka,  M.D..  Omaha Chairman 

Richard  A.  Raymond,  M.D.,  O’Neill Vice-Chairman 
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Richard  H.  Meissner,  M.D Omaha 
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Joseph  E.  Stitcher.  M.D Lincoln 
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SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  M.D..  Chairman Lincoln 

David  L.  Bacon.  M.D Kearney 

Lawrence  C.  Bausch.  M.D Lincoln 

Robert  A.  Beer,  M.D Omaha 

Mark  A.  Christensen,  M.D Omaha 

Richard  A.  Hranac.  M.D Kearney 

Richard  M.  Tempero.  M.D Omaha 

Donald  E.  Waltemath,  M.D Lincoln 

Richard  S.  Yates,  M.D Lincoln 

Anthony  J.  Yonkers,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Kenton  L.  Shaffer,  M.D..  Chairman Kearney 

Chris  C.  Caudill,  M.D Lincoln 

Carl  J.  Cornelius,  Jr.,  M.D Sidney 

F.  William  Karrer,  M.D Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harry  W.  McFadden.  Jr.,  M.D Omaha 

Merton  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer,  M.D  . Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

William  Rayburn,  M.D Omaha 

William  L.  Rumbolz.  M.D Omaha 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Stacie  R.  Bleicher.  M.D Lincoln 

Robert  M.  Nelson,  M.D Omaha 

Gregg  F.  Wright.  M.D Lincoln 

COMMITTEE  ON  HEALTH  PLANNING 
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Chris  C.  Caudill,  M.D Lincoln 
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Dale  W.  Ebers,  M.D Lincoln 
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Todd  S.  Sorensen.  M.D Scottsbluff 
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Joel  T.  Johnson.  M.D Kearney 

Darroll  J.  Loschen.  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

William  R.  Palmer.  M.D Omaha 

Gerald  Rounsborg.  M.D North  Platte 

Charles  S.  Wilson.  M.D Lincoln 


AD  HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


•James  H.  Dunlap,  M.D..  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 
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COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian.  M.D.,  Chairman Omaha 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

A.  Dean  Gilg,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Richard  L.  O’Brien,  M.D Omaha 

Dwaine  J.  Peetz.  Jr„  M.D . . Omaha 

Joseph  C.  Scott,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  & ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D.  Chairman Grand  Island 

Patrick  E.  Clare.  M.D.,  Vice-Chairman Lincoln 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Richard  E.  Jackson.  M.D Pawnee  City 

Stephen  J.  Lanspa.  M.D Omaha 

Morris  B Mellion,  M.D Omaha 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers.  M.D Lincoln 

Hobart  E.  Wallace.  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

Gregg  F.  Wright.  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D..  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Edward  E.  Gatz,  M.D Omaha 
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Roger  P.  Massie,  M.D Plainview 

Donald  E.  Matthews,  M.D. Lincoln 
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F.  Thomas  Waring.  M.D Fremont 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Glen  F.  Lau.  M.D.,  Chairman Lincoln 
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William  A.  Shiffermiller,  M.D Omaha 
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Robert  F.  Shapiro.  M.D Lincoln 
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NMA  ANNUAL  SESSION 

April  28  - May  1,  1989 

Cornhusker  Hotel 
Lincoln,  NE 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

NEVADA:  FAMILY  PRACTICE,  INTERNAL 

MEDICINE,  PEDIATRICS,  OB/GYN,  RADIOLOGY: 
Immediate  openings  in  several  rural  communities; 
guaranteed  salary,  full  benefits  including  paid 
malpractice,  and  possible  University  affiliation. 
No  fee  to  applicant.  Contact  Sherry  Semiatin, 
Office  of  Rural  Health,  Reno,  Nevada  89557- 
0046;  (702)  784-4841. 

FAMILY  PRACTITIONER:  Immediately  avail- 
able, attractive  opportunity  in  well-established 
clinic  with  immediate  access  to  fully-equipped 
hospital  and  good  supportive  services.  Good 
schools  and  churches  in  thriving  community. 
Quality  living  in  mid-Nebraska  with  good  hunting, 
fishing,  water  sports,  golf,  and  racquet  club.  Call 
collect:  Cozad  Medical  Clinic,  R.  A.  Sitorius, 
M.D.,  1803  Papio  Lane,  Cozad,  NE  691  30  (308) 
784-3535. 

WANTED:  Seeking  a surgeon,  ABTS  certified/ 
eligible  to  join  a busy  practice  of  cardiovascular 
surgery,  preferably  with  Pediatric,  Transplantation, 
and  Surgical  Electrophysiology  experience. 
Recently  out  of  residency  training.  Send  CV  to: 
Kansas  Heart  Institute,  823  Mulvane,  Suite  380, 
Topeka,  Kansas  66606  or  call  (913)  233-1690. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  an  immediate  need  for  physicians 
to  staff  a primary  care  clinic  located  in  Omaha, 
Nebraska.  Other  immediate  openings  include: 
Charleston,  SC,  Fayetteville,  NIC,  Tucson,  AZ, 
Virginia  Beach,  VA,  Northern  Virginia,  San  Diego, 
Riverside,  Oceanside,  Oakland,  and  Long  Beach, 
CA,  Columbus  and  Savannah,  CA  Other  potential 
locations  include  Jacksonville,  FL,  and  Jackson- 
ville, NC.  Qualifications  are:  BC/BE,  approp. 
state  licensure,  and  a min.  1 year  exp.  Our 
company  offers  an  outstanding  incentive  pay 
plan  and  provides  paid  malpractice  insurance,  a 
pleasant  work  environment  free  form  on-call 
coverage,  and  flexible  scheduling  arrangements. 
If  interested  and  qualified,  please  call  or  send 
C.V.  to  Leigh  Robbins,  PHP  Healthcare  Corp., 
125  Belle  Forest  Circle,  Suite  200,  Nashville,  TN 
37221,  615/662-1310. 

WANTED:  EMERGENCY  PHYSICIANS.  Full 
and  Part  time  positions.  Level  II  Emergency 
Room  with  13,000  annual  volume.  Previous 
experience  or  commensurate  training  preferred. 
ACLS,  ATLS  required.  Independent  Contractor 
Status.  Malpractice  paid.  Contact  Emergency 
Services  and  Management,  C.A.  Lindquist,  M.D., 
Rt.  #1,  Fort  Dodge,  IA  50501.  (51  5)  995-61  36. 

POSITIONS  AVAILABLE:  NEUROLOGY  — SEI 
Health  Services  is  seeking  two  adult  neurologists 
and  one  pediatric  neurologist  for  a large  neuro- 
logical group  in  the  southeastern  United  States. 
Recruiting  board-eligible  or  board-certified 
physicians.  Competitive  salary  and  comprehen- 
sive benefit  package  that  includes  malpractice 
insurance  and  relocation  assistance.  Clinical 
experience  in  EEG,  EMC,  envoked  response, 
doppler  ultrasound,  and  sleep  disorders  pre- 
ferred. Send  resume  to:  SEI  Health  Services 
Division;  James  Hacker,  General  Manager,  772  5 
Little  Ave.,  Charlotte,  NC  28226  or  call  (704) 
542-7100. 


AMA  NEWS  NOTES 


Copies  of  the  updated  edition  of  Health 
Legislative  Issues,  which  the  AMA  prepares 
semiannually  to  define  the  Association's  posi- 
tions on  federal  and  state  legislative  issues  as 
well  as  other  health  issues  of  concern  to  the 
public,  are  available  free  of  charge  but 
availability  is  limited.  Requests  for  the  71- 
page  publication  must  be  in  writing  and 
should  be  sent  to  Dept,  of  Federal  Legislation, 
American  Medical  Association,  535  N.  [Dearborn, 
Chicago,  III.,  60610. 


An  addiction  warning  label  would  be  required 
on  cigaret  packages  under  an  amendment 
Sen.  Bill  Bradley  (D,  N.J.)  has  announced  he 
will  offer  to  the  omnibus  anti-drug  bill.  The 
AMA  supports  such  a warning  on  all  tobacco 
products  and  will  work  with  Bradley  on  the 
proposal. 
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n moderate  depression  and  anxiety 


$;■  74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

i First-week  improvement  in  somatic  symptoms1 

I 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 
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Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  nr? 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX 


limbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX 


Ferences:  1.  Data  on  file.  Hofftnann-La  Roche  lnc„  Nutley,  N).  2.  Feighner  VP, 
’.l:  Psychopharmacology  61 .-217-225,  Mar  22, 1979. 


nbitrol*® 

tnquilizer— Antidepressant 

fore  prescribing,  please  consult  complete  product  information,  a summary  of  which 
lows: 

ntraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
tcomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
itiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
ase  following  myocardial  infarction. 

irnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
na.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
>cular  patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
arction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
rents  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
zardous  occupations  requiring  complete  mental  alertness  {eg,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy, 
thdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
les  (see  Drug  Abuse  and  Dependence) . 

scautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 

>se  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
tction  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
ck  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
:d  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
solving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs, 
e of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
litive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
tential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
■ nursing  period  or  by  children  under  12 . In  elderly  and  debilitated,  limit  to  smallest  effective 
sage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
nsult  physician  before  increasing  dose  or  abrupdy  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  anhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Ttesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage-.  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose1 

# First-week  reduction  in  somatic  symptoms1 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


UmbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /rj- 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  v_u 
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Gallstone 

Lithotripsy 

A revolutionary  new 
investigational  procedure 
eliminating  gallstones  without 
surgery. 

Each  year  more  than  500,000  Americans 
undergo  cholecystectomy  because  of  gallstones. 
Now,  for  some  of  them,  another  treatment  option  - 
biliary  lithotripsy  - is  available  at  the  Methodist 
Lithotripsy  Center. 

The  lithotripter  produces  focused  shock  waves 
transmitted  through  water  to  disintegrate  stones  into 
tiny  fragments.  The  particles  are  then  eliminated  via 
the  bile  passageways.  The  lithotripsy  process  is  less 
costly  to  your  patients.  Expected  shorter  recovery 
time  means  that  they  spend  less  time  away  from 
their  jobs  and  family. 

The  Methodist  Lithotripsy  Center  is  one  of  six 
facilities  in  the  country  selected  to  participate  in  the 
clinical  investigation  of  the  Sonolith  3000  Lithotripter 
built  by  Technomed  International.  During  the 
investigational  period,  patients  must  meet  certain 
eligibility  guidelines  established  by  a protocol  that  is 
approved  by  the  FDA.  Please  feel  free  to  call  the 
Physicians'  Priority  Line  for  more  information. 

Gallstone  lithotripsy  at  the  Methodist  Lithotripsy 
Center  draws  on  the  experience  gained  through 
Methodist's  internationally  recognized  kidney 
lithotripsy  program.  Since  1986,  this  program  has 
successfully  served  more  than  1,500  patients. 


Physicians’  Priority  Line 
1-800-627-6363 

FOR  MORE  INFORMATION 


© 

METHODIST 

HOSPITAL 

8303  DODGE  STREET.  OMAHA.  NEBRASKA  68114.  402-390-4000 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


’J Bita 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


ORGANIZATIONS,  NATIONAL  = 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 

American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 

F.  Lynn  May.  Executive  Vice  President 
950  N.  Washington  St. 

Alexandria.  VA  22314 

American  Academy  of  Ophthalmology 

Mel  Rubin.  M.D.,  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D..  Executive  Director 
409-12th  St.,  S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 

American  College  of  Radiology 

John  J.  Curry,  Executive  Director 

1891  Preston  White  Drive.  Reston,  VA  22091 

American  College  of  Surgeons 

Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 

American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 

American  Medical  Assocation 

•James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  No.  Dearborn  St.,  Chicago.  IL  60610 

American  Society  of  Anesthesiologists 

Mr.  Glenn  W Johnson,  Executive  Secretary 
515  Busse  Hwv.,  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washington.  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.  C.  Ottati,  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 

Calvin  M.  Oba,  M.D.,  President 
Scottsbluff,  NE  69361 

National  Rehabilitation  Association 

633  S.  Washington  St,,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Malcolm  D.  Jones,  M.D.,  President 
1415  W.  22nd  St.,  Oak  Brook,  IL  60521 
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iOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  To  Replace  Another  Svstem. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business. The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through, with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  to  coast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with, call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 


Texas  ^ 
Instruments 


COMPUTING  FWOOUCTS 

AUTHORIZED 

SALES 


j"~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practice-] 

Name i 

I Address I 

City State Zip 

j Phone  ( ) Number  of  physicians  in  practice j 

I Specialty 


l_ 


Medic  Computer  Systems 

8601  Six  Forks  Rd..  Suite  300,  Raleigh  NC  27615 
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I 


medic 

computer  systems 


8601  Six  Forks  Rd.,  Suite  300,  Raieigh,  NC  27615, 919-84  7-8102.  In  NC  Cali:  1-800-87 7-5678.  Outside  NC  Call:  1-800-334-8 534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  S an  Francisco,  Tampa. 
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A SPECIAL 
PRACTICE 

SPECIALISTS 

★ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

USAF  HEALTH  PROFESSIONS 
1 -800-423-USAF 
TOLL  FREE 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

For  treatment  of  infections  in  the: 

- lower  respiratory  UacV  - urinary  tract* 

-skin/skin  structuref  -bones  and  joints* 

Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

"Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN,  ADOLESCENTS,  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


rOt 

TABLETS  ' 

ciprofloxacin  HCI/ Miles) 


S 500  mg  ql2h  for  most  infections; 

750  mg  q12h  for  severe  or  complicated  infections. 

CIPRO* 

(ciprofloxacin  hydrochloride/Miles) 

TABLETS 
BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms m the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 

Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 

Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartn.  Morganella  morganu.  Citrobacter  freundn. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpemcillinase-producing  strains). 
Staphylococcus  epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganu.  Citrobacter  diversus.  Citrobacter 
freundn.  Pseudomonas  aemgmosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  DiarTtiea  caused  by  Escherichia  coh  (enterotoxigenic  strains!  Campylobacter  jeium.  Shigella 
flexneri*  and  Shigella  sonnet*  when  antibacterial  therapy  is  indicated 
*Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN.  ADOLESCENTS.  OR  PREGNANT  WOMEN  The  oral 
administration  of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight- 
bearing joints  of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid, 
cmoxacin,  and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of 
arthropathy  in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL 
PRESCRIBING  INFORMATION! 

PRECAUTIONS 

General:  As  with  other  qumolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which 
may  lead  to  tremor,  restlessness.  Iightheadedness.  confusion,  and  very  rarely  to  hallucinations  or  convulsive 
seizures  Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS 
disorders,  such  as  severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE 
ADVERSE  REACTIONS! 

Qumolones  may  also  cause  anaphylactic  reactions  and  cardiovascular  collapse  Anaphylactic  reactions  may 
require  epinephrine  and  other  emergency  measures 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION! 

Drug  Interactions:  Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma 
concentrations  of  theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of 
theophyllme-related  adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline 
should  be  monitored  and  dosage  adjustments  made  as  appropriate 
Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  m the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients:  F^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals 
The  preferred  time  of  dosing  is  two  hours  after  a meal  f^tients  should  also  be  advised  to  drink  fluids  liberally  and 
not  take  antacids  containing  magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing 
Ciprofloxacin  may  cause  dizziness  or  Iightheadedness  therefore  patients  should  know  how  they  react  to  this  drug 
before  they  operate  an  automobile  or  machinery  or  engage  in  activities  requiring  mental  alertness  or 
coordination 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  Eight  in  vitro  mutagenicity  tests  have  been 
conducted  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coh  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 

Pregnancy  - Pregnancy  Category  C:  Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up 
to  six  times  the  usual  daily  human  dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus 
due  to  ciprofloxacin.  In  rabbits,  as  with  most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally) 
produced  gastrointestinal  disturbances  resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion 
No  teratogenicity  was  observed  at  either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no 
maternal  toxicity  was  produced,  and  no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no 
adequate  and  wen-controlled  studies  in  pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS 
CLASS.  CAUSES  ARTHROPATHY  IN  IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN 
(SEE  WARNINGS! 


CONVENIENT B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  ql 

Severe/Complicated 

750  mg  ql 

Urinary  Tract* 

Mild/Moderate 

250  mg  ql 

Severe/Complicated 

500  mg  ql 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  ql 

Nursing  Mothers:  It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  knowr 
ciprofloxacin  is  excreted  in  the  milk  of  lactatmg  rats  and  that  other  drugs  of  this  class  are  excreted  in  human 
Because  of  this,  and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  mfai 
decision  should  be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importan 
the  drug  to  the  mother 

Pediatric  Use:  Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  an 
(SEE  WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation,  2.799  patients  received  2.868  cours 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  pos 
related  in  9 2%.  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  eve 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%!  skin  (0  6%!  and  central  nervous  sy 
(0  4%! 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%!  diarrhea  (2  3%!  vomiting  (2 
abdominal  pam/discomfort  (1  7%!  headache  (1  2%!  restlessness  (1 1%!  and  rash  (1 1%! 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typic 
qumolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforc 
gastrointestinal  bleeding 

CENTRAL  NERWXJS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallu 
tions.  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weak i 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  cl 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmr 
tion.  erythema  nodosum 

Allergic  reactions  ranging  from  urticaria  to  anaphylactic  reactions  have  been  reported 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lig 

decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  /omt  or  back  pain,  joint  stiffness,  achmess.  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleei 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  peci 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchosp. 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judge! 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction 
ciprofloxacin 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regai 
drug  relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%!  AST  (SGOT)  (1  7%!  alkaline  phosphatase  (0  8%!  LDH  (0 
serum  bilirubin  (0  3%) 

Hematologic  - eosmophilia  (0  6%!  leukopenia  (0  4%!  decreased  blood  platelets  (0 1%!  elevated  b 
platelets  (01%).  pancytopenia  (0 1%! 

Renal  - Elevations  of  Serum  creatinine  (1 1%!  BUN  (0  9%) 

CRYSTALLURIA.  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  01%  of  courses  were  Elevation  of  serum  gammaglutamyl  transfer 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  ane 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  shoul 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  suppo 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdos 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  r 
function  is  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients 1 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  he 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  tre 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  eve1 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  / 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION! 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50.  ar 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION! 


*Due  to  susceptible  strains  of  indicated  pathogens. 
See  indicated  organisms  in  Prescribing  Information. 


For  further  information,  contad  the  Miles  Information  Service 
1-800-642-4776.  (In  VA,  call  collect:  703-391-7888.) 

COMMITTED  TO  THERAPEUTIC  EFFICIENt 
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AMA  NEWS  NOTES 

A new  publication  aimed  at  giving  physicians 
and  their  staffs  a thorough  understanding  of 
Medicare's  "medical  necessity"  requirements 
and  the  carrier  review  process  in  general  has 
been  developed  by  the  AMA. 

Medicare  Carrier  Review:  What  Every  Physi- 
cian Should  Know  About  "Medically  Unneces- 
sary' Denials  is  now  available  to  physicians. 
The  publication  was  prepared  by  the  AMA 
with  technical  assistance  from  the  federal 
Health  Care  Financing  Administration. 

The  60-page  booklet  was  prepared  to 
attempt  to  eliminate  some  of  the  confusion 
that  has  accompanied  implementation  of  the 
Omnibus  Budget  Reconciliation  Act  of  1986. 
In  addition  to  explaining  the  law,  the  booklet 
discusses  the  carrier  claims  review  process 
and  ways  physicians  can  appeal  carrier  deter- 
minations, as  well  as  the  screening  criteria 
using  in  making  determinations  about  "med- 
ically unnecessary"  services.  Also  included  is 
an  extensive  explanation  of  "advance  notice" 

(continued  on  page  15-A) 


FAMILY  PRACTITIONER  WANTED 
YANKTON,  SOUTH  DAKOTA 

Practice,  teach  in  spacious,  pleasant  northern  plains  area  of 
Southeast  South  Dakota  with  many  lakes,  rivers,  other 
outdoor  activities,  sports.  Family  Practitioner  BE/BC  is  needed 
to  provide  care  and  treatment  at  South  Dakota  Human 
Services  Center  Position  includes  a hospital  guarantee  of 
75%  salary  and  a 25%  private  practice  opportunity.  We  are  an 
acute  and  long-term  inpatient,  420-bed  psychiatric  hospital 
with  a variety  of  specialized  programs  and  serve  the  entire 
state.  Employees  number  620.  The  hospital  is  a treatment 
program  oriented,  multidiscipline  setting.  Teaching  affiliation  is 
with  the  University  of  South  Dakota  School  of  Medicine  with 
opportunities  for  eligible  staff  to  pursue  academic  interests. 
Excellent  secondary  and  inter-state  highway  connections 
allow  for  reasonable  access  to  larger  metropolitan  areas  such 
as  Sioux  Falls,  South  Dakota  Sioux  City,  Iowa  and  Omaha 
Nebraska. 

If  your  experience  and  interests  match  our  needs,  write  or 
phone: 

JOHN  A.  HENDERSON,  CMHA,  ADMINISTRATOR 
OR 

DAVID  A SMITH.  M.O.,  CHIEF  OF  MEDICINE 
SOUTH  DAKOTA  HUMAN  SERVICES  CENTER 
P.0.  BOX  76 

YANKTON.  SOUTH  DAKOTA  57078-0076 
PHONE:  (605)  668-3103 

AN  EQUAL  OPPORTUNITY  EMPLOYER 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass.  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage,  Johnson 

Nemaha.  Pawnee.  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota.  Dixon,  Knox.  Madison, 
Pierce,  Stanton.  Thurston.  Wayne. 

Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D..  Seward.  Counties:  Butler, 
Hamilton,  Polk,  Saunders,  Seward.  York- 

Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline.  Thayer. 

Eighth  District:  Councilor  Richard  D. 
Fitsch.  M.D.,  O’Neill,  Counties:  Boyd, 
Brown,  Cherry,  Holt,  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer.  Dawson,  Garfield,  Grant,  Greeley, 
Hall,  Hooker,  Howard,  Loup,  Sherman, 
Thomas,  Valley,  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico, 
M.D.,  Hastings,  Counties:  Adams.  Chase, 
Dundy,  Franklin,  Frontier.  Furnas, 
Gosper.  Harlan.  Hayes.  Hitchcock, 
Kearney,  Phelps,  Red  Willow,  Webster. 

Eleventh  District.  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte,  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box,  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Chase 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha .... 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 
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EDITORIAL 


After  One  Year 

BENJAMIN  R.  GELBER,  M.D. 


This  is  the  twelfth  issue  of  the  Nebraska 
Medical  Journal  since  I became  editor.  Has  it 
changed?  Should  it  change?  Why  do  we  have  a 
Nebraska  Medical  Journal?. 

The  cover  has  changed.  One  colleague  said 
to  me  "The  covers  are  a nice  touch,  but  what 
about  the  inside?"  I have  included  editorials 
and  articles  about  controversial  economic  and 
political  topics.  Informative  and  entertaining 
letters  to  the  editor  have  contributed  to  the 
debate  over  issues. 

I am  impressed  by  the  diversity  and  quality 
of  the  scientific  articles  submitted.  This  is  the 
area  which  carries  the  most  responsibility  for 
the  editor.  The  Nebraska  Medical  Journal  is 
included  in  the  Index  Medicus.  This  means 
that  articles  are  listed  on  computer  searches, 
are  available  to  anyone  doing  research,  and  will 
be  readily  accessible  not  only  next  year,  but 
even  100  years  from  now.  Therefore  it  is 
mandatory  that  scientific  articles  undergo 
careful  peer  review. 

Most  of  the  scientific  articles  come  from 
Omaha.  This  is  because  Omaha  has  most  of 
the  physicians  and  both  Medical  Schools.  I 
would  like  to  see  more  contributions  from 


physicians  outside  of  Omaha.  I can  tell  from 
the  cases  referred  to  me  that  physicians 
outside  Nebraska's  two  largest  metropolitan 
areas  encounter  a richly  diverse  case  mix  in 
their  practices,  and  demonstrate  a level  of 
medical  sophistication  second  to  none.  To 
those  of  you  who  haven't  contributed  to  the 
Journal,  I'd  like  you  to  sit  down,  gather  up  the 
patients'  charts  and  transform  them  into  a 
clinical  article.  To  those  of  you  who  have 
contributed,  do  it  again. 

I enjoy  having  this  space  to  discuss  issues 
which  interest  me.  It  gives  me  a chance  to  try 
to  persuade  the  reader  to  take  my  point  of 
view.  Over  the  next  year,  I would  like  to  see 
some  guest  editorials.  Don't  wait  to  be  invited. 
The  Nebraska  Medical  Journal  is  a wonderful 
resource.  Take  advantage  of  it. 

A few  additions  are  planned  for  1 989.  There 
will  be  an  issue  about  Law  and  Medicine.  One 
of  our  readers  has  offered  to  organize  a regular 
column  on  cardiovascular  disease.  You  can 
count  on  the  United  States  Congress  to 
provide  lots  of  material  for  editorial  writing. 

I've  enjoyed  my  first  year  as  editor. 

Benjamin  R.  Gelber,  M.D. 


December  1988 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

In  the  October  1988  issue  of  the  Nebraska 
Medical  Journal,  David  Buntain  reports  on 
certain  actions  during  the  1988  legislative 
session. 

Item  1 1 of  the  article  reports  that  physician 
assistants  sought  an  amendment  to  the  PA  law 
because  of  their  dissatisfaction  with  the 
proposed  regulations  to  implement  1985 
amendments  related  to  satellite  clinics. 

This  report  is  only  partially  correct.  The 
overly  restrictive  language  in  the  proposed 
rules  and  regulations  was  clearly  counter  to 
the  intent  of  the  legislature,  and  unnecessarily 
interfered  with  the  physician's  practice  auto- 
nomy. Therefore  the  physician  assistants  joined 
with  several  supervising  physicians  in  support- 
ing an  amendment  which  would  have  empha- 
sized the  doctor's  authority  to  establish 
supervisory  standards  appropriate  to  the 
doctor's  specific  practice.  This  was  not,  as  one 
could  infer  from  Buntain's  article,  a unilateral 
action  by  physician  assistants. 


It  is  important  for  the  reader  not  to  infer  that 
physician  assistants  were  seeking  one  iota  of 
autonomy  in  this  action.  Physician  assistants 
are  clearly  and  unequivocally  committed  to  a 
"dependent  practice"  role.  However,  it  is  their 
responsibility  as  competent  health  pro- 
fessionals to  join  the  physician  community  in 
speaking  out  against  the  unnecessary  intrusion 
of  bureaucrats  into  the  practice  of  medicine 
by  diminishing  the  physician's  autonomy 
through  cumbersome  and  burdensome  regu- 
lations. 

The  Board  of  Examiners  in  Medicine  and 
Surgery,  the  Nebraska  Medical  Association, 
and  the  Nebraska  Chapter  of  American  Academy 
of  Family  Physicians  have  been  appropriately 
concerned  about  the  role  of  physician  assistants 
in  Nebraska.  Each  group  is  to  be  commended 
for  the  display  of  sound  judgment  in  addressing 
the  difficult  and  emotional  issues  surrounding 
the  proper  utilization  of  non-physicians  who 
provide  "medical  services"  in  this  state. 

Jesse  C.  Edwards,  M.S. 

Associate  Professor  of 
Physician  Assistant  Education 
Associate  Director  of  Nebraska 
PA  Program 
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ORIGINAL  ARTICLE 


Tracheobronchitis  and  Pneumonia  Due  to  Herpes 
Simplex  Virus  (HSV)  Infection 

A CHAKRABORTY,  M.D.,  A.  FORKER,  M.D.,  H.  REESE,  M.D.,  ).  CASEY,  M.D. 

Bryan  Memorial  Hospital.  Lincoln  Nebraska 


INTRODUCTION 

VARIOUS  pulmonary  complica- 
tions in  the  post-operative 
period  following  coronary 
artery  bypass  grafting  (CABG)  are  common. 
Bacteria  are  usually  responsible  for  the 
infectious  complications.  Superinfection  by 
fungi,  predominately  Candida  sp.  occurs 
secondary  to  antibiotic  treatment.  Viral 
infection  of  the  lower  respiratory  tract 
occurs  rarely  and  is  not  generally  considered 
in  the  differential  diagnosis.  Here  we  pre- 
sent a patient  who  developed  severe 
tracheobronchitis  with  membrane  formation 
and  bilateral  pneumonia  due  to  HSV  infec- 
tion. Unfamiliarity  with  this  condition  delayed 
diagnosis  and  institution  of  appropriate 
therapy. 

Case  Report 

This  58  year  old  salesman  was  referred  to 
Bryan  Memorial  Hospital  for  evaluation  of 
Class  IV  angina  pectoris.  He  smoked  for  a 
short  period  but  quit  in  1962.  He  denied 
any  other  significant  medical  problem.  The 
physical  examination  was  normal.  Arterial 
blood  gasses  obtained  while  breathing 
room  air  showed  a pH  of  7.41,  a PaCO,  of 
36  and  PaO,  of  72  mm  of  Hg.  The  chest 
radiograph  was  normal.  A coronary  angio- 
gram revealed  severe,  three  vessel  coronary 
artery  disease.  A three  vessel  CABG  using 
left  internal  mammary  artery  for  the  anterior 
descending  was  accomplished  without  dif- 
ficulty on  2/9/88.  Three  units  of  packed  red 
cells  and  8 units  of  platelets  were  ad- 
ministered during  surgery.  The  patient 
came  off  bypass  easily  and  was  taken  off 
mechanical  ventilation  the  next  day  and 
extubated.  Arterial  blood  gasses,  while  on 
40%  oxygen  by  face  tent,  revealed  a pH  of 
7.39,  PaC02  of  42  and  Pa02  of  76  mm  of 
Hg.  Except  for  some  supraventricular 
dysrythmia,  the  immediate  postoperative 
course  was  not  remarkable.  The  patient 
developed  a productive  cough  on  the 
second  post-operative  day  with  coarse 


bibasilar  crepitations.  Aerosol  therapy  with 
inhaled  bronchodilators  was  started  with 
the  patient  requiring  a higher  flow  of 
oxygen  to  maintain  adequate  oxygenation. 
On  2/15/88,  a rigid  bronchoscopy  with 
suctioning  of  large  quantities  of  tracheo- 
bronchial secretions  was  accomplished. 
The  patient  appeared  ill  and  began  having 
temperature  spikes.  Repeated  blood  cul- 
tures revealed  no  growth.  Immediate  gram 
staining  of  the  bronchial  secretions  was 
negative  for  organisms.  The  leukocyte 
count  remained  normal.  The  chest  radio- 
graph showed  left  lower  lobe  atelectasis 
and  left  pleural  effusion.  The  patient  was 
seen  in  pulmonary  consultation  for  pro- 
gressive deterioration  in  respiratory  status. 
At  this  time,  he  complained  of  difficulty  in 
swallowing.  Left  thoracentesis  was  per- 
formed and  exudative  fluid  was  removed. 
The  fluid  was  negative  for  micro-organisms 
on  staining  (Crams,  AFB,  GMS)  and  culture. 
Arterial  blood  gasses  gave  a pH  of  7.54 
PaCO,  of  33  and  Pa02  of  58  mm  of  Hg  on  4 
liters  of  oxygen  by  nasal  prongs.  Respira- 
tory therapy  was  intensified.  After  further 
blood  cultures,  empiric  intravenous  anti- 
biotic therapy  with  cefoperazone  and  gen- 
tamicin was  started.  The  patient  appeared 
quite  ill;  aerosolized  bronchodilators  helped 
temporarily  in  assisting  expectoration  of 
sputum  and  he  required  oxygen  inhalation 
at  higher  flow.  Fiberoptic  bronchoscopy 
was  done  revealing  a thick  grey-white 
membrane  coating  the  oropharynx,  trachea 
and  bronchi. 

Abundant  mucopurulent  secretions  were 
aspirated  during  bronchoscopy.  The  mem- 
brane was  very  adherent  to  the  mucosa  and 
could  only  be  dislodged  with  the  tip  of  the 
bronchoscope  or  a brush  with  difficulty, 
leaving  a raw  and  oozing  surface.  The  bron- 
choscopic  aspirate  and  protected  tipped 

•Reprint  Request:  Anup  Chakraborty,  M.D.,  Wedgewood  Medical 
Center,  120  Wedgewood  Drive,  Suite  A,  Lincoln,  Nebraska  68510. 
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brushing  showed  no  bacteria  or  fungi  on 
staining  or  culture.  The  bronchial  washing 
later  grew  Staphylococcus  aureus  sensi- 
tive to  the  antibiotics  currently  being  ad- 
ministered. Despite  vigorous  respiratory 
therapy  and  empiric  intravenous  antibiotics 
in  adequate  dosage,  the  condition  of  the 
patient  continued  to  deteriorate.  A repeat 
chest  radiograph  showed  increasing  bi- 
lateral infiltrates  (Fig.  1).  An  echocardiogram 
and  gated  MUGA  scan  demonstrated  adequate 
left  ventricular  function.  The  hemoglobin 
dropped  necessitating  2 units  of  packed  cells 
transfusion.  A tracheostomy  was  performed 
on  the  13th  postoperative  day  to  aid  in 
tracheobronchial  toileting  and  a left  chest 
tube  was  inserted.  The  patient  was  also  placed 
on  a mechanical  ventilator.  Repeated  thera- 
peutic bronchoscopies  were  necessary  to 
keep  the  airways  clear. 

On  the  17th  post-operative  day,  a few 
dried  herpetic  vesicles  were  noted  around 
the  lower  lip  and  a possible  association 
with  his  pulmonary  problems  was  con- 
sidered. The  next  day,  there  were  a few 
small  pustular  lesions  seen  over  his  left 
palm,  right  palm  and  anterior  chest  wall. 
Aspiration  of  the  pustules  done  under 
sterile  conditions  did  not  show  any  bacterial 
pathogens  on  stain  and  culture  but  did 
demonstrate  a strong  Elisa  reaction  for 


herpes  simplex  virus  (HSV).  The  patient  was 
started  on  acyclovir  (Zovirax)  orally  with  a 
rather  dramatic  clinical  improvement  as 
measured  by  his  feeling  of  well  being  and 
defervescence  within  48  hours  following 
institution  of  the  drug.  Herpes  simplex  virus 
(HSV)  was  identified  in  the  bronchial  wash- 
ings taken  prior  to  the  beginning  the 
acyclovir.  Serum  antibody  titers  by  anti- 
compliment immunofluorescence  against 
HSV  performed  on  a blood  sample  from 
2/8/88  gave  titers  of  IgG  <1:5  and  IgM  titer 
< 1:10,  while  convalescent  titers  obtained 
on  3/1/88  revealed  an  IgG  titer  > 1:640 
and  and  IgM  titer  > than  1:10.  Bronchoscopic 
examination  performed  on  the  4th  day 
following  institution  of  acyclovir  revealed 
almost  total  clearing  of  the  tracheobronchial 
membranes  and  a marked  reduction  in 
tracheobronchial  secretions  but  with  mini- 
mal persistent  inflammation.  A chest  radio- 
gram showed  clearing  of  the  bilateral  in- 
filtrative changes  but  persistence  of  ate- 
lectasis with  pleural  effusion  of  the  left.  The 
tracheostomy  was  removed.  The  left  chest 
tube  was  also  removed  as  the  drainage  was 
minimal.  During  the  one  week  of  acyclovir 
therapy,  it  was  possible  to  discontinue  the 
oxygen  inhalation  and  curtail  the  aerosol 
treatments  substantially.  Soon  thereafter, 
the  patient  was  discharged  home  with 


FIGURE  1 

Bilateral  infiltrates  and  left  pleural  effusion. 


348  Nebraska  Medical  Journal  December  1988 


advice  to  continue  acyclovir  for  another  2 
weeks  and  to  be  followed  by  his  personal 
physician. 

Discussion 

Herpes  simplex  virus  is  a common  patho- 
gen which  classically  infects  squamous 
epithelium,  thus,  rarely  involving  the  lower 
respiratory  tract.  Pulmonary  involvement  by 
HSV  in  adults  has  been  reported  in  trans- 
plant recipients,  patients  with  severe  burns, 
patients  with  terminal  cancer,  patients  with 
acquired  immunodeficiency  syndrome  (AIDS), 
patients  receiving  corticosteroids,  and 
patients  who  have  severe  underlying  de- 
bilitating illnesses.  (1)  Although  it  can  be 
isolated  from  the  oral  secretions  of  1-5%  of 
asymptomatic  normal  individuals,  immuno- 
logically  normal  people  only  rarely  develop 
clinical  disease  of  the  lower  respiratory 
tract.  Graham  and  Snell1  reviewed  the  available 
literature  on  HSV  infection  and  also  reported 
their  own  six  cases  where  the  diagnosis 
was  made  antemortum.  Five  of  the  six 
patients  had  serious  underlying  illness. 
One  patient,  presumably  normal  imrnuno- 
logically,  developed  the  illness  in  the  post- 
partum period.  Pregnancy,  according  to 
some,  predisposes  to  dissemination  and 
visceral  HSV  infection. 

Contiguous  spread  of  HSV  from  the  oral 


cavity  to  the  tracheobronchial  tree  is  the 
most  common  mode  of  spread.  Intubation, 
burn,  aspiration  of  oral  secretions  and 
injury  to  the  airway  are  predisposing  factors. 
Smoking,  by  causing  squamous  metaplasia, 
is  a theoretical  risk  factor.  All  six  patients 
reported  by  these  authors  were  smokers. 
Since  hematogenous  spread  is  possible, 
blood  transfusion  may  be  another  mode  of 
infection.  Hematogenous  infection  gives 
rise  to  an  interstitial  type  of  infiltrate  while 
contiguous  spread  primarily  causes  in- 
volvement of  the  airways.  An  oral  herpetic 
lesion  is  commonly  found  and  was  also 
identified  in  our  case.  Pseudomembrane 
formation  is  a common  finding  causing 
serious  airway  obstruction  and  difficulty  in 
ventilation.  Repeated  therapeutic  broncho- 
scopies and  intensive  tracheobronchial 
toileting  via  tracheostomy  was  necessary  in 
our  case. 

Once  HSV  infection  is  suspected,  diag- 
nosis is  not  difficult.  Cytologic  examination 
of  the  lower  respiratory  tract  secretions 
should  demonstrate  the  characteristic  cel- 
lular changes  and  nuclear  inclusions.  De- 
monstration of  HSV  infected  cells  can  be 
performed  directly  by  immunoperoxidase 
techniques  and/or  culture.2  A bronchoscopy 
specimen  from  2/18/88,  examined  retro- 
spectively, did  show  the  characteristic  cel- 


FIGURE  2 

Characteristic  cytopathic  effect  with  intranuclear  inclusions.  1000  X 
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FIGURE  3 

Positive  immunoperoxidase  staining  for  HSV  (Positive  cells  dark).  1000  X 


lular  alterations  of  HSV  (Fig.  2)  infection 
documented  by  immunoperoxidase  staining 
for  HSV.  (Fig.  3)  Bronchoscopy  is  superior 
to  percutaneous  lung  biopsy  or  open  lung 
biopsy  for  diagnosis.  Serologic  methods 
are  less  helpful,  but  if  the  complement 
fixation  and  neutralizing  antibody  titers  are 
low  or  falling  in  the  setting  of  HSV  infection, 
the  outcome  is  usually  fatal.  The  outcome  is 
also  dependent  on  the  underlying  disease 
process,  immunologic  status  of  the  patient 
and  complicating  superinfections.  Bacterial 
or  fungal  superinfection  is  common  with 
immunocompromised  individuals  but  less 
so  in  the  otherwise  normal  host.  With 
supportive  care,  the  illness  may  run  a self- 
limiting  course,  but  in  our  case,  institution 
of  acyclovir  resulted  in  an  impressive  clini- 
cal improvement.  The  left  lower  lobe 
atelectasis  and  pleural  effusion  seen  in  our 
patient  did  not  show  much  improvement 
and,  in  our  opinion,  was  due  to  injury  to  the 
left  phrenic  nerve  rather  than  to  HSV 
infection.3 

The  case  we  have  described  presents  the 
classic  findings  of  tracheobronchial  HSV 
infection  with  membrane  formation,  bi- 
lateral pneumonia  and  respiratory  failure. 


Unfamiliarity  with  the  condition  delayed  the 
specific  diagnosis.  The  findings  described 
in  this  report  should  mandate  a re-examina- 
tion of  the  bronchial  cytology  for  evidence 
of  HSV  infection  which  can  be  confirmed  by 
immunoperoxidase  staining  for  HSV  infected 
cells. 
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THE  ideal  procedure  for  palliative 
treatment  of  malignant  biliary 
obstruction  has  evolved  into  a 
combined  percutaneous  and  endoscopic 
approach  for  placement  of  a large  caliber 
internal  biliary  stent.  The  joint  effort  by  the 
interventional  radiologist  and  gastroentero- 
logist greatly  facilitates  the  procedure  and 
offers  the  patient  the  greater  likelihood  of 
long  term  benefit.  In  this  article  we  summarize 
our  initial  experience  with  this  combined 
method  and  discuss  its  advantages  over 
previous  independent  percutaneous  and 
endoscopic  approaches. 

Patients  and  Technique 

From  June,  1987,  to  March,  1988,  nine 
patients  with  malignant  biliary  obstructions 
had  internal  stents  inserted  by  a combined 
percutaneous-endoscopic  technique.  The 
etiology  of  the  obstructions  included  car- 
cinoma of  the  pancreas  (6  patients),  bile  duct 
carcinoma  (1  patient),  and  periportal  lymph 
node  metastases  (2  patients:  gastric  and 
cervical  carcinoma). 

All  procedures  are  done  using  antibiotic 
coverage,  local  anesthesia,  and  intravenous 
medication.  Percutaneous  transhepatic  cho- 
langiography is  initially  performed  by  the 
interventional  radiologist.  After  a suitable  bile 
duct  has  been  punctured,  a von  Sonnenberg 
coaxial  system  (Cook)1  is  used  to  ultimately 
gain  access  into  the  biliary  tree  with  a 
guidewire  and  5F  JB1  catheter.  The  catheter 
and  guidewire  are  then  manipulated  across 
the  obstructed  bile  duct  and  passed  into  the 
duodenum. 

Endoscopy  is  then  performed  by  the  gastro- 
enterologist. A long  guidewire  (450  cm., 
0.035")  is  passed  via  the  percutaneous  catheter 
through  the  ampulla,  grasped  in  a foreign 
body  snare  and  retrieved  through  the  endo- 
scope. At  this  point  the  wire  traverses  the  skin, 
liver,  bile  duct,  tumor,  duodenum  and  passes 
out  the  mouth.  An  11.5  F (ID),  14  F (OD) 
biliary  stent  (Cook-available  in  several  lengths: 


5,  7,  9,  11  cm.)  is  advanced  down  the 
guidewire  per  os,  using  a pusher  catheter  to 
position  it  across  the  biliary  obstruction,  while 
tension  is  maintained  on  both  ends  of  the 
guidewire. 

A follow-up  cholangiogram  is  then  performed 
via  the  percutaneous  catheter  to  assess  stent 
position  and  drainage.  If  these  are  satisfactory 
the  guidewire  is  withdrawn  through  the 
endoscope.  Upon  removing  the  percutaneous 
catheter,  a 5 mm.  metallic  coil  is  advanced 
through  the  catheter  to  occlude  the  hepatic 
tract  and  prevent  bile  leakage. 

Results 

Successful  combined  percutaneous  and 
endoscopic  placement  of  a large  caliber  1 1 .5  F 
(ID)  internal  biliary  stent  was  accomplished  in 
all  nine  patients  (see  Table  1).  In  one  case,  an 
external  drainage  catheter  was  inserted  six 
days  before  the  combined  technique  was 
performed.  Good  initial  palliation  was  achieved 
in  six  patients.  The  other  three  patients  died 
soon  after  stent  placement,  one  due  to  sepsis, 
probably  of  urinary  tract  origin,  one  from 
cardiac  failure  and  the  other  from  advanced 
malignant  disease. 

Discussion 

During  the  past  three  decades,  there  has 
been  a steady  evolution  in  the  development 
of  non-operative  biliary  drainage  techniques. 
The  goal  has  been  to  palliate  patients  with 
malignant  biliary  obstructions  and  short  life 
expectancies,  avoiding  the  morbidity  and 
mortality  of  surgical  procedures.2 

Beginning  in  the  early  1 960's  external  drainage 
was  performed  by  leaving  in  the  sheath,  after 
percutaneous  transhepatic  cholangiography 
with  an  18-gauge  sheathed  needle.  In  the 
1970's  this  method  was  improved  by  man- 
ipulation of  a guidewire  and  drainage  catheter 
through  the  obstructed  bile  duct  to  achieve 
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TABLE  1 — Clinical  status  of  nine  patients  with  malignant  biliary 
combined  percutaneous  endoscopic  placement  of 


obstruction  before  and  after 
internal  biliary  stent. 
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both  external  and  internal  drainage.3'5  How- 
ever, these  patients  frequently  had  complica- 
tions of  pain  and  bile  leakage  around  the  skin 
entrance  site  of  the  catheter,  and  cholangitis 
due  to  obstruction  of  the  relatively  small  inner 
lumen  of  the  catheter.0  Additional  short- 
comings were  inadvertant  catheter  dislodge- 
ment  and  the  psychological  stress  of  the 
external  catheter. 

Because  of  these  problems  there  has  been 
considerable  interest  during  the  1980's  in  the 
development  of  completely  internal  biliary 
stents.  Percutaneous  transhepatic  or  endo- 
scopic methods  have  been  used  for  their 
insertion.  Large  caliber  stents  can  be  placed 
percutaneously, '9  but  this  technique  is  more 
traumatic  to  the  liver  parenchyma  and  can  be 
very  painful  for  the  patient.  Endoscopic 
techniques  avoid  the  morbidity  of  the  trans- 
hepatic approach.10  However,  they  are  limited 
by  the  inability  to  manipulate  within  complex 
duct  obstructions  and  by  the  smaller  size  of 
drainage  catheter  that  can  be  passed  through 
the  endoscope. 

The  combined  percutaneous  and  endo- 
scopic approach  performed  by  the  cooperative 
efforts  of  the  interventional  radiologist  and 
gastroenterologist  is  the  ideal  method  for 
large  caliber  internal  stent  placement.11  13  The 
procedure  can  be  performed  in  one  session, 
under  local  anesthesia,  without  severe  pain  or 
significant  trauma  to  the  hepatic  parenchyma. 


FIGURE  1 

This  64-year-old  woman  had  malignant  biliary  obstruc- 
tion due  to  carcinoma  of  the  head  of  the  pancreas.  A 
combined  percutaneous  and  endoscopic  technique 
was  used  for  placement  of  a large  caliber  internal 
biliary  stent,  followed  by  skinny  needle  biopsy  to 
establish  a tissue  diagnosis. 


FIGURE  A 

Following  the  percutaneous  transhepatic  cholangiogram, 
a small  catheter  is  manipulated  through  the  dilated 
intrahepatic  ducts,  across  the  malignant  stricture  of 
the  common  bile  duct  (arrows),  and  into  the  duodenum. 


352 


Nebraska  Medical  Journal  December  1988 


FIGURE  B 

A guidewire  passed  through  the  catheter  is  grasped  by 
the  endoscopist  and  pulled  out  of  the  mouth.  The 
internal  biliary  stent  (open  arrows)  is  then  pushed  per 
os  down  the  guidewire  (closed  arrows)  across  the 
biliary  obstruction. 

This  technique  does  not  require  the  investment 
in  a large  channel,  side  viewing  endoscope. 
The  presence  of  the  guidewire  through  the 
liver  greatly  facilitates  placement  per  os  of  the 
large  14  F (OD)  stent  across  a tight  biliary 
obstruction.  The  stent  is  designed  with  proximal 
and  distal  barbs  to  prevent  dislodgement.  Its 
large  11.5  F (I D)  obviates  problems  of  catheter 
blockage  and  cholangitis. 

In  our  experience,  the  combined  procedure 
for  palliative  internal  biliary  drainage  has  been 
technically  successful  in  all  of  our  patients. 
Similar  results  have  been  achieved  by  others 
using  this  technique.12"13  The  most  challenging 
manipulation  in  our  series  was  in  a patient 
with  a prior  Billroth  II  anastomosis.  The 
internal  stents  have  been  much  better  tolerated 
than  internal-external  drainage  catheters  used 
in  previous  patients.  There  have  been  no  long 
term  problems  of  cholangitis  or  stent  obstruc- 
tion, both  of  which  were  major  problems  with 


FIGURE  C 

Skinny  needle  biopsy  is  performed,  using  the  stent  as  a 
landmark  for  a location  of  the  tumor  (arrowhead). 


smaller  caliber,  endoscopically  placed  internal 
stents.  One  patient  developed  sepsis  and 
died  three  days  after  biliary  drainage.  Even 
though  the  infection  was  probably  of  urinary 
tract  origin,  this  reinforces  the  need  for 
antibiotic  coverage  during  and  after  these 
procedures.  Despite  their  terminal  disease, 
good  palliation  has  been  achieved  in  the 
majority  of  patients.  Deaths  have  been  due  to 
other  causes,  rather  than  secondary  to  com- 
plications of  obstructed  bile  ducts. 

Summary 

A combined  percutaneous-endoscopic 
approach  facilitates  successful  placement  of 
an  internal  stent  for  palliation  of  malignant  biliary 
obstruction.  This  team  effort  by  the  interven- 
tional radiologist  and  gastrointestinal  endo- 
scopist has  several  advantages  over  surgical, 
percutaneous  and  endoscopic  biliary  drainage 
methods  used  alone.  There  is  less  patient  pain 
and  morbidity  at  the  time  of  catheter  insertion. 
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The  large  1 1 .5  F internal  diameter  of  the  stent 
results  in  fewer  long  term  problems  with 
catheter  blockage  and  cholangitis.  The 
combined  technique  of  internal  biliary  drain- 
age makes  surgical  by-pass  procedures  un- 
necessary, and  allows  this  group  of  patients 
with  terminal  malignancy  to  complete  their 
lives  without  the  complications  of  biliary 
obstruction. 
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CLINICAL  DIAGNOSTIC  IMAGING 


Mammography  In  The  Early  Detection 
Of  Breast  Cancer 

VAN  L.  MARCUS,  M.D. 

September  15,  1988 


Mammography  has  become  a 
cornerstone  in  the  early  detec- 
I tion  of  breast  cancer.  It  is  the 
most  useful  technique  for  detecting  early 
changes  of  cancer  in  the  breast.  In  combination 
with  regular  self  exam  and  routine  physical 
exam  by  a physician  the  patient  is  given  the 
best  chance  of  uncovering  cancer  at  its 
earliest,  presumably  curable  stages. 

Diagnosis  of  breast  cancer  still  relies  on 
pathologic  exam  of  excised  breast  tissue.  As 
mammograms  can  now  detect  cancer  before 
it  is  palpable  clinically  by  the  physician  or 
patient,  needle  localization  has  become  an 
important  adjunct  to  accurate,  minimally 
disfiguring,  biopsy. 

Mammographic  technology  has  improved 
to  the  point  where  it  can  be  applied  to  a large 
number  of  women  with  minimal  risk  of  excess 
radiation  exposure.  Consequently  the  number 


of  biopsies  has  risen.  As  the  lesions  biopsied 
are  often  benign  (approximately  80  percent) 
one  attempts  to  excise  the  lesion  in  question 
and  very  little  of  the  surrounding  normal 
tissue.  Needle  localization  done  with  local 
anesthesia  and  radiologic  guidance  in  the  x- 
ray  department  has  become  a standard  of 
practice.  This  allows  the  surgeon  to  find  a 
presumably  non-palpable  lesion,  excise  it  and 
produce  minimal  cosmetic  defect  if  no  further 
intervention  is  undertaken. 

There  is  an  added  benefit  of  aiding  the 
pathologist  who  is  called  upon  to  find  smaller 
and  smaller  lesions  which  may  often  be  non- 
palpable  even  in  the  excised  specimen. 
Specimen  radiograph  of  the  sample  shows  an 
excellent  relationship  of  the  needle  to  the 
area  in  question  so  that  many  fine  cuts  may  be 
made  to  be  sure  of  finding  even  minimal 
cancer. 


FIGURE  1 

Suspicious  cluster  of  microcalcifications  in  upper,  outer  quadrant  of  breast. 
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FIGURE  2 

Cranio-Caudad  view  with  localizer  wire  placed  within  5 mm.  of  lesion.  Mediolateral 
view  was  similar. 


FIGURE  3 

Excised  specimen  more  clearly  demonstrates  cluster  of  microcalcifications  and 
relation  of  localizing  wire. 


Two  basic  methods  for  localization  exist. 
Both  utilize  needle  and  wire  combinations. 
The  first  is  an  orthogonal  technique  done  with 
a fenestrated  paddle  on  the  dedicated  mam- 
mography unit.  Following  sterile  prep  and 
local  anesthesia  a needle  of  appropriate 


length  is  placed  as  close  to  the  lesion  as 
possible  using  skin  markers  and/or  preliminary 
films  as  guides.  The  needle  is  localized  in  two 
orthogonal  views  and  the  hookwire  released 
and  anchored  in  place.  A major  disadvantage 
involves  moving  the  patient  between  the  two 
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views  which  occasionally  have  to  be  repeated 
several  times  before  final  placement  is  ac- 
complished. The  second  method  is  done  in  a 
standard  radiography  suite  with  the  patient  in 
a sitting  or  decubitus  position.  Following  the 
initial  placement  of  the  needle  an  angled  film 
rather  than  an  orthogonal  view  is  obtained. 
This  allows  the  patient  to  remain  in  a single 
position  and  limits  movement  of  the  patient 
and  possible  dislodgment  of  the  needle.  The 
disadvantage  is  that  calculation  of  the  needle 
depth  is  not  quite  as  intuitive  initially.  Experi- 
ence quickly  allays  this  latter  problem.  Following 
localization  the  patient  is  sent  to  the  OR  for 
the  ensuing  biopsy. 

Studies  are  at  odds  as  to  the  true  value  of 
early  detection.  Some  workers  think  that  the 


'minimal'  (5-10mm  and  nodes  negative) 
cancers  are  curable.  Others  think  that  early 
detection  does  little  to  alter  the  ultimate 
course  of  the  cancer  as  histological  type  is  felt 
to  be  of  more  importance  than  size  or  staging 
at  time  of  diagnosis. 

In  the  current  era,  the  tools  exist  to  find 
cancers  at  a very  early  stage.  Intuition  says 
removal  of  'minimal'  cancer  should  give  the 
patient  the  best  chance  for  survival.  The  truth 
of  this  statement  remains  to  be  tested.  For  the 
woman  who  is  concerned  about  breast  cancer 
this  conflicting  array  of  opinions  by  the 
experts  offers  little  help,  but  we  also  have 
the  means  of  locating  and  removing  primary 
breast  tumors  while  they  are  very  small. 


December  1988  Nebraska  Medical  Journal  357 


X-RAY  OF  THE  MONTH 


Aortic  Dissection 

JAMES  ).  PHALEN,  M.D.  JEAN  A.  SAIGH,  M.D. 

Omaha  VA  Medical  Center 


THIS  70  year  old  black  male  en- 
tered the  hospital  with  history 
of  sudden  onset  of  severe 
chest  pain  which  had  subsided  just  prior  to  his 
admission.  Physical  exam  on  admission  showed 
a restless  male  appearing  his  stated  age.  Blood 


pressure  in  his  right  arm  was  180/100.  The 
remaining  physical  exam  was  non-contributory 
and  EKC  showed  an  old  inferior  wall  Ml.  A 
chest  x-ray  was  obtained.  What  is  your 
diagnosis? 
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A dissecting  aortic  aneurysm  is  a catastrophic 
event  characterized  by  a tear  through  the 
intima  forming  an  artificial  channel  in  the  outer 
one-half  of  the  aortic  media.1  Mortality  is  high, 
65-75%  in  two  weeks  and  90%  within  a year, 
and  the  most  frequent  cause  of  death  is 
"through-and-through"  rupture  of  the  aorta.1 
The  Daily  classification  is  simple  and  designates 
all  dissections  involving  the  ascending  aorta  as 
Type  A and  all  other  dissections  as  Type  B.2 
The  most  frequent  type  (70-80%)  is  Type  A 
with  the  tear  in  the  majority  occurring  about  2 
cm  superior  to  the  sinotubular  junction.1 2 * 

Predisposing  factors  are  hypertension  (al- 
most the  sine  qua  non),  left  ventricular 
hypertrophy,  and  an  increased  incidence  with 
bicuspid  aortic  valves.1 2 Degenerative  disease 
which  involve  the  media,  such  as  Marfans 
syndrome,  have  an  almost  universal  incidence 
of  acute  cardiovascular  events,  chiefly  dissect- 
ing aneurysm.1-2  5 

Chest  pain,  usually  described  as  "tearing”  or 
"ripping"  is  the  most  common  physical  sign 
(90%). 2 Most  have  diaphoresis,  generalized 
restlessness,  and  hypertension.  Many  of  the 
patients  will  have  inequality  of  pulses  and 
blood  pressure.1  1 A new  murmur  of  aortic 
regurgitation  will  be  of  assistance  in  the 


diagnosis.4  Altered  consciousness  will  affect 
20%  due  to  involvement  of  the  arch  vessels.2 

In  a significant  number,  the  findings  are 
non-diagnostic  because  of  the  variations  in 
clinical  manifestations  and  a lack  of  clinical 
suspicion  for  this  entity.' 

Diagnosis  is  made  by  alteration  in  and/or 
widening  of  the  mediastinal  contour  especially 
in  relation  to  previous  radiographs.5  Separation 
of  the  intimal  calcification  from  the  outer  walls 
of  more  than  the  1 cm  on  a tangential  view  of 
the  aorta  strongly  suggests  dissection.4-5  Def- 
initive diagnosis  can  be  made  by  aortography 
(sometimes  falsely  negative  because  of  the 
plane  of  the  dissection),  CT  or  MRI.1'5 
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PRESIDENT’S  PAGE 


DONALD  |.  PAVELKA,  M.D. 


At  this  time  of  year  we  reflect  on  the  many 
blessings  we  have  been  provided  during  the 
previous  year.  Physicians  and  the  health  care 
community  are  especially  aware  of  the  benefi- 
cial services  we  provide  patients,  and  our 
communities  in  general. 

The  holiday  season  presents  a time  for 
reflection  and  a realization  that  the  tremen- 
dous advances  in  medical  care,  both  in 
technique  and  provision,  are  greatly  appreciated 
by  the  patients  we  serve.  This  is  truly  a 
satisfying  and  rewarding  profession.  Likewise, 
the  participation  of  and  by  our  members  in 
Association  activities  deserves  recognition.  As 
we  close  out  this  year  and  begin  the  next,  let 
me  encourage  you  to  continue  in  the  very 
important  activities  involving  organized  med- 
icine. Your  patients  and  your  profession  need 
your  participation  in  the  coming  months.  By 
accepting  this  advocacy  role,  you  help  ensure 
that  the  practice  of  medicine  will  continue  to 
be  a most  gratifying  service  to  our  patients. 


The  officers  and  staff  of  the  Nebraska 
Medical  Association  wish  you  and  your  family 
the  very  best  for  this  holiday  season.  Merry 
Christmas  and  a Happy  New  Year! 

Donald  J.  Pavelka,  M.D., 
President 
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THE  AUXILIARY 


Auxiliary  President's  Message 


Compass  directions,  especially  at  noon, 
leave  me  in  a quandary.  Left  or  right  is 
preferred,  except  maybe  at  sunrise  or  sunset. 
Thus  our  auxiliary  travels  across  Nebraska 
began  at  sunrise  and  led  us  to  follow  the  red, 
black  and  sometimes  blue  lines  on  the  map. 
Although  we  were  never  really  lost,  we  did 
explore  a few  new  paths!  With  joy  and 
enthusiasm  we  arrived  on  time  at  our  destina- 
tions, remembering  to  reset  our  watches  for 
the  time  change.  North  Platte,  Ogallala,  Scotts- 
bluff,  McCook,  Omaha,  Lincoln  and  Hastings 
were  on  our  agenda. 

Many  state  presidents  before  me  have  also 
traveled  these  same  roads,  visiting  county 
auxiliaries  and  found  it  to  be  a long  remembered 
experience. 

The  rewards  of  these  trips  are  many. 
Discovering  the  many  programs,  projects  and 
activities  that  are  being  carried  out  in  indivi- 
dual communities  made  us  keenly  aware  that 
we  have  a fantastic  team  of  caring  people  in 


our  organization  who  are  sensitive  of  the 
needs  of  others.  The  workshops  and  seminars 
were  excellent.  Fundraising  ideas  were  inova- 
tive.  Details  will  be  published  in  the  next  issue 
of  the  auxiliary  NEWSLETTER.  Fellowship  is  a 
prime  ingredient  of  better  communication 
between  the  county  and  state  auxiliary  and 
we  feel  this  is  achieved  also  through  our  visits. 
Our  visits  will  continue. 

Legislative  activities  have  already  started. 
We  need  your  participation.  February  1,  will 
be  Legislative  Day  in  Lincoln.  A notice  will 
appear  in  the  NEWSLETTER,  with  further 
details.  We  must  continue  our  efforts.  We 
must  expand  our  efforts.  Our  role  in  health 
related  issues  is  ongoing. 

Happy  holidays  to  each  of  you.  I am  indeed 
thankful  for  your  support  and  for  all  that  you 
have  done. 

Desta  Osborne 
NMAA  President 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 

CONTINUING  MEDICAL 
EDUCATION  COURSES 

FEBRUARY  11-18,  1989  — 7th  Annual  Park 
City  Oculoplastic  Meeting,  "State  of  the  Art 
in  Opthalmic  and  Facial  Plastic  Surgery". 
The  Yarrow,  Park  City,  Utah. 

MARCH  2-3,  1989  — 38th  Annual  Obstetrics 
and  Gynecology  Conference.  Holiday  Inn 
Central. 

MARCH  4-1  1,  1989  — 9th  Annual  ENT  Ski 
Conference.  Keystone,  Colorado. 

MARCH  1 5,  1989  — Sports  Medicine  Circuit 
Course.  Hastings,  Nebraska. 

APRIL  3-14,  1989  — Family  Practice  Review. 

APRIL  22,  1989  — Nebraska  Pathologists 
Spring  Meeting 

APRIL  22-26,  1 989  — Society  of  CME  Directors. 
Red  Lion  Inn. 

MAY  1-12,  1989  — Family  Practice  Review. 

MAY  4-5,  1989  — Protection  of  Human 
Subjects.  Red  Lion  Inn. 

MAY  6,  1989  — Ciba  Geigy  Cardiology 
Program. 

MAY  19,  1989  — OB  Residents  Seminar. 

JULY  30  - AUGUST  2,  1989  — Cardiovascular 
Disease  Prevention.  Snowmass,  Colorado. 

SEPTEMBER  2-9,  1989  — Med-Start  '89. 
Aspen,  Colorado. 


SEPTEMBER  8-9,  1989  — Current  Controver- 
sies and  Techniques  in  Congenital  Heart 
Surgery.  Baltimore,  Maryland. 

SEPTEMBER  25  - OCTOBER  1,  1989  — 
Emergency  Medicine  Review. 

OCTOBER  1-7,  1989  — Emergency  Medicine 
Review. 

CREIGHTON  UNIVERSITY 

ESOPHAGEAL  DISORDERS  PATHOPHY- 
SIOLOGY AND  TREATMENT  — January  26 
thru  31,  1989  - Maui,  Hawaii.  Program 
Director:  Tom  R.  DeMeester,  M.D.,  Creighton, 
University  School  of  Medicine,  Department 
of  Surgery.  Hours:  Category  1 AMA — Up  to 
24.  Fee:  $500. 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Available  Upon  Request.  Program  Director: 
Sally  C.  O'Neill,  Ph.D.,  Associate  Dean, 
Continuing  Medical  Education. 

For  further  information  or  to  register,  contact: 
Creighton  University  School  of  Medicine  Divi- 
sion of  CME,  Omaha,  NE  68178,  Toll  Free  800- 
548-2633  or  402-280-1830. 


DEPARTMENT  OF  SURGERY 
VISITING  PROFESSOR  SCHEDULE  1988 

DECEMBER  9-10,  1988  — Jose  Boix-Ochoa, 
M.D.,  Professor,  Department  of  Pediatric 
Surgery,  Clinica  Infatile  "Vail  d'Hebron", 
Barcelona,  Spain  (Pediatric  Surgical  Problems). 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS  AND 
COMMITTEES 


FALL  SESSION 

September  22  - September  24  1988 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

Donald  ).  Pavelka.  M.D.,  Omaha  - Chairman;  Richard  Raymond,  M.D., 
O'Neill;  L.  Dwight  Cherry,  M.D..  Lincoln;  Robert  F.  Shapiro,  M.D.. 
Lincoln;  Paul  E.  Collicott,  M.D.,  Lincoln;  Darroll  ).  Lose  hen.  M.D.,  York; 
Stanley  M.  Truh\en,  M.D..  Omaha;  Richard  Meissner,  M.D..  Omaha; 
David  Little,  M.D..  Hastings:  C.  T.  Frericns,  M.D.,  Beatrice. 

The  Board  of  Directors  has  considered  numerous  items 
since  the  1 988  Annual  Session  and  presents  the  following 
report  to  the  House  of  Delegates. 

1.  The  Board  was  saddened  by  the  death  of  our 
Association's  President,  C.  A.  McWhorter,  M. D.,  on  July  1, 
1988.  His  dedication,  expertise  and  willing  participation 
will  be  missed  by  the  Association.  As  an  indication  of  our 
respect  for  Doctor  McWhort  r,  the  Board  adopted  a 
memorial  resolution  which  is  being  presented  to  the 
House  of  Delegates  at  this  session. 

2.  The  Board  selected  Donald  J.  Pavelka,  M. D.  to  serve 
as  President  of  the  Association,  completing  Doctor 
McWhorter's  term.  The  bylaws  specify  that  the  Board  of 
Directors  shall  fill  vacancies  subject  to  the  approval  of  the 
House  of  Delegates.  The  Board  presents  this  appointment 
action  to  the  House  for  approval. 

3.  The  Board  selected  Stanley  M.  Truhlsen,  M. D.  to 
complete  Doctor  Pavelka’s  term  as  an  At-Large-Member 
on  the  Board  of  Directors.  Doctor  Truhlsen's  term  will  run 
until  the  1989  Annual  Session.  The  Board  recommends 
that  the  House  of  Delegates  approve  this  action. 

4.  The  Board  appointed  Charles  F.  Damico,  M.D.  as 
Councilor  for  the  1 0th  District  filling  the  vacancy  created 
when  David  R.  Little,  M.D.  was  elected  Vice-Speaker  of 
the  House  of  Delegates  during  the  1988  Annual  Session. 
The  Board  presents  this  appointment  action  to  the  House 
of  Delegates  for  approval. 

5.  The  Board  spent  a considerable  amount  of  time 
reviewing  the  financial  situation  of  the  Association,  to 
determine  whether  a dues  increase  for  1989  is  necessary. 
The  position  of  both  the  Board  and  the  House  of 
Delegates  has  always  been  that  dues  should  not  be 
increased  until  necessary,  and  then  increased  by  only  the 
amount  necessary  to  maintain  a sound  financial  condition. 
Statistics  maintained  by  the  Board  indicate  that  historically 
a dues  increase  has  become  necessary  approximately 
every  two  years  based  on  the  “pay  as  you  go"  concept. 
The  last  dues  increase  took  place  for  membership  year 
1 987.  The  Board  brought  the  possibility  of  this  situation  to 
the  House  at  the  time  of  the  1988  Annual  Session 
indicating  there  might  be  need  to  consider  a dues 
increase  at  this  Fall  Session. 

In  addition  to  the  inflationary  factors  that  affect  the  cost 
of  Association  operations,  there  is  a continual  increase  in 
the  scope  of  activities  undertaken  by  our  commissions 
and  committees,  and  the  Association  in  general.  There  are 
also  factors  outside  the  Association  operating  budget 
which  impact  the  available  funds  such  as  the  Association's 
involvement  in  Doctor  Schenken's  campaign  for  reelection 
to  the  AMA  Board  of  T rustees,  and  the  need  to  replace  the 
Association's  off-set  printing  machine  which  has  doubled 
its  life  expectancy  and  now  is  in  need  of  major  repair. 


The  Board  recommends  that  a S 2 5.00  dues  increase  be 
implemented  for  membership  year  1989  which  would 
place  Association  dues  at  $310.1)0. 

An  additional  item  considered  by  the  Board  was  the 
current  requirement  that  an  amount  equal  to  75%  of  the 
Association’s  budget  be  maintained  in  reserves.  This  is  an 
issue  the  House  of  Delegates  may  wish  to  address  at 
some  future  time,  recognizing  that  the  level  of  reserves 
utilized  or  maintained  by  state  medical  associations  of 
comparable  size  varies  considerably  throughout  the 
country.  A 1987  study  revealed  that  the  percentage  of 
annual  budget  maintained  in  reserves,  for  state  medical 
associations  with  membership  totalling  less  than  4,000, 
ranges  from  a maximum  of  1 00%  to  a minimum  of  0%.  The 
median  was  2 5%  and  the  mean  was  34.2%.  The  Board 
does  not  feel  there  should  be  a change  in  the  75% 
requirement  at  the  present  time. 

6.  The  Board  considered  current  statistics  which  showed 
that  the  total  membership  as  of  September  1,  was  1,69  5. 
This  number  included  1,461  dues  paying  members  and 
234  life  members.  71.5  percent  of  the  physicians  in 
Nebraska  are  members  of  the  Nebraska  Medical  Associa- 
tion. At  the  same  time.  Association  records  indicate  that 
there  are  1 ,280  AMA  members  in  Nebraska.  The  numbers 
parallel  closely  those  of  September  1,  1987. 

In  an  effort  to  increase  Association  membership,  Board 
members  decided  to  send  personal  letters  to  the 
physicians  in  their  particular  areas  who  have  not  joined 
the  Nebraska  Medical  Association.  Increasing  membership 
numbers  is  a major  priority  of  the  Board. 

7.  During  the  1988  Annual  Session  the  House  of 
Delegates  requested  the  Association  further  review  and 
consider  the  physician  reimbursement  impact  study  data 
developed  by  Iowa  Blue  Cross/Blue  Shield.  The  data 
affected  the  advisability  of  the  Association  recommending 
a one-tiered  system  for  physician  Medicare  reimburse- 
ment in  Nebraska.  Additional  data  was  compiled  and 
presented  to  the  Board  by  representatives  of  Iowa  Blue 
Cross/Blue  Shield  in  June.  Plans  are  to  present  the 
additional  data  to  the  House  during  this  Fall  Session.  The 
Board  has  not  taken  further  action  regarding  the  imp- 
lementation of  a one-tiered  rate  inasmuch  as  the 
Medicare  carrier  will  change  from  Iowa  Blue  Cross/Blue 
Shield  to  Kansas  Blue  Cross/Blue  Shield  in  late  1988.  In 
addition,  Kansas  and  Nebraska  Blue  Cross/Blue  Shield 
representatives  have  indicated  that  HCFA  has  directed 
the  Company(ies)  complete  an  impact  study  on  the  effect 
of  going  to  a single  rate  for  the  State  of  Nebraska.  The 
study  is  to  be  carried  out  in  early  1989  and  company 
representatives  indicated  the  Association  will  be  allowed 
to  comment  on  the  results  of  the  study  prior  to  the 
implementation  of  a change  in  payment  methods. 

8.  The  House  of  Delegates  recommended,  during  its 
Annual  Session  deliberations,  that  the  Board  of  Directors 
encourage  the  State  Department  of  Health  and  its  Board 
of  Medical  Examiners  to  distribute  the  regulations 
regarding  the  dispensing  of  prescription  drugs  by  phy- 
sicians to  those  physicians  who  have  been  identified 
as  dispensing  prescription  medications.  This  recom- 
mendation was  presented  to  the  Department  of  Health 
and  the  Department  responded  indicating  it  was  con- 
sidering the  possibility  of  including  a statement  regarding 
this  issue  in  the  next  Examining  Boards  Bureau  Newsletter. 
The  Board  does  not  feel  that  further  action  regarding  this 
item  is  necessary  at  this  time. 

9.  The  Board  considered  the  issue  of  post-operative  care 
being  provided  by  non-physicians  and  adopted  a resolu- 
tion as  follows: 

RESOLVED,  that  the  Board  of  Directors  of 
the  Nebraska  Medical  Association  affirms 
the  position  that  the  continuum  of  care  from 
the  beginning  of  the  surgical  diagnosis 
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throughout  the  surgery  and  the  follow-up 
care  is  a physician-oriented  and  supported 
activity  solely. 

The  Board  recommends  this  resolution  be  adopted  by 
the  House  of  Delegates. 

10.  The  Board  adopted  specific  guidelines  covering 
physician  and  hospital  advertising  in  the  Nebraska 
Medical  lournal.  There  is  specific  criteria  regarding  the 
physicians'  directory  as  well  as  criteria  which  addresses 
hospital  and  nursing  home  advertising.  Copies  of  the 
criteria  are  available  from  the  Association  office. 

1 1 . The  Board  noted  that  several  members  had  expressed 
concern  with  the  Nebraska  Foundation  for  Medical  Care 
logo  being  carried  on  Sunderbruch  Corporation  stationery. 
The  Sunderbruch  Corporation  was  contacted  in  this 
regard  and  the  logo  has  been  removed  from  the 
stationery. 

12.  The  Board  requested  that  the  State  of  Nebraska 
Director  of  Health  seek  input  from  the  Association  prior 
to  changing  or  expanding  the  Metabolic  Screening 
Program.  Doctor  Wright  responded  that  when  a more 
complete  draft  of  the  Newborn  Metabolic  Screening 
Rules  and  Regulations  is  complete,  it  will  be  mailed  to  the 
Association.  He  further  indicated  that  the  Department 
will  form  a group  to  review  the  need  for  additional 
screening  tests  and  would  look  to  the  Nebraska  Medical 
Association  for  help  with  this  task. 

13.  The  Board  reviewed  a resolution  previously  sub- 
mitted to  the  House  regarding  consideration  of  intro- 
ducing legislation  which  would  define  pre-admission 
review,  concurrent  review,  and  discharge  review  as  the 
practice  of  medicine.  It  was  the  Board's  opinion  that  in 
any  case  of  denial,  the  denial  should  be  the  decision  of  a 
Nebraska-licensed  physician  who  should  probably  also 
be  a resident  of  the  State.  This  matter  was  referred  to  the 
Commission  on  Legislation  and  Governmental  Affairs. 

14.  The  Board  considered  a resolution  adopted  at  the 
1988  Annual  Session  which  proposed  the  Association 
work  to  alter  the  process  th  it  directs  how  complaints 
regarding  licensees  are  routed  within  state  government. 
The  specific  concern  centers  around  whether  the  Attorney 
General  s office  should  be  brought  into  an  investigation 
before  the  apropos  Board  of  Examiners  has  completed 
its  investigation.  This  matter  was  addressed  by  a task  force 
on  nursing  which  has  completed  its  activities  with,  among 
other  things,  a recommendation  that  the  Director  of 
Health  appoint  a task  force  to  address  this  specific  issue. 
The  Board  of  Directors  will  be  addressing  this  matter 
further,  either  through  participation  on  the  task  force  to 
be  appointed  or  through  other  means. 

1 5.  The  Board  discussed  the  current  status  of  the  Health 
Care  Quality  Improvement  Act  of  1986  which  among 
other  things  estabishes,  under  federal  law,  conditional 
immunity  from  liability  for  certain  peer  review  bodies. 
The  statute  provides  conditional  immunity  for  the  same 
peer  review  bodies  from  suit  under  state  laws  unless  the 
state  opts  out  of  the  provisions  of  the  federal  law  before  it 
becomes  effective  in  October  1989.  At  the  present  time, 
there  are  several  provisions  of  Nebraska  state  law  with 
respect  to  peer  review  actions  which  provide  physicians 
participating  in  such  activity  with  limited  immunity. 
Following  a detailed  analysis  provided  by  NMA  legal 
counsel,  the  Board's  decision  is  to  opt  out  of  the  federal 
provisions  and  work  toward  passage  of  a broader 
immunity  statute.  Wordage  to  accomplish  this  is  being 
prepared  for  introduction  in  the  1989  N ‘braska  Legislature. 
Such  an  action  will  make  it  somewhat  less  difficult  to 
amend  our  own  statutes  in  the  future  to  meet  local  needs 
as  they  arise. 

16.  The  Board  considered  the  Registered  Care  Tech- 
nologists Project  which  was  addressed  by  the  AMA  House 
of  Delegates  in  June  1988.  This  is  a project  which  would 


train  persons  to  assist  with  bedside  care.  The  Board 
reviewed  the  pilot  project  proposal  the  AMA  plans  to 
implement  on  a trial  basis.  While  recognizing  the  concern 
of  nursing  organizations,  the  Board  also  recognized  the 
sincere  efforts  of  the  AMA  in  attempting  to  solve  a 
growing  nursing  shortage  problem  nationally.  The  Board 
supports  the  efforts  of  Nebraska's  nursing  organizations 
to  improve  the  nursing  situation  in  the  State,  but  will 
monitor  with  interest  any  other  developing  programs 
across  the  country.  It  is  anticipated  that  representatives  of 
the  Association  will  meet  with  nursing  representatives  in 
the  near  future  to  discuss  this  matter  further. 

17.  The  Board  decided  to  continue  its  practice  of 
sending  two  Nebraska  physicians  to  the  Young  Physicians 
Section  meeting  held  in  conjunction  with  the  AMA 
Annual  and  Interim  Sessions.  Doctor  Lawrence  Helmick 
of  Kearney  and  Doctor  Kirk  Muffly  of  Omaha  will 
represent  Nebraska  at  the  December  1988  meeting  in 
Dallas. 

18.  The  Board  reviewed  the  current  bylaws  and  feels 
there  are  several  inconsistencies  which  should  be 
addressed  by  the  Commission  on  Association  Affairs  for 
possible  change.  Specific  amendment  wordage  could  be 
considered  during  the  1 989  Annual  Session  deliberations 
of  the  House.  The  concerns  of  the  Board  include  the 
appointment  process  necessary  to  fill  a vacancy  in  an 
office,  making  the  bylaws  gender  neutral,  and  considering 
the  retention  of  both  the  immediate  past  president  and 
his  or  her  predecessor  on  the  Board. 

19.  Association  nembers  were  notified  in  a May  NMA 
Newsletter  that  the  Nebraska  Workmen's  Compensation 
Court  had  adopted  a new  schedule  of  maximum  fees.  The 
new  schedule  took  effect  )une  1,  1988.  In  an  effort  to 
provide  background  on  the  development  of  the  schedule 
we  requested  and  have  attached  a report  provided  by  the 
Honorable  Ben  Novicoff,  Presiding  judge  of  Nebraska's 
Workmen's  Compensation  Court.  The  Board  extends  its 
appreciation  to  Judge  Novicoff  for  preparing  this  informa- 
tion. 

Your  Board  of  Directors  requests  approval  of  the 
matters  presented  in  this  report,  and  stands  ready  to 
receive  items  which  may  be  referred  by  the  House  of 
Delegates  at  this  Session. 


NEBRASKA  WORKMEN'S  COMPENSATION  COURT 

Medical  fee  schedules  for  workers'  compensation  are 
nothing  new  in  Nebraska.  The  Nebraska  Workmen's 
Compensation  Court  was  created  in  1935  and  since 
1935,  the  Court  has  had  a medical  fee  schedule.  The 
19  35  schedule  consisted  of  eight  pages.  It  is  interesting  to 
note  some  of  the  fees  allowed  at  that  time.  For  a "First 
treatment  at  office,  (minor  dressing)",  the  maximum  fee 
was  SI. 75.  A "Subsequent  visit  at  home,  including 
dressing"  carried  a fee  of  S2.50.  For  "Subsequent  visits  at 
office,  including  dressings"  the  fee  was  SI. 25  and  for  a 
"Night  visit,  either  at  home,  office  or  hospital",  the  fee 
was  S4.00.  The  fee  for  " Laminectomy"  was  SI  25.00 
including  "15  days  after  care".  A "Total  leucocyte  (sic) 
count"  was  SI. 2 5 while  "Chemical  examination  of  blood" 
was  S5.00  to  SI 0.00.  The  Schedule  provided  that  for  X- 
rays,  "All  extremities  are  to  be  taken  in  both  planes  and  all 
joints  either  in  both  planes  or  steroscopic"  and  for  a hand 
or  a foot  the  fee  was  S5.00  and  for  a knee  or  hip  was 
S7.50.  The  "Allowance  per  diem  for  bed  in  ward"  was 
S3. 00  while  "Allowance  per  diem  for  bed  in  semi-private 
room  when  condition  of  patient  is  absolutely  necessary" 
was  S3. 50. 

In  1948,  the  Workmen's  Compensation  Court  adopted 
the  "Proposed  Fee  Schedule  for  Governmental  Agencies" 
which  had  been  prepared  by  the  Planning  Committee  of 
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the  Nebraska  State  Medical  Association  in  1947  and 
revised  in  1 948  in  response  to  instructions  of  the  Medical 
Association's  House  of  Delegates.  This  was  a pamphlet  of 
24  pages  and  listed  not  only  fees  in  dollar  amounts  but  for 
the  first  time,  also  units  which  were  obviously  based  on 
ten  cents  per  unit  and  code  numbers  for  the  procedures. 
It  was  the  first  relative  value  study.  The  first  and 
subsequent  office  visits  were  now  S3. 00,  a subsequent 
visit  at  home  was  S4.00,  night  visits  at  home  or  in  the 
hospital  were  $7.00.  The  laminectomy  was  now  $200.00 
including  "14  days'  routine  postoperative  care".  "Chem- 
ical examination  of  blood  complete”  was  now  $15.00. 
"Roentgenology  with  Interpretation"  for  the  "Hip  Joint" 
was  $10.00.  This  fee  schedule  was  revised  in  1950. 

In  1955,  at  the  Annual  Session  of  the  House  of 
Delegates  of  the  Nebraska  State  Medical  Association,  the 
House  of  Delegates  adopted  a revised  schedule  which 
the  Court  adopted  on  December  1,  1955.  This  was  a 
pamphlet  expanded  to  28  pages  and  carried  fees  in  dollar 
amounts,  units  based  on  10  cents  per  unit,  and  code 
numbers.  It  was  to  be  used  as  a relative  value  guide.  The 
first  office  visit  was  now  $5.00  while  subsequent  office 
visits  were  $3.00.  Subsequent  visits  at  home  were  now 
$6.00  and  night  visits  at  home  or  in  the  hospital 
remained  at  $7.00.  A laminectomy  was  still  $200.00 
including  14  days  routine  post-operative  care.  Laboratory 
tests  had  become  much  more  sophisticated  and  varied 
and  "chemical  examination  of  blood"  had  disappeared  to 
be  replaced  by  59  different  blood  tests.  " Roentgenology 
with  Interpretation"  for  the  "Hip  Joint"  remained  at 
$10.00. 

In  1961,  the  Nebraska  State  Medical  Association 
adopted  a schedule  known  as  the  "1961  Relative  Value 
Study"  with  coding  and  units  for  each  procedure.  This  was 
a pamphlet  of  48  pages.  Effective  May  15,  1961,  the 
Nebraska  Workmen's  Compensation  Court  adopted  the 
Relative  Value  Study  with  conversion  factors  as  a medical 
fee  schedule.  Conversion  factors  varied  for  each  of  the 
four  sections  of  the  Study  plus  Anesthesia. 

Effective  May  1,  1966,  the  Workmen’s  Compensation 
Court  adopted  the  Nebraska  State  Medical  Association's 
"1965  Relative  Value  Study"  with  one  conversion  factor 
applicable  to  all  sections  of  the  Study.  This  study  was  a 
pamphlet  of  61  pages.  The  1 965  Relative  Value  Study  was 
used  as  a fee  schedule  by  the  Court  by  changing  the 
conversion  factor  periodically  until  the  Nebraska  Medical 
Association  adopted  its  "1975  Relative  Value  Study”. 

The  1 975  Study  was  a loose  leaf  book  of  375  pages  plus 
a 74  page  index.  Coding  was  changed  from  a four  digit  to 
a five  digit  code  with  unit  values  for  each  procedure.  This 
was  divided  into  five  sections  and  effective  September  1, 

1975,  the  Court  adopted  this  study  as  a fee  schedule  with 
a single  conversion  factor  applicable  to  all  five  sections.  In 

1976,  because  of  actions  taken  by  the  Federal  Trade 
Commission,  the  Nebraska  Medical  Association  withdrew 
its  1975  Relative  Value  Study. 

Although  the  Compensation  Court  understood  the 
reasons  why  the  medical  association  withdrew  its  relative 
value  study,  the  Court  felt  that,  as  a governmental  agency, 
it  was  not  subject  to  regulation  by  the  Federal  Trade 
Commission  and  the  Court  continued  to  use  the  1975 
Relative  Value  Study  and  periodically  increased  the 
conversion  factor  to  keep  up  with  inflation.  As  time  went 
on,  it  became  apparent  that  because  of  advances  in 
medical  science,  the  1975  Relative  Value  Study  was 
becoming  outdated.  It  also  became  evident  that  the  use 
of  one  conversion  factor  for  all  sections  of  the  Study  was 
not  working  well.  Until  about  1985,  the  workers' 
compensation  insurance  carriers  really  did  not  follow  the 
fee  schedule  but,  for  the  most  part,  paid  the  bills  as 
submitted  by  the  medical  providers.  At  that  time,  because 
of  publicity  about  action  taken  by  the  federal  government 
in  Medicare  and  Medicaid  reimbursements,  the  insurance 


carriers  decided  to  begin  to  follow  the  fee  schedule  to  a 
much  greater  degree.  Some  medical  providers  then  began 
the  use  of  "balance  billing".  It  became  obvious  that 
something  needed  to  be  done  so  that  the  intent  of  the 
workers'  compensation  law  would  be  carried  out.  Workers' 
compensation  is  intended  to  provide  protection  for 
employees  so  that,  in  addition  to  indemnity  payments  for 
disabilities  resulting  from  compensable  work  injuries,  all 
reasonable  medical  services  will  be  paid  by  employers 
who  must  buy  workers'  compensation  insurance.  A great 
deal  of  controversy  arose  because  employees  were  being 
billed  for  the  balance  of  the  bills  not  paid  by  the 
insurance  carriers.  The  employees  complained  to  the 
Court  and  to  their  employers.  The  employers  felt  that 
since  they  were  buying  insurance  to  protect  themselves 
and  their  employees,  the  employees  should  not  be 
required  to  pay  any  of  the  necessary  medical  costs.  It 
should  be  noted  that  employers  are  also  protected 
against  tort  actions  for  work  injuries  and,  knowing  the  cost 
of  insurance,  they  can  factor  those  costs  into  the  price  of 
their  goods  and  services. 

The  Court  also  agreed  that  the  intent  of  the  workers' 
compensation  law  was  not  being  carried  out  and  that 
something  needed  to  be  done.  Over  the  years,  the  Court 
had  relied  on  the  Medical  Association  to  develop  relative 
value  studies  but,  since  the  Medical  Association  was 
precluded  from  these  activities,  the  Court  had  to  be  the 
one  to  correct  the  situation.  The  Court  had  several 
options.  It  could  continue  to  use  the  old  Relative  Value 
Study,  it  could  attempt  to  patch  the  old  schedule,  it  could 
cease  using  any  fee  schedule  or  it  could  develop  its  own 
new  fee  schedule. 

The  Court  decided  that  it  had  several  responsibilities  in 
order  to  carry  out  its  statutory  functions.  The  Court  had  to 
keep  the  workers'  compensation  system  operating  in  an 
as  efficient  manner  as  possible.  The  delivery  system  had 
to  be  prompt,  sure  and  fair  to  all  concerned.  Medical 
services  needed  to  be  provided  in  such  a manner  that 
employees  would  not  have  to  pay  the  costs  for 
reasonable  and  necessary  medical  services  required 
because  of  work  injuries.  The  employer,  through  workers' 
compensation  insurance,  needed  to  be  assured  that  they 
would  not  be  required  to  pay  more  than  what  they  paid 
for  their  insurance  premiums.  The  insurers  needed  to  be 
able,  by  use  of  insurance  principles,  to  know  what  they 
had  to  charge  in  premiums.  The  medical  providers,  in 
addition  to  knowing  that  their  fees  would  be  paid  and  not 
be  subject  to  being  written  off,  needed  to  know  that  they 
would  be  paid  a reasonable  fee  for  their  services.  The 
Court,  because  of  mammoth  increases  in  its  work  load  on 
other  issues,  needed  a system  to  resolve  the  issues  of 
medical  fees  without  holding  hearings  on  the  thousands 
of  cases  involving  medical  charges. 

As  a stop  gap  measure,  the  Court,  in  1986,  adopted  a 
rule  using  the  1975  Relative  Value  Study  for  medical 
services,  excepting  physical  therapy,  arthroscopic  surgery, 
pathology,  radiology,  nuclear  medicine  services  and 
hospital  emergency  room  physician  charges  which  were 
limited  to  not  more  than  the  usual  and  customary  charges 
for  these  services  in  the  community.  At  the  1987 
legislative  session,  the  Court  asked  for  a statutory  change 
to  provide  specific  authority  for  the  Court  to  establish  and 
publish  schedules  of  maximum  fees  for  medical  services. 
At  the  same  time,  the  Court  asked  that  balance  billing  in 
workers'  compensation  cases  be  prohibited.  A provision 
of  this  legislation  provided  for  direct  payment  to  the 
medical  provider  by  the  insurance  carrier.  The  Court  felt 
that  the  most  efficient  way  of  carrying  out  its  re- 
sponsibilities was  by  this  legislative  change  so  that  the 
Court  could  develop  a medical  fee  schedule  that  would 
be  fair  to  all.  We  discovered  early  that  we  could  not  use 
the  "CPT"  as  printed  because  it  is  a copyrighted 
publication.  We  decided  we  needed  our  own  new  fee 
schedule.  A broad  based  committee  was  formed  and 
worked  very  hard  on  the  fee  schedule.  With  the  adoption 
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of  the  Court's  medical  fee  schedule,  effective  on  June  1, 
1988,  the  Court  feels  that  the  delivery  system  of 
providing  reasonable  and  necessary  medical  services  can 
and  will  be  efficient.  The  employee  need  not  worry  about 
workers'  compensation  medical  bills.  The  employers  pay 
the  costs  through  their  insurance  premiums.  The  insurers 
know  what  they  should  pay  and  are  able  to  determine 
what  their  premium  charges  need  to  be.  The  Court  does 
not  have  to  decide  the  fairness  of  each  medical  bill.  The 
medical  providers  are  assured  that  they  will  be  paid 
directly  and  that  they  will  be  paid  a reasonable  fee.  The 
fee  schedule  is  to  be  reviewed  annually  and  appropriate 
changes  will  be  made  when  necessary. 

The  Court  is  not  so  naive  as  to  believe  that  we  have  a 
perfect  document.  We  do  believe  that  we  have  a fee 
schedule  as  good  as  any  in  existence  but  that  does  not 
mean  that  there  cannot  be  or  will  not  be  improvements. 
We  invite  your  comments  and  suggestions.  They  will  be 
considered  as  part  of  our  annual  review. 

Ben  Novicoff,  Presiding  Judge 
WORKMEN'S  COMPENSATION  COURT 
STATE  OF  NEBRASKA 


REPORT  OF  THE  DELEGATE  TO 
AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  of  the  American  Medical 
Section  convened  their  Annual  Assembly  Meeting  June 
24,  1988  in  Chicago,  Illinois.  This  was  in  conjunction  with 
the  House  of  Delegates  Annual  Meeting,  convening  June 
26,  1988. 

Our  governing  body  was  welcomed  by  Chairman 
Michael  Collins  of  Massachusetts,  and  the  Assembly  was 
opened.  A number  of  resolutions  were  discussed  in  our 
committees  and  advanced  to  the  House  of  Delegates  for 
consideration. 

The  first  resolution  concerned  opposition  of  tobacco 
sales  to  minors.  This  resolution  affirmed  the  Young 
Physicians  stance  against  sales  of  tobacco  products  in 
vending  machines,  as  well  as  free  distribution  as  a 
promotional  tool  of  the  tobacco  industry.  This  resolution 
was  sent  to  the  House  ot  Delegates  for  consideration  at  its 
interim  1988  meeting. 

A report  concerning  HIV  positivity  and  disability 
insurance  was  discussed  at  length  and  returned  to  the 
Young  Physicians  Governing  Council  for  continuing  study. 
The  basis  of  this  report  was  to  educate  physicians  as  to 
disability  policies  that  would  include  HIV  positivity  as  a 
disability.  This  report  will  be  returned  to  the  Delegate 
Assembly  during  the  interim  1988  meeting  in  December. 

A resolution  concerning  mandatory  physical  education 
was  discussed,  amended  and  adopted,  to  be  transmitted 
to  the  House  of  Delegates  for  consideration  during  the 
interim  1 988  meeting.  This  resolution  addresses  the  need 
for  quality  physician  education  in  our  educational  system 
and  sought  to  establish  guidelines  for  quality  physical 
education  for  all  students,  including  handicapped  children 
in  grades  K through  12. 

The  next  resolution  concerned  the  development  of  a 
Natural  Sciences  Ambassador  project.  This  resolution  was 
adopted  and  sent  directly  to  the  House  of  Delegates 
during  its  annual  1988  meeting  in  Chicago.  This  resolution 
addressed  the  growing  concern  over  the  lay  public's 
decrease  in  knowledge  of  basic  sciences  and  lower  scores 
of  American  youth  in  basic  science  testing.  The  Young 
Physicians  Section  felt  that  physicians  should  take  a 
leading  role  in  increasing  the  exposure  of  school  aged 
children  to  basic  sciences  through  voluntary  lectures  and 
presentations.  This  resolution  seeks  to  develop  a program 
hand  in  hand  with  scientific  industry  to  bring  all  aspects  of 


science  into  the  classroom  in  order  io  stimulate  enthusiasm 
for  pursuing  careers  in  science. 

The  next  item  of  business  was  the  report  of  the  Young 
Physicians  Governing  Council  concerning  the  Young 
Physicians  Outreach  program.  This  report  was  discussed 
and  filed.  The  Young  Physicians  Outreach  program 
succeeded  in  adding  1,299  new  memberships  on  the 
County,  State  and  National  levels  since  the  interim 
meeting  in  December.  The  individual  recruiters  were 
recognized  and  awards  given  during  our  Assembly. 

The  YPS  Governing  Council  also  reported  on  the 
general  activities  of  the  Young  Physicians  Section  over  the 
last  six  months.  This  report  was  discussed  and  filed.  Most 
notable  in  this  report  was  an  informative  video  tape  that  is 
now  available  throughout  the  country.  The  video  tape  is 
meant  to  be  a summary  of  the  activities  of  the  Young 
Physicians  Section,  as  well  as  an  important  recruiting  tool. 

Our  Assembly  also  discussed  Report  A,  which  referred 
to  consent  of  release  of  medication  information.  This 
report  was  discussed  and  adopted.  It  seeks  to  develop 
guidelines  for  physicians  handling  all  requests  for  patient 
information. 

Report  B addressed  the  participation  of  minorities  in 
organized  medicine.  The  Governing  Council  surveyed  the 
participation  of  young  minority  physicians  in  organized 
medicine  at  the  local,  state  and  national  levels.  The 
summary  requested  that  all  efforts  be  made  to  increase 
participation  of  minority  physicians  at  all  levels  of 
organized  medicine. 

A report  concerning  combined  recruitment  efforts 
within  the  Young  Physicians  Section  was  discussed  and 
filed.  This  report  basically  discussed  the  importance  of 
the  Young  Physicians  Section  working  in  unison  with  all 
other  aspects  of  the  American  Medical  Association  to 
strengthen  communications  and  improve  recruiting  efforts. 

A report  concerning  specialty  societies  and  uniformed 
service  representation  at  the  Young  Physicians  Section 
Assembly  was  discussed  and  adopted.  This  action  allows 
for  representation  of  the  uniformed  services  within  the 
Young  Physicians  Section. 

A resolution  also  was  discussed  concerning  state  risk 
pools  to  provide  medical  liability  coverage  for  indigent 
care  patients.  This  resolution  asked  that  the  AMA  develop 
model  legislation  to  be  distributed  on  a state-wide  basis 
to  assist  in  the  development  of  state  risk  pools  to  provide 
medical  liability  coverage  for  patients  who  could  not 
afford  to  pay  for  their  medical  care.  This  resolution  was 
felt  to  lack  a clear  definition  of  terms,  and  so  it  was  not 
adopted.  Although  it  was  felt  to  be  a good  idea,  our 
decision  was  to  encourage  individual  states  to  investigate 
individual  state  laws  relating  to  insurance  and  mal- 
practice coverage. 

The  Assembly  also  discussed  a resolution  concerning 
the  establishment  of  an  AMA  division  of  geriatric  issues. 
Our  Assembly  discussed  the  need  for  the  AMA  to  address 
geriatric  issues  and  felt  that  this  resolution  should  be 
referred  to  the  Governing  Council  for  a report  at  the 
interim  1988  meeting. 

This  concluded  the  resolutions  and  reports  discussed  at 
the  Assembly. 

Election  of  officers  was  also  accomplished  at  our  Annual 
Meeting  in  Chicago.  Our  Assembly  selected  Dr.  Richard 
Lauve  of  Utah  as  our  Chairman-Elect.  Dr.  S.  William  Clark 
of  Georgia  was  selected  as  our  AMA  Delegate  and  Dr. 
Robert  Bogin  from  Denver,  Colorado  was  selected  as  our 
Alternate  Delegate. 

Prior  to  adjournment  of  our  Assembly,  the  Governing 
Council  did  encourage  the  Young  Physicians  to  step  up 
their  efforts  in  bringing  resolutions  to  our  Delegate 
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Assembly  prior  to  the  December  interim  meeting  in 
Dallas,  Texas. 

Respectfully  submitted, 

L.  D.  Helmick,  M. D. 

Young  Physicians  Section  Delegate 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  past  six  months  have  been  eventful  ones  for  our 
School  of  Medicine.  The  class  of  1988  graduated,  the 
class  of  1992  (the  School  of  Medicine's  Centennial  Class) 
has  matriculated,  several  new  programs  have  been 
initiated,  and  existing  programs  expanded. 

The  Class  of  1988  was  particularly  successful  in  its 
pursuit  of  excellent  postgraduate  education  programs.  Of 
the  101  graduating  all  were  placed  in  programs  of  their 
choices  with  58  matching  with  their  first  choice;  14  with 
their  second  choice.  Their  choices  of  specialty  were 
Medicine-35,  Pediatrics-3,  (1  Med/Peds),  OB/GYN-8, 
Surgery-11,  Family  Practice-8,  Diagnostic  Radiology-3, 
Emergency  Medicine-5,  Anesthesiology-9,  Ophthalmo- 
logy-4, Transitional-3,  and  1 each  in  Psychiatry,  Thera- 
peutic Radiology,  Pathology  and  Urology. 

The  entering  class  of  1992  shows  high  promise  based 
upon  their  academic  qualifications.  In  the  face  of  a 
declining  number  of  applicants  to  medical  schools 
nationally,  the  number  of  completed  applications  to  our 
School  of  Medicine  increased  approximately  30%.  This 
provides  us  with  a broad  and  deep  pool  of  applicants 
from  which  to  choose  our  class.  The  matriculating  class  of 
110  students  originated  from  24  states,  with  California 
leading  the  way  with  41,  and  2 foreign  countries.  Their 
undergraduate  majors  range  from  anthropology  to  zoology 
and  include  such  diverse  studies  as  broadcasting,  theater 
arts,  molecular  biology,  theology,  kinesiology,  and  some 
eighteen  other  major  subjects. 

This  is  the  class  that  will  graduate  in  the  100th  year  of 
our  School  of  Medicine,  which  was  founded  in  1 892  as 
one  of  the  first  university-based  medical  schools  in  the 
West.  We  anticipate  that  this  class  will  distinguish  itself  by 
its  contributions  to  our  profession,  as  have  our  past 
alumni. 

July  1 saw  the  initiation  of  the  Creighton  University 
Midwest  Hypertension  Center,  made  possible  by  funding 
from  the  Health  Future  Foundation,  under  the  direction  of 
Dr.  William  Pettinger.  Dr.  Pettinger,  a Creighton  alumnus 
of  1959,  has  moved  from  The  University  of  Texas  South- 
western Medical  Center  at  Dallas,  where  he  had  held 
faculty  positions  since  the  early  1970's.  Dr.  Pettinger  has 
achieved  international  prominence  for  his  laboratory  and 
clinical  studies  on  the  pathogenesis  and  treatment  of 
hypertension.  Under  his  direction  the  new  Center  will 
provide  a regional  and  national  resource  for  hypertension 
research  and  consultation.  It  is  another  example  of  our 
effort  to  serve  and  support  the  medical  practitioners  of 
our  region. 

During  the  past  year  our  Hard  Tissue  Research  Center 
also  significantly  expanded  its  activities  with  the  award  of 
a $3.8  million  National  Institutes  of  Health  grant  in 
support  of  clinical  research  on  disorders  of  bone 
metabolism.  Under  the  direction  of  Dr.  Robert  Recker 
and  the  productive  collaboration  of  many  other  faculty 
members  this  Center  continues  to  flourish  and  make 
contributions  to  our  understanding  of  bone  disorders.  It 
has  also  received  support  from  Health  Future  Foundation. 

Our  efforts  in  research  and  treatment  of  bone  disorders 
has  also  been  enhanced  by  the  arrival  and  appointment 
to  our  faculty  of  Dr.  Michael  McGuire,  an  orthopedic 
surgeon  with  particular  interest  in  orthopedic  oncology 


and  joint  reconstruction.  Dr.  McGuire  is  a Creighton 
alumnus  who  returns  having  distinguished  himself  by  his 
contributions  as  a faculty  member  at  St.  Louis  University 
School  of  Medicine. 

Early  August  saw  the  ground  breaking  for  the  Creighton 
University  Center  for  Metabolic  Imaging.  This  will  make 
available  in  the  late  winter  or  early  spring  a new  clinical 
imaging  modality.  Positron  Emission  Tomography  (PET). 
PET  has  important  applications  in  neurologic,  psychiatric, 
cardiac  and  oncologic  diseases.  This  facility  will  be  widely 
available  to  the  population  and  physicians  of  our  region.  A 
team  of  highly  qualified  PET  specialists  have  been 
recruited  to  assure  productive  clinical  and  research  uses 
of  this  facility. 

We  at  Creighton  University  School  of  Medicine  are 
anticipating  another  highly  productive  and  stimulating 
year  dedicating  ourselves  to  our  mission  to  educate 
students  and  residents  to  a career  of  service  and  to 
continued  advancement  of  the  science  and  art  of 
medicine. 

Thank  you  for  the  opportunity  to  provide  this  report  to 
the  Nebraska  Medical  Association. 

Respectfully  submitted, 

Richard  L.  O'Brien,  M.D. 

Dean 


REPORT  OF  THE  DELEGATE  TO  THE  A.M.A. 

ANNUAL  MEETING 

The  1988  Annual  meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  June  26th  to  June  30th. 

James  E.  Davis,  M.D.  of  Durham,  North  Carolina,  was 
inaugurated  the  143rd  President  of  the  AMA.  Alan  R. 
Nelson,  M.D.  of  Salt  Lake  City,  Utah,  was  elected 
President  Elect.  Jerald  R.  Schenken,  M.D.  of  Omaha, 
Nebraska,  was  re-elected  to  the  Board  of  Trustees  of  the 
American  Medical  Association. 

In  his  Inaugural  Address,  Dr.  Davis  called  on  physicians 
to  make  service  their  avocation  as  well  as  their  vocation 
and  asked  each  physician  to  give  4 hours  of  community 
service  per  week  in  serving  on  public  boards,  committees, 
foundations,  and  other  public  service  activities.  "In 
addition  to  enhancing  our  professional  image  and  helping 
others,  service  truly  is  its  own  reward,"  said  Dr.  Davis. 

101  Reports  and  214  Resolutions  were  considered  by 
the  House  of  Delegates. 

(1)  The  item  generating  the  most  media  attention  was 
the  Board  of  Trustees  proposal  for  the  training  of 
Registered  Care  Technologists  as  one  means  to  help 
alleviate  the  worsening  shortage  of  nursing  personnel. 
Numerous  nursing  organizations  were  present  to  testify  at 
the  reference  committee  hearings,  virtually  all  of  them 
opposed  the  proposal.  However,  this  proposal  succeeded 
in  getting  the  attention  of  the  nursing  organizations, 
something  the  AMA  has  been  attempting  to  do  for  nearly 
10  years,  and  the  House  of  Delegates  "referred  this  report 
to  the  Board  of  Trustees  for  action"  which  gives  the  Board 
the  authority  to  sit  down  with  the  nursing  organizations 
and  develop  a plan  which  will  address  the  nurse  shortage. 
Whether  RCT’s  become  a reality  or  a means  to  a more 
acceptable  solution  for  all  parties  concerned  remains  to 
be  seen. 

(2)  Four  Resolutions  were  submitted  by  the  Nebraska 
Delegation  and  one  late  Resolution  submitted  by  your 
delegate,  as  an  individual,  was  accepted  for  consideration 
at  this  session. 

Resolution  114  called  on  the  AMA  not  to  publish 
articles  which  dealt  with  the  "taking  of  human  life"  without 
specifically  stating  the  AMA’s  position  on  euthanasia  as 
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developed  by  the  Council  on  Ethical  and  Judicial  Affairs. 
This  resolution  was  not  adopted  but  Report  C of  the 
Council  on  Ethical  and  Judical  Affairs  stating  the  AMA's 
strong  opposition  to  "mercy  killing"  was  reaffirmed  and 
filed. 

(3)  Nebraska  Resolution  115  called  on  the  AMA  to 
request  HCFA  to  identify  the  source  used  to  determine 
payment  for  physician  services  under  Medicare.  Substitute 
Resolution  115  was  adopted  which  reads  as  follows: 

Resolved,  That  the  American  Medical  Association 
request  the  Health  Care  Financing  Administration  to 
direct  the  Medicare  Part  B carriers  to  identify  the  source 
used  to  determine  payment  by  adding  an  identifying 
symbol  or  letter  to  the  Physician  Payment  Summary 
Voucher  received  by  physicians  accepting  assignment. 

(4)  Report  Q of  the  Board  of  Trustees,  which  responded 
to  Nebraska  Resolution  #12  (1/87)  was  returned  to  the 
Board.  This  resolution  asked  the  AMA  to  ask  HCFA  to 
require  its  Medicare  Fiscal  Intermediaries  to  send  copies 
of  the  Medicare  patient’s  EOB  to  the  attending  physician 
and  was  approved  by  the  House  at  the  interim  session. 
However,  the  Board  of  Trustees  recommended  that  it  not 
be  implemented.  Since  adoption  of  this  Resolution 
established  AMA  policy  on  this  issue,  it  was  returned  to 
the  Board  for  implementation  and  a report  at  the  1989 
annual  meeting. 

(5)  Nebraska  Resolution  1 1 6 asked  the  AMA  to  provide 
AMNews  to  retired  AMA  members  without  charge  rather 
than  at  520.00  per  year,  a 50%  reduction  in  the  annual 
subscription  rate.  This  resolution  was  not  adopted 
because  of  the  projected  impact  on  the  AMA  budget. 

(6)  Report  JJJ  of  the  Board  of  Trustees  was  adopted  in 
lieu  of  Nebraska  Resolution  117.  This  report  responded 
to  the  intent  of  Resolution  117  regarding  the  use  of 
information  regarding  adverse  physician  licensure,  dis- 
ciplinary actions,  or  professional  liability  judgements  or 
settlements  submitted  to  the  National  Data  Bank.  The 
AMA  has  not  been  designated  as  the  operator  of  the 
"Bank"  to  date  and  many  of  these  questions  remain 
unanswered  at  this  time. 

(7)  Late  Resolution  21 1 submitted  by  your  delegate  as 
an  individual  called  on  the  AMA  to  negotiate  with  HCFA 
for  exceptions  to  its  directive  mandating  a 40%  reduction 
in  physician  reimbursement  for  certain  surgical  procedures 
is  carried  out  in  an  outpatient  setting,  when  the  use  of  the 
outpatient  facility  constituted  "good  faith"  medical 
practice  and  better  served  the  patient’s  needs  and  was 
not  an  attempt  to  shift  medical  costs.  This  Resolution  was 
referred  to  the  Board  of  Trustees  for  action. 

Other  actions  of  the  House  of  Delegates  included  the 
following: 

(1)  Report  D of  the  Council  on  Constitution  and  Bylaws 
provided  for  a waiver  of  AMA  dues  for  members  serving  in 
elective  public  office  in  the  U.S.  Congress,  a state 
legislature,  or  the  executive  branch  of  the  Federal  or  State 
Government.  This  proposal  was  rejected  by  the  House 
because  of  the  perceived  negative  impact  this  might  have 
on  the  governmental  official  possibly  implying  that  this 
person  was  in  some  way  a "captive  of  organized 
medicine". 

(2)  Report  A of  the  Council  on  Ethical  and  Judicial 
Affairs  reaffirming  AMA  policy  stating  that  physician 
members  of  a medical  staff  should  both  be  eligible  and 
included  as  full  members  of  hospital  governing  bodies, 
was  adopted. 

(3)  Substitute  Resolution  66  regarding  Voluntary  Assign- 
ment programs  was  adopted  which  states: 

Resolved,  That  the  American  Medical  Association 
reaffirm  its  support  for  and  assistance  to  state,  county 


and  specialty  societies  in  the  development  of  a variety 
of  voluntary  approaches  to  assuring  the  availability  of 
care  to  financially  needy  elderly  persons;  and  be  it 
further 

Resolved,  That  such  local  programs  be  the  preferred 
approach  as  opposed  to  one  national  model  program. 

(4)  Substitute  Resolution  34  was  adopted  in  lieu  of 
Resolutions  34,  39,  82, 108,  1 57,  1 58,  and  164,  all  dealing 
with  Medicare  participation  and  the  MAAC's. 

Resolved,  That  the  American  Medical  Association 
reaffirm  its  policy  to  support  federal  legislation  that 
would  rectify  Medicare  contractual  inequities  with 
physicians  and  patients  and  reestablish  the  principle  of 
freedom  of  contract  in  the  practice  of  medicine;  and  be 
it  further 

Resolved.  That  the  AMA  continue  to  evaluate  the 
selective  discriminatory  nature  of  Medicare’s  maximum 
allowable  actual  charge  (MAAC)  and  participating 
physician  programs  and  to  continue  to  take  appropriate 
action  to  challenge  these  provisions  as  well  as  laws  and 
regulations  forcing  assignment  for  labortory  and  di- 
agnostic procedures;  and  be  it  further 

Resolved,  That  the  AMA  continue  to  oppose  differential 
treatment  of  participating  and  non-participating  phy- 
sicians under  Medicare,  including  the  Notification  of 
Charges  statement  required  by  Medicare  for  non- 
participating physicians,  statement  on  explanation  of 
benefits  and  use  of  participating  physician  directories; 
and  be  it  further 

Resolved,  That  the  AMA  work  to  allow  physicians  to 
treat  Medicare  patients  outside  of  regulatory  constraints 
that  threaten  the  physician/patient  relationship. 

(5)  Amended  Resolution  145  was  adopted. 

Resolved,  That  the  American  Medical  Association 
recommend  immediate  action  by  the  Health  Care 
Financing  Administration  (HCFA)  and  Congress  to 
revise  the  implementation  of  Medicare's  present  policy 
on  concurrent  care;  and  be  it  further 

Resolved,  That  the  judgment  of  the  attending  physician 
not  be  curtailed  by  present  limitations  of  covered 
benefits  for  hospitalized  patients,  especially  when 
physician  consultants  are  needed  to  maintain  the 
highest  standard  of  care;  and  be  it  further 

Resolved,  That  the  AMA  communicate  with  all  members 
of  Congress  the  impact  of  these  Medicare  rules  in 
limiting  the  quality  of  services  and  care  to  the 
hospitalized  Medicare  patient;  and  be  it  further 

Resolved,  That  the  AMA  work  with  HCFA  to  develop  a 
less  cumbersome  mechanism  that  would  more  easily 
identify  all  physicians  who  are  providing  the  highest 
quality  of  active  "concurrent  care:  for  patients. 

(6)  Report  UU  of  the  Board  of  Trustees  was  adopted. 
This  report  called  for  the  expansion  of  Medicaid  services 
to  address  the  needs  of  uninsured  persons  with  incomes 
below  the  poverty  level  and  presented  five  principles  for 
providing  greater  equity  in  the  Medicaid  program. 

(7)  Resolution  69  was  accepted  as  amended: 

Resolved,  That  the  American  Medical  Association 
endorse  recent  legislation  that  will  require  secondary 
insurance  carriers  to  reimburse  coinsurance  and  de- 
ductible payments  for  Medicare  patients  directly  to 
physicians  accepting  assignment. 

(8)  Resolutions  8 and  49  were  referred  to  the  Board  of 
Trustees  for  a report  at  the  1988  interim  meeting. 

Resolution  8 asked  that  the  AMA  petition  Congress  and 
the  Health  Care  Financing  Administration  (HCFA)  to 
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include  a Medicare  hospital  reimbursement  category  for 
humane  social  admissions  and  continued  hospital  stays. 

Resolution  49  called  upon  the  AMA  to  (1)  urge 
physicians  to  explain  and  communicate  the  need  for 
Medicare  "social  admissions”  to  their  representatives  in 
Congress,  senior  citizens  groups  and  the  public  at  large, 
emphasizing  the  humane  and  fiscally  viable  aspects,  and 
(2)  communicate  to  HCFA  and  the  Congress  the  vital 
need  for  "social  admissions,"  appropriately  reimbursed 
by  HCFA,  for  elderly  or  infirm  Medicare  patients 
temporarily  in  a state  of  compromised  health,  less  acute 
than  defined  in  the  federal  guidelines  for  inpatient 
admissions  but  without  significant  personal  independence 
or  family  or  societal  support. 

(9)  Resolution  58  which  called  on  the  AMA  to  investigate 
the  means  to  change  existing  federal  antitrust  laws  to 
permit  collective  negotiations  on  the  part  of  physicians 
and  their  organizations  was  adopted. 

(10)  Resolution  144  was  referred  to  the  Board  of 
Trustees.  This  resolution  asked  that  the  AMA  continue  to 
conduct  in-depth  studies  of  all  proposed  legislation 
dealing  with  employee-based  health  insurance  benefits, 
including  a re-review  of  U.S.  Senate  Bill  1265,  Minimum 
Health  Benefits  for  All  Workers  Act,  and  determine  which 
of  the  provisions  of  this  bill  and  other  legislative  proposals 
can  be  supported  or  modified  in  an  acceptable  manne.  to 
address  the  problem  of  the  growing  number  of  people 
without  health  insurance. 

(11)  Resolution  26  was  adopted.  This  resolution  called 
on  the  AMA  to  oppose  any  social,  economic  or  political 
regulations  which  have  no  bearing  on  a physician's 
competence  as  requirements  for  issuing  a medical 
license. 

(1  2)  Resolution  24,  which  called  on  the  AMA  to  endorse 
the  reactivation  of  the  three  year  nursing  education 
programs,  and  initiate  a dialogue  with  the  American 
Nurses'  Association  requesting  that  the  ANA  reconsider 
its  position  supporting  the  closing  of  all  three  year  non- 
degree nursing  education  programs  and  these  types  of 
programs  be  reestablished  as  soon  as  possible,  was 
referred  to  the  Board  of  Trustees  for  action  in  consonance 
with  the  action  taken  on  Board  Report  SS  regarding  the 
training  of  Registered  Care  Technologists. 

(1  3)  Report  000  of  the  Board  of  Trustees  recommending 
adoption  of  four  principles  recognizing  the  value  of  office 
based  laboratory  testing  and  the  need  to  assure  quality  of 
that  testing  was  adopted. 

Amended  Resolution  73  was  adopted. 

Resolved,  That  the  American  Medical  Association 
oppose  the  elimination  of  the  requirement,  as  proposed 
by  the  Department  of  Health  and  Human  Services,  that 
commercial  laboratories  servicing  Medicare  patients  be 
operated  by  physicians  or  by  scientists  with  doctoral 
degrees. 

(14)  Resolution  189  was  adopted.  This  Resolution 
asked  that  the  AMA  adopt  as  policy  the  decision  to  open, 
keep  open  or  terminate  the  emergency  department  or 
other  department  and  services  at  a given  hospital  be  a 
joint  decision  of  the  hospital  governing  board  and  its 
medical  staff. 

(15)  Substitute  Resolution  101  was  adopted  in  lieu  of 
Resolutions  3,  7,  31,  36,  52,  92,  101,  1 21,  and  139  as 
follows: 

Resolved,  That  the  American  Medical  Association 
continue  to  seek  appropriate  legislative  relief  from  the 
"medically  unnecessary"  provisions  of  section  9332  (c) 
of  the  Omnibus  Budget  Reconciliation  Act  of  1986 
(OBRA),  including  the  repeal  of  this  provision;  and  be  it 
further 


Resolved,  That  until  such  time  as  repeal  of  this 
provision  is  achieved,  the  AMA  continue  to  press  the 
Health  Care  Financing  Administration  (HCFA)  and 
Medicare  Part  B carriers  to  make  further  changes  in  the 
implementation  of  this  authority  to  correct  problems 
being  experienced,  including: 

1.  Urging  HCFA  and  the  carriers  to  make  the  denial 
criterion,  parameters  of  treatment  and  medical 
review  policies  available  to  the  physician  community; 

2.  Obtaining  assurances  that  carrier  medical  review 
policies  are  developed  with  practicing  physician 
advice; 

3.  Continue  to  work  to  assure  that  physicians  are 
notified  by  the  carrier  prior  to  a "medically  un- 
necessary" notification  being  sent  to  a patient; 

4.  Urging  carriers  to  facilitate  the  expeditious  handling 
of  physician  requests  for  reconsiderations  and 
appeals  of  "medically  unnecessary"  denials; 

5.  Working  to  assure  that  patient  notifications  are 
worded  in  such  a way  so  as  not  to  put  into  question 
the  attending  physicians'  professional  judgment  or 
the  quality  of  care  received  and  that  the  services 
denied  be  clearly  identified  (by  more  than  just  pro- 
cedure code)  in  such  notices,  and  that  they  be 
referred  to  as  "not  covered  by  Medicare"  as 
opposed  to  "medically  unnecessary”;  and 

6.  Opposing  required  wording  in  the  patient  waiver 
form  (advance  exculpatory  notice)  that  suggests  that 
the  physician  is  about  to  provide  medically  un- 
necessary services  to  his  or  her  patient;  and  be  it 
further 

Resolved,  That  the  AMA  continue  to  gather  data  and 
information  regarding  the  nature  and  extent  of  problems 
experienced  by  physicians  arising  from  the  imple- 
mentation of  this  authority,  with  particular  attention  to 
any  evidence  suggesting  that  non-assigned  patient 
Medicare  claims  are  subjected  to  greater  scrutiny  (and 
more  likely  denial)  than  assigned  claims;  and  be  it 
further 

Resolved,  That  should  neither  legislative  nor  admin- 
istrative relief  be  forthcoming,  the  AMA  then  explore 
potential  judicial  relief. 

(16)  Resolution  193  was  also  adopted. 

Whereas,  Medicare  Part  B is  denying  in  increasing 
numbers  - claims  for  office  visits,  procedures,  etc.;  and 

Whereas,  In  Missouri  the  Medicare  carrier  is  uniformly 
denying  appeals  made  - especially  those  submitted  by 
patients;  and 

Whereas,  Investigation  has  shown  that  appeals  of 
denials  are  not  reviewed  by  a physician;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  seek 
and  change  Health  Care  Financing  Administration 
policy  on  a national  level,  so  that  all  Part  B Medicare 
denials  are  reviewed  by  a physician  and  surgeon. 

(1  7)  Resolution  1 98  called  on  the  AMA  to  encourage  (1 ) 
board  of  medical  licensure  to  consider  that  those 
making  decisions  with  regard  to  testing,  hospital  ad- 
missions and  procedure  for  patients  be  held  accountable 
in  the  same  way  as  the  treating  physician  is  held 
accountable  for  the  care  of  the  patient,  and  (2) 
recognition  that  decisions  regarding  precertification  of 
testing,  hospital  admission  and  procedures  as  well  as 
decisions  made  from  prospective,  concurrent  and  retro- 
spective review  of  medical  records  is  considered  the 
practice  of  medicine  and  therefore  should  be  done  only 
by  licensed  physicians. 
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(18)  Substitute  Resolution  199  was  adopted. 

Resolved,  That  the  American  Medical  Association 
continue  to  study  the  nature  and  extent  of  problems 
experienced  by  physicians  with  regard  to  the  ad- 
ministrative requirements  imposed  on  them  by  third 
party  payors’  review  programs,  including,  but  not 
limited  to,  the  issues  of  reimbursement  for  physician 
and  staff  time  and  resources  expended  to  comply  with 
such  review  requirements,  the  confidentiality  of  patient 
information  disclosed  to  third  party  review  entities,  and 
the  legal  accountability  of  physicians  and  other  per- 
sonnel employed  by  third  party  payors  in  such  review 
processes;  and  be  it  further 

Resolved,  That  a detailed  report  be  presented  to  the 
House  of  Delegates  at  the  1988  Interim  Meeting 

(19)  Resolution  192  was  adopted  as  amended. 

Resolved,  That  the  American  Medical  Association  take 
all  appropriate  steps,  including  legislation  if  necessary, 
to  abolish  the  policy  of  the  Inspector  General  under 
which  high  level  employees  receive  favorable  per- 
formance rewards  based  on  the  number  of  PRO- 
recommended  sanctions  they  impose  and/or  the 
amount  of  dollar  penalties  they  recover. 

(20)  Resolution  40  was  adopted.  This  resolution  asked 
the  AMA  (1)  work  to  ensure  that  PRO  standards  and 
criteria  are  developed  and  applied  equitably,  (2)  initiate 
any  measures  deemed  appropriate,  including  involvement 
of  the  Health  Care  Financing  Administration,  the  AMA 
and  Congress,  to  ensure  that  these  PRO  standards,  criteria 
and  procedures  are  implemented  in  a proper  manner, 
and  (3)  support  the  concept  that  qualified  and  practicing 
physicians  be  designated  as  reviewers  of  physicians  in  the 
same  specialty  being  reviewed. 

Your  AMA  Delegates  and  Alternates  continue  to  solicit 
your  input  on  resolutions  and  reports  of  special  interest 
and  will  continue  to  represent  the  Nebraska  Medical 
Association  as  instructed  by  this  House  of  Delegates. 
Through  our  association  with  the  delegations  of  the  other 
North  Central  Medical  Conference  member  states,  we 
have  been  able  to  influence  the  direction  taken  by  the 
AMA  on  a number  of  important  issues  in  recent  years. 

Respectfully  submitted, 

C.  J.  Cornelius,  Jr.,  M. D. 

Delegate 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Francis  D.  Donahue,  M.D.,  Omaha  - Chairman;  R.A.  Blatny,  M.D., 
Fairbury;  Stuart  P.  Embury,  M.D..  Floldrege;  Joel  T.  Johnson,  M.D., 
Kearney;  Bernard  L Kratochvil,  M.  D.,  Omaha;  Walter  O' Donohue,  M.  D„ 
Omaha;  Joseph  E.  Stitcher,  M.D..  Lincoln;  R.  C.  Weldon,  M.D., 
Nebraska  City;  Jean  Moon,  Omaha. 

The  Commission  has  not  met  since  the  Annual  Session 
as  no  items  of  business  have  come  to  us.  We  understand 
there  are  some  By-Law  amendments  being  considered 
and  we  will  address  them  when  they  are  received.  At  that 
time  we  will  also  consider  any  other  pending  matters. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Columbus  - Chairman;  Robert  C.  Osborne, 
M.  D„  Lincoln  - Vice-Chairman;  Rodney  S.  W.  Basler,  M.D.,  Lincoln; 
Judith  A.  Butler,  M.D.,  Superior;  L Dwight  Cherry,  M.D.,  Lincoln;  James 
H.  Dunlap,  M.D.,  Norfolk;  Dale  W.  Ebers,  M.D.,  Lincoln;  Vernon  F. 
Garwood,  M.D.,  Lincoln;  Charles  Gregorius,  M.D.,  Lincoln;  Barbara  M. 
Heywood,  M.D.,  Papi II ion;  Ann  E.  Lott,  M.D.,  Lincoln;  William  R Marsh, 


M.D.,  Grand  Island;  John  T.  McGreer.  M.D.,  Lincoln;  Dennis  G.  O'Leary, 
M.D.  Omaha;  George  W.  Orr,  M.D.,  Omaha;  Dwaine  J.  Peetz,  M.D., 
Neligh;  Herbert  E.  Reese,  M.D.  Lincoln;  C.  Lee  Retelsdorf,  M.D., 
Omaha;  Blaine  Y.  Roffman,  M.D..  Omaha;  Todd  S.  Sorensen,  M.D., 
Scottsbluff;  Richard  B.  Svehla,  M.D.,  Omaha;  Timothy  O.  Wahl,  M.D., 
Omaha;  Mike  McNamara,  Omaha;  Kelly  Sems,  Omaha;  Greg  Mueller, 
Omaha. 


The  Legislative  Commission  anticipates  another  active 
year  for  medicine  during  the  1989  session  of  the 
Nebraska  Legislature.  Since  adjournment  this  spring,  a 
group  of  physicians  have  been  working  on  a proposed  law 
which  would  establish  minimum  standards  for  clinical 
laboratories.  The  Health  and  Human  Services  Committee 
requested  that  such  an  alternative  be  prepared  to  the 
proposal  for  licensure  of  medical  technologists  which  has 
been  before  the  Committee  for  the  last  two  years. 

The  emphasis  in  the  proposed  bill  will  be  on  ensuring 
the  quality  of  laboratory  results  through  proficiency 
testing  and  quality  control  programs.  All  laboratories 
which  perform  tests  would  be  required  to  meet  specified 
minimum  standards  governing  safety,  procedures,  record 
keeping,  proficiency  testing,  quality  control,  and  per- 
sonnel. In  the  personnel  area,  laboratories  would  be 
required  to  establish  job  descriptions  for  all  persons 
involved  in  the  testing  process  and  provide  documentation 
that  these  persons  are  trained  to  perform  the  duties  of 
their  positions.  The  draft  legislation  would  allow  the 
Department  of  Health  to  grant  permits  to  laboratories 
already  accredited  under  Medicare  or  by  the  College  of 
American  Pathologists,  the  Commission  on  Office  Lab- 
oratory Assessment,  and  the  JCAH. 

In  addition  to  the  laboratory  licensure  bill,  we  expect 
the  medical  technologists  to  propose  licensure  again. 
Other  possible  legislative  issues  include  the  chiropractors' 
request  for  expansion  of  their  scope  of  practice,  the 
chiropractors'  effort  to  require  insurance  coverage  for 
their  procedures,  licensure  of  "naturopathic  physicians," 
elimination  of  the  licensure  distinctions  between  osteo- 
paths and  physicians,  strengthening  immunity  for  peer 
review  activities,  changing  the  funding  for  medically 
indigent  care,  and  revising  the  certificate  of  need  laws. 

To  be  successful  in  promoting  the  NMA  legislative 
program,  we  need  the  grassroots  participation  of  phy- 
sicians and  spouses  in  making  contacts  with  individual 
senators.  During  the  past  year,  physician  contacts  were 
instrumental  on  several  pieces  of  legislation,  including 
passage  of  the  motorcycle  helmet  law.  We  need  to 
continue  to  develop  our  contact  system. 


LABORATORY  LICENSURE  BILL 

Be  it  enacted  by  the  people  of  the  State  of  Nebraska, 

Section  1.  It  is  the  policy  of  the  Legislature  in 
furtherance  of  its  responsibility  to  protect  public  health 
and  safety  to  require  Nebraska  clinical  laboratories  to 
develop  and  maintain  satisfactory  quality  assurance 
programs  that  meet  minimum  standards  in  their  operation. 

Sec.  2.  As  used  in  this  Act,  unless  the  context  otherwise 
requires: 

(1)  Laboratory  shall  mean  an  establishment,  place  or 
location  where  biological,  microbiological,  serological, 
chemical,  immunohematological,  hematological,  cytolog- 
ical,  pathological,  or  other  examinations  of  material 
derived  from  the  human  body  are  conducted  for  the 
purpose  of  providing  information  for  the  diagnosis, 
prevention,  or  treatment  of  any  disease  or  impairment  of, 
or  the  assessment  of  the  health  of  humans; 

(2)  Department  shall  mean  the  Department  of  Health; 

(3)  Director  shall  mean  the  Director  of  the  Department 
of  Health; 
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(4)  Laboratory  director  shall  mean  the  person  re- 
sponsible for  the  operation  of  a laboratory; 

(5)  Physician  shall  mean  a person  licensed  to  practice 
medicine  and  surgery  pursuant  to  sections  71-1,  102  et 
seq.; 

(6)  Quality  control  shall  mean  a periodic  analysis  of 
reference  materials  which  is  monitored  to  ensure  re- 
producibility and  accuracy  of  laboratory  results,  and  also 
includes  an  appropriate  system  to  assure  proper  func- 
tioning of  instruments,  equipment  and  reagents;  and 

(7)  Proficiency  testing  shall  mean  evaluation  of  a 
laboratory's  ability  to  perform  laboratory  procedures 
within  acceptable  limits  of  accuracy  through  analysis  of 
unknown  specimens  distributed  at  periodic  intervals. 

Sec.  3.  Every  laboratory  director  shall  apply  for  a permit 
or  for  an  exemption  under  section  7 within  thirty  days 
after  first  accepting  specimens  for  testing.  Existing 
laboratories  shall  submit  a completed  application  for  a 
permit  or  exemption  within  90  days  of  the  operative  date 
of  this  Act  and  thereafter  every  two  years  and  indicate  any 
changes  in  laboratory  operations.  Applications  shall  be 
made  on  a form  provided  by  the  department.  Forms  shall 
include  the  following  information:  the  name  of  the 
laboratory  owner  and  name  of  the  laboratory  director;  the 
location  of  the  laboratory;  the  type  of  laboratory  tests 
performed  in  the  laboratory;  the  basis  for  exemption  from 
obtaining  a permit  under  section  7,  if  such  exemption  is 
claimed;  and  such  other  information  as  the  department 
deems  necessary  to  evaluate  the  scope  of  testing  by  the 
laboratory.  The  department  shall  review  each  application 
and  approve  or  deny  the  application  within  forty-five  days 
after  the  application  is  filed.  Laboratories  may  continue  to 
operate  pending  a decision  by  the  department  to  approve 
or  deny  the  application.  The  department  shall  publish 
annually  a list  of  laboratories  which  have  permits  or 
exemptions  under  this  Act. 

Sec.  4.  No  person  shall  operate  a laboratory  in  this  state 
unless  the  department  has  issued  a permit  to  operate 
such  laboratory  or  has  been  granted  an  exemption  under 
section  7. 

Sec.  5.  (1)  The  department  shall  issue  a permit  to  each 
laboratory  which  meets  the  requirements  of  sections  9 to 
16. 

(2)  Each  application  for,  or  renewal  of,  a permit  to 
operate  a laboratory  shall  be  made  on  a form  provided  by 
the  department. 

Sec.  6.  (1)  The  director  may  consider  the  requirements 
of  Section  5 as  having  been  met  and  issue  a permit  to  a 
laboratory  upon  receipt  of  evidence  of  compliance  with 
accreditation  or  certification  requirements  of  the  following 
national  accrediting  bodies  or  public  agencies,  if  the 
director  determines  that  the  requirements  are  sub- 
stantially equivalent  to  or  more  comprehensive  than  the 
requirements  of  section  9 to  16: 

(a)  College  of  American  Pathologists; 

(b)  Medicare  Title  XVIII  standards,  provided  that  the 
laboratory  is  also  in  compliance  with  standards  of  the 
Department  adopted  pursuant  to  71-2017  to  71-2019; 

(c)  Joint  Commission  on  Accreditation  of  Health 
Organizations; 

(d)  Commission  on  Office  Laboratory  Assessment;  and 

(e)  Such  other  accreditation  or  certification  programs 
as  may  be  approved  by  the  director. 

(2)  If  a laboratory  has  been  issued  a permit  under 
subsection  1 of  this  section  and  its  accreditation  or 
certification  is  terminated  or  withdrawn  for  any  reason,  it 
shall  notify  the  department  and  shall  cease  to  operate 


unless  it  submits  a new  application  for  a permit  within 
fifteen  days  after  receiving  notice  of  such  termination  or 
withdrawal. 

Sec.  7.  The  following  laboratories  are  exempted  from 
section  4 of  this  Act: 

(1)  Laboratories  operated  for  teaching  or  research 
purposes  only,  provided  test  results  are  not  used  for 
diagnosis  or  treatment; 

(2)  Prosthetic  dental  laboratories 

(3)  Laboratories  performing  skin  testing  solely  for 
detection  of  allergies  and  sensitivities;  and 

(4)  Laboratories  which  perform  only  simple  laboratory 
tests  as  provided  in  section  8. 

Sec.  8.  The  director  shall  exempt  a laboratory  from 
compliance  with  section  4 if  it  performs  only  simple 
laboratory  tests.  The  director  may  designate  such  simple 
laboratory  tests  through  rules  and  regulations,  after 
considering  the  recommendations  of  the  advisory  com- 
mittee. A simple  laboratory  test  shall  be  a test  which: 

(1)  Employs  methodologies  that  are  so  simple  and 
accurate  as  to  render  the  likelihood  of  erroneous  results 
negligible; 

(2)  Has  been  approved  by  the  federal  Food  and  Drug 
Administration  to  be  performed  by  the  public;  or 

(3)  Does  not  unreasonably  endanger  the  public  health 
and  safety. 

Sec.  9.  Each  laboratory  shall  have  adequate  space  and 
equipment  to  perform  tests  in  a safe  manner,  making 
adequate  provision  when  appropriate  for  fire  prevention 
and  control,  electrical  safety,  storage  and  use  of  com- 
pressed gases,  chemical  and  toxic  hazards,  carcinogens, 
microbiological  hazards  and  hazardous  waste  disposal. 

Sec.  10.  Each  laboratory  shall  develop,  maintain  and 
follow  written  procedures  for  the  collection,  handling, 
identification  and  labeling  of  specimens. 

Sec.  11.  Each  laboratory  shall  develop,  maintain  and 
follow  a current  procedure  manual  for  all  tests  performed 
in  the  laboratory.  Such  procedure  manual  shall  be 
accessible  to  persons  performing  the  tests  and  shall 
include  when  appropriate: 

(1)  The  principle,  methodology,  directions  for  calibra- 
tion or  standardization,  and  calculations  for  deriving 
results; 

(2)  Control  procedures,  criteria  defining  unacceptable 
results  for  controls,  and  recommended  corrective  pro- 
cedures where  control  limits  are  exceeded; 

(3)  Reference  values; 

(4)  Directions  for  preparing  and  storing  reagents, 
standards  and  controls;  and 

(5)  Any  special  requirements  and  safety  procedures. 

Sec.  12.  Each  laboratory  shall  maintain  records  which: 

(1)  Identify  the  person  responsible  for  performing  the 
procedure; 

(2)  Permit  ready  identification  and  accessibility  of  test 
results;  and 

(3)  Identify  specimens  referred  to  other  laboratories 
and  the  reference  laboratory  to  which  such  specimens  are 
referred. 

Each  laboratory  shall  retain  each  test  result  for  a period 
of  at  least  three  years. 
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Sec.  13.  Each  laboratory  shall  subscribe  to  and  satis- 
factorily participate  in  a proficiency  testing  program 
which  has  been  approved  by  the  director.  The  laboratory 
director  shall  furnish  the  director  copies  of  all  proficiency 
testing  results  within  thirty  days  of  receipt  or  make 
provisions  for  a duplicate  of  the  results  to  be  sent  by  the 
testing  service  directly  to  the  department. 

Sec.  1 4.  Each  laboratory  shall  establish  a quality  control 
program.  An  acceptable  quality  control  program  shall 
include  at  least  the  following: 

(1)  An  effective  preventive  maintenance  program 
which  ensures  proper  functioning  of  all  instruments  and 
equipment; 

(2)  Routine  testing  of  quality  control  materials  along 
with  patients  specimens; 

(3)  Quality  control  checks  on  reagents  and  media 
utilized  in  the  performance  of  tests;  and 

(4)  Maintenance  of  quality  control  records  which  will 
enable  determination  of  reliability  of  all  procedures 
performed. 

Sec.  15.  Each  laboratory  shall  develop  and  maintain 
personnel  records  which: 

(1)  Establish  job  descriptions  which  define  the  quali- 
fications and  duties  of  all  persons  who  are  involved  in 
collecting  or  handling  specimens  and  performing  lab- 
oratory procedures;  and 

(2)  Provide  documentation  that  each  person  who 
collects  or  handles  specimens  or  performs  laboratory 
procedures  has  been  trained  to  perform  the  duties  of  the 
position,  and  is  knowledgeable  about  any  applicable 
instructions  for  handling  specimens,  procedures  for 
performing  the  tests,  proficiency  testing,  and  quality 
control. 

Sec.  1 6.  The  department  may  inspect  the  premises  and 
operation  of  laboratories  for  the  purpose  of  determining 
the  adequacy  of  the  quality  control  program  and  super- 
vision of  each  laboratory. 

Sec.  17.  (1)  Laboratories  which  fail  to  obtain  satis- 
factory results  on  two  consecutive  sets  of  unknown  pro- 
ficiency testing  samples  and  laboratories  which  obtain 
unacceptable  results  on  two  out  of  three  consecutive  sets 
of  proficiency  testing  samples  shall  submit  documentation 
of  corrective  action  within  fifteen  working  days  after 
receipt  of  notification  of  the  second  unacceptable  report. 

(2)  On  receipt  of  documentation  of  corrective  action, 
the  department  shall  determine  the  adequacy  of  the 
action  taken.  If,  the  department  determines  that  the 
corrective  action  is  not  adequate,  the  department  shall 
conduct  an  on-site  inspection  of  the  laboratory  which 
may  include  on-site  testing  of  unknown  samples. 

(3)  If  the  results  of  the  on-site  inspection  indicate  that 
the  laboratory's  performance  is  unacceptable  in  one  or 
more  testing  categories,  the  approval  to  perform  the  test 
in  question  shall  be  revoked.  The  laboratory  shall 
continue  to  be  approved  for  performance  of  all  test 
procedures  for  which  it  has  demonstrated  satisfactory 
performance. 

(4)  A laboratory  which  has  lost  approval  to  perform  a 
test  may  gain  reapproval  by  documenting  corrective 
action  taken  and  by  requesting  review  of  the  unacceptable 
performance  and  corrective  action  taken.  Upon 
determination  that  corrections  leading  to  satisfactory  and 
acceptable  performance  have  been  made,  the  director 
may  reinstate  approval,  conditioned  upon  subsequent 
compliance. 

(5)  If  the  director  does  not  grant  reapproval  of  the 
laboratory,  the  director  will  provide  the  laboratory  with 


written  notice  of  actions  to  be  taken  to  correct  deficiencies. 
The  laboratory  may  request  a new  review  at  any  time  after 
thirty  days  from  the  date  of  last  review. 

Sec.  1 8.  The  department  shall  deny,  suspend,  or  revoke 
licenses  on  any  of  the  following  grounds: 

(1 ) Violation  of  any  of  the  provisions  of  sections  1 to  25 
or  the  rules  and  regulations  pursuant  thereto; 

(2)  Obtaining  a laboratory  permit  by  false  representa- 
tion or  fraud; 

(3)  Misrepresentation  or  fraud  in  the  operation  of  a 
laboratory  or  the  use  or  performance  of  proficiency 
testing; 

(4)  Permitting,  aiding,  or  abetting  the  commission  of 
any  unlawful  act;  or 

(5)  Failure  to  obtain  satisfactory  proficiency  testing 
results  and  to  submit  documentation  of  corrective  action 
under  section  1 7. 

Sec.  19.  If  the  department  determines  to  deny, 
suspend,  or  revoke  a permit,  it  shall  send  to  the  applicant 
or  permittee,  by  either  registered  or  certified  mail,  a 
notice  setting  forth  the  particular  reasons  for  the  de- 
termination. The  denial,  suspension,  or  revocation  shall 
become  final  thirty  days  after  the  mailing  of  the  notice, 
unless  the  applicant  or  permittee,  within  such  thirty-day 
period,  shall  give  written  notice  of  desire  for  hearing. 
Thereupon  the  applicant  or  permittee  shall  be  given  a fair 
hearing  before  the  department  and  shall  have  the  right  to 
present  such  evidence  as  may  be  proper.  On  the  basis  of 
such  evidence  the  determination  involved  shall  be 
affirmed  or  set  aside,  and  a copy  of  such  decision  setting 
forth  the  finding  of  facts  and  the  particular  reasons  upon 
which  it  is  based  shall  be  sent  by  either  registered  or 
certified  mail  to  the  applicant  or  permittee.  The  decision 
shall  become  final  thirty  days  after  a copy  thereof  is 
mailed,  unless  the  applicant  or  permittee  within  such 
thirty-day  period  appeals  the  decision  under  section  20. 
The  procedure  governing  hearings  authorized  by  this 
section  shall  be  in  accordance  with  rules  promulgated  by 
the  department.  A full  and  complete  record  shall  be  kept 
of  all  proceedings.  Witnesses  may  be  subpoenaed  by 
either  party  and  shall  be  allowed  fees  at  a rate  prescribed 
by  the  rules  prescribed  by  the  department. 

Sec.  20.  Any  applicant  or  permittee  who  is  dissatisfied 
with  the  decision  of  the  department  as  a result  of  the 
hearing  provided  in  section  1 9 may,  after  receiving  a copy 
of  the  decision,  appeal  to  the  district  court  of  Lancaster 
County  at  any  time  within  thirty  days  after  the  mailing  of 
such  copy  of  the  order.  The  filing  of  a notice  in  writing  of 
the  intention  to  take  such  an  appeal,  with  the  director 
within  such  time  shall  be  sufficient  notice  to  the  adverse 
party  of  the  intention  to  appeal.  A duly  certified  transcript 
of  all  pleadings,  upon  which  the  cause  was  tried  before 
the  department,  shall  be  filed  in  the  office  of  the  clerk  of 
said  district  court,  which  shall  complete  the  appeal.  The 
trial  in  the  district  court  upon  such  appeal  shall  be  de 
novo  and  be  upon  the  issues  joined  before  the  director, 
except  as  the  district  court  may  allow  amendments 
thereto  in  accordance  with  the  usual  rules  of  pleading  in 
that  court. 

Sec.  21.  If  the  department  finds  that  the  public  health, 
safety  or  welfare  requires  emergency  action,  and  in- 
corporates its  finding  to  that  effect  in  its  notice  of 
suspen3ion  or  revocation  of  a permit  under  section  19, 
the  department  may  order  summary  suspension  of  the 
permit  pending  proceedings  for  revocation  or  other 
action. 

Sec.  22.  Any  person  (1)  establishing,  conducting, 
managing,  or  operating  any  laboratory  without  first 
obtaining  a permit  therefor  as  herein  provided,  or  (2) 
violating  any  of  the  provisions  of  sections  1 to  25  or 
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regulations  lawfully  promulgated  thereunder,  shall  be 
guilty  of  a Class  IV  misdemeanor,  and  each  day  a 
laboratory  as  defined  in  section  2 shall  operate  after  a first 
conviction  shall  be  considered  a subsequent  offense. 

Sec.  23.  The  department,  upon  the  advice  of  the 
advisory  committee,  is  hereby  authorized  to  promulgate 
rules  and  regulations: 

(1)  For  the  administration  and  enforcement  of  sections 
1 to  2 5; 

(2)  To  establish  application  and  permit  forms  under 
section  3; 

(3)  To  identify  accreditation  and  certification  programs 
under  section  6; 

(4)  To  identify  simple  laboratory  tests  under  section  8; 

(5)  To  establish  minimum  standards  governing  pro- 
ficiency testing  programs;  and 

(6)  To  establish  minimum  standards  governing  quality 
control  programs. 

The  minimum  standards  and  requirements  for  the 
operation  of  laboratories  shall  be  consistent  with  and  no 
more  or  less  stringent  than  the  minimum  requirements 
and  standards  established  by  this  act. 

Sec.  24.  (1)  There  is  hereby  established  a laboratory 
advisory  committee  within  the  department  consisting  of 
five  members.  The  committee  shall  be  appointed  by  the 
director  and  shall  be  composed  of  a physician  who  is  a 
board-certified  pathologist,  two  physicians  who  operate 
laboratories,  a hospital  administrator,  and  a registered  or 
certified  medical  technologist.  Each  appointed  member 
shall  hold  office  for  a term  of  three  years,  except  that  any 
member  appointed  to  fill  a vacancy  occurring  prior  to  the 
expiration  of  the  term  for  which  his  or  her  predecessor 
was  appointed,  shall  be  appointed  for  the  remainder  of 
such  term.  The  terms  of  office  of  the  members  first  taking 
office  shall  expire,  as  designated  at  the  time  of  appoint- 
ment, one  at  the  end  of  the  first  year,  two  at  the  end  of  the 
second  year,  and  two  at  the  end  of  the  third  year. 
Committee  members  shall  receive  no  compensation  but 
shall  be  entitled,  while  serving  on  the  business  of  the 
committee,  to  receive  travel  and  other  necessary  expenses 
as  provided  in  sections  84-306.01  to  84-306.05  for  state 
employees. 

(2)  The  committee  shall: 

(a)  Elect  a chairperson  to  serve  at  the  pleasure  of  the 
committee; 

(b)  Meet  on  call  of  the  chairperson  or  at  the  request  of 
any  two  members; 

(c)  Review  and  evaluate  policies  and  programs  of  the 
state  relating  to  laboratories;  and 

(d)  Make  recommendations  to  the  director  and  furnish 
such  technical  advice  as  may  be  required  on  matters 
relating  to  the  administration  and  enforcement  of  this  Act. 

Sec.  25.  (1)  The  department  shall  establish  by  rule  and 
regulation  annual  fees  for  the  registration  of  laboratories 
and  for  permits  to  operate  laboratories  under  this  Act.  In 
determining  such  fees,  the  department  shall,  as  an 
objective,  obtain  sufficient  funds  from  the  fees  to  pay  for 
a portion  of  the  direct  and  indirect  costs  of  administering 
this  act  without  loss  or  reduction  of  the  General  Fund 
allocation  to  the  department.  The  fees  collected  shall  be 
deposited  in  the  Department  of  Health  Cash  Fund  and 
shall  be  used  solely  for  the  purpose  of  defrayingthe  direct 
and  indirect  costs  of  administering  this  act.  The  depart- 
ment shall  collect  such  fees. 

(2)  When  a registrant  or  permittee  fails  to  pay  the 


applicable  fee,  the  department  may  suspend  or  revoke 
the  registration  or  permit  or  may  issue  an  appropriate 
order. 

Sec.  26.  This  Act  shall  become  operative  on  January  1, 
1991. 

Sec.  27.  If  any  section  in  this  Act  or  any  part  of  any 
section  shall  be  declared  invalid  or  unconstitutional,  such 
declaration  shall  not  affect  the  validity  or  constitutionality 
of  the  remaining  portions  thereof. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairman;  H.  Jeoffrey  Deeths, 
M.D.,  Omaha;  Herbert  D.  Feidler,  M.D  , Norfolk;  Edward  E.  Catz,  M.D., 
Omaha;  Donald  T.  Glow,  M.D.,  Omaha;  John  J.  Hoesing,  M.  D.,  Omaha; 
Roger  P.  Massie,  M.D.,  Plainview;  Donald  E.  Matthews,  M.D.,  Lincoln; 
Harlan  C.  Shriner,  M.D.,  Lincoln;  F.  Thomas  Waring,  M.D.,  Fremont; 
Nancy  Rogic,  Omaha. 

The  monthly  preparation  and  distribution  of  "Health 
Tips”  which  the  NMA  gratuitously  provides  to  local  radio 
stations  and  newspapers  through  the  Commission  remains 
a focal  point  of  our  sustained  efforts  to  improve  the  health 
and  "wellness"  of  the  general  public  and  thereby 
enhance  the  image  of  medicine  as  the  caring  profession  it 
is.  In  the  last  year,  a number  of  radio  stations  have 
followed  up  on  these  short  subject  health-oriented  news 
releases  and  the  Commission  has  provided  resource 
physicians  from  its  own  ranks,  as  well  as  the  general  NMA 
membership  to  provide  interviews. 

Annually,  the  Commission  also  distributes  the  "State  of 
the  Health”  report  prepared  by  the  NMA  President,  who 
also  provides  recorded  "spots"  on  health  items  which 
receive  frequent  airing  on  Nebraska  stations.  In  addition, 
the  Commission  helped  coordinate  member  participation 
in  the  televised  "Health  Line"  series,  and  secured 
appropriate  spokespersons  for  many  conferences  and 
media  interviews. 

Ongoing  projects  continue  to  advance  the  concept  of 
the  physician  as  patient  advocate,  including  the  promotion 
of  fitness,  good  health  habits,  and  the  attitude  of  wellness. 
The  Commission  has  also  worked  closely  with  the 
Commission  on  Legislative  Affairs  in  positively  presenting 
the  NMA  stance  on  vital  legislative  issues  and  in 
generating  proposals  for  potential  future  legislative 
action. 

Better  exposure  to  the  press  of  selected  Nebraska 
Medical  Journal  articles,  including  interviews  with  the 
authors,  remains  a priority  item  for  the  Commission  which 
has  met  some  resistance.  Prerelease  copies  of  the 
Nebraska  Medical  Journal  are  provided  to  the  health 
editors  of  the  major  state  newspapers  with  annotations  on 
articles  of  broad  interest.  These  editors  have,  on  occasion 
pursued  these  subjects.  The  Commission  continues  to 
solicit  suggestions  from  all  NMA  members  on  any  issue 
which  they  feel  would  be  of  public  interest  and  concern 
so  that  these  may  be  included  in  future  releases  to  the 
media. 


REPORT  OF  THE  NMA 
PRO  OVERVIEW  COMMITTEE 

M lack  Mathews,  M.D.,  Lincoln  - Chairman;  David  Bacon,  M.D., 
Kearney;  A.  H.  Bergman,  M.D.,  Fremont;  Dennis  M.  Connolly,  M.D., 
Lincoln;  Carl  J.  Cornelius,  M.D.,  Sidney;  Richard  A.  Cottingham,  M.D., 
McCook;  Francis  D.  Donahue,  M.D.,  Omaha;  Daniel  S.  Durrie,  M.D., 
Omaha;  Wendell  Fairbanks,  M.D.,  Alliance;  John  F.  Fitzgibbons,  M.D., 
Omaha;  C.  T.  Frerichs,  M.D.,  Beatrice;  Gordon  J.  Hrnicek,  M.D..  Grand 
Island;  Richard  Jackson,  M.D.,  Pawnee  City;  Frederick  F.  Paustian,  M.  D., 
Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln. 
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1.  Since  the  spring  1988  meeting  of  the  House  of 
Delegates,  the  Chairman  of  the  PRO  Overview  Committee 
has  reviewed  letters  of  complaint  relating  to  the  PRO- 
Sunderbruch.  Certain  of  these  letters  of  complaint  have 
been  presented  to  the  PRO  Overview  Committee  for 
discussion. 

Based  on  review  of  letters  and  personal  communication 
there  has  been  a distinct  trend  toward  fewer  denials  and 
"quality  concern”  letters.  On  the  other  hand,  the  number 
of  letters  relating  to  diagnosis  change  or  modification  and 
DRG  change  has  remained  reasonably  steady.  The 
reasons  for  these  trends  were  discussed  at  our  August  24, 
1 988  PRO  Overview  Committee  meeting.  Three  possible/ 
probable  explanations  were  considered:  (a)  better  com- 
munication and  understanding  of  HCFA  guidelines, 
screens,  rules,  (b)  better  quality  and  more  thorough 
review  by  reviewing  physicians  of  the  cases  which  failed 
certain  screens,  (c)  better  documentation  in  charts  by 
physicians  and  (d)  possible  effect  of  Sunderbruch's 
pending  application  for  the  PRO  contract  for  Nebraska  for 
the  next  three  years. 

2.  A grievance  committee  which  will  act  as  a sub- 
committee of  the  PRO  Overview  Committee  has  been 
appointed  and  will  be  in  the  process  of  defining  how  to 
most  effectively  screen,  evaluate,  and  represent  its 
members  when  conflicts  arise  between  NMA  members 
and  the  PRO. 

3.  A Provider  Advisory  Committee  has  been  appointed 
by  Sunderbruch  Corporation.  This  committee  consists  of 
three  physician  members  and  two  hospital  administrator 
members.  HCFA  representatives  from  Kansas  City  and 
Sunderbruch  representatives  from  Des  Moines  provide 
input  to  this  committee. 

The  Internal  Validity  Committee  of  the  Sunderbruch 
Corporation  of  Nebraska  is  now  composed  of  three 
Nebraska  physicians  and  three  Iowa  physicians  instead  of 
only  Iowa  physicians  as  in  the  past. 

4.  Your  PRO  Overview  Committee  reviewed  the  HCFA’s 
Medicare  PRO  review  requirements  for  1988-1991.  The 
committee  noted  that  HCFA  has  mandated  a profiling  of 
each  physician  and  provider  to  be  done  on  at  least  a 
quarterly  basis  beginning  during  this  next  contract  period. 
The  manner  of  implementation  of  this  particular  require- 
ment will  be  of  great  interest  and  could  be  the  source  of 
significant  controversy. 

5.  Effective  October,  1988,  Dr.  Gordon  Hrnicek  will  be 
the  Chairman  of  the  PRO  Overview  Committee.  Dr.  Jack 
Mathews  will  continue  as  a member  of  the  committee 
and  as  a member  of  the  newly  formed  grievance 
committee. 


REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMITTEE 


Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  David  L Bacon,  M.D., 
Kearn  -y;  Lawrence  C.  Bausch,  M.D..  Lincoln;  Robert  A.  Beer,  M.D., 
Omaha;  Mark  A Christensen,  M.D..  Omaha:  Richard  A Hranac.  M.D.. 
Kearney;  Richard  M.  Tempero,  M.D.,  Omaha;  Donald  E.  Waltemath, 
M. D„  Lincoln:  Richard  S.  Yates,  M.D.,  Lincoln;  Anthony  J.  Yonkers,  M.D., 
Omaha;  Sheryl  Pitner,  Omaha. 

The  Scientific  Sessions  Committee  has  begun  its  series 
of  meetings  to  review  the  1988  Annual  Session  and 
develop  the  program  for  the  1989  Session.  The  1989 
Annual  Session  will  take  place  April  28  - May  1,  at  the 
Cornhusker  Hotel  in  Lincoln. 

The  1988  Annual  Session  reflected  a return  to  the 
format  which  scheduled  the  House  of  Delegates  on 
Friday  and  Sunday,  with  the  bulk  of  the  scientific 
programming  taking  place  on  Saturday.  Additionally,  the 
Inaugural  Banquet  was  combined  with  Fun  Night  and 


held  on  Saturday  night.  The  Committee  made  these 
changes  in  response  to  comments  requesting  a session 
format  which  did  not  require  sacrificing  days  from  two 
work  weeks.  It  is  anticipated  a similar  format  will  be 
adopted  for  the  1989  Session  as  the  planning  is 
completed. 

Future  meetings  of  the  Scientific  Sessions  Committee  will 
include  representatives  of  the  specialty  groups.  Addition- 
ally, the  Committee  is  anticipating  an  interesting  socio- 
economic program  schedule.  The  committee  expects  that 
the  various  segments  of  the  program  will  be  completed  in 
the  near  future  and  publicized  to  members  of  the 
Association. 


REPORT  OF  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION  & ATHLETIC  MEDICINE 

Warren  C.  Bosley,  M.D.,  Grand  Island  - Chairman;  Patrick  E.  Clare, 
M.D..  Lincoln  - Vice  Chairman;  Joseph  R.  Ellison,  M.  D„  Omaha;  Richard 
W.  Hammer.  M.D.,  Lincoln;  Richard  E.  (ohnson,  M.D..  Pawnee  City: 
Stephen  J.  Lanspa,  M.D.,  Omaha;  Morris  Mellion,  M.D..  Omaha;  Paul  H. 
Phillips,  M.D.,  Scottsbluff:  Eileen  C.  Vautravers,  M.D..  Lincoln;  Hobart  E. 
Wallace,  M.D..  Lincoln,  Wesley  C.  Wilhelm,  M.D.,  Omaha;  Gregg  F. 
Wright,  M.D.,  Lincoln;  Phil  Cahoy,  Omaha. 

The  Committee  met  at  the  Association  office  on  8 
September  1988.  Present  were:  Warren  Bosley,  M.D., 
Chairman;  Richard  Jackson,  M. D.;  Stephen  Lanspa,  M.D.; 
Eileen  Vautravers,  M.D.;  Richard  Raymond,  M.D.;  Robert 
Shapiro,  M.D.;  Mrs.  Warren  Bosley;  Mrs.  Robert  Osborne; 
Mrs.  William  Becker;  Phil  Cahoy;  Sandy  Kahlandt,  Depart- 
ment of  Social  Services;  Jo  Anne  Owens-Nauslar,  Depart- 
ment of  Education;  and  Autumn  Koch,  Department  of 
Education. 

Jo  Anne  Owens-Nauslar  of  the  Department  of  Education 
informed  the  Committee  that  the  Department  has 
received  a grant  to  provide  AIDS  education  in  Nebraska, 
the  grant  to  extend  for  five  years.  The  Department  is  also 
planning  its  sixth  annual  Good  Life  Conference  for  11-16 
June  of  next  year,  as  a format  to  provide  information  to 
educators  on  school  health.  Members  of  the  Association 
will  be  informed  about  this  meeting,  should  they  want  to 
attend. 

There  will  be  a hearing  before  a committee  of  the 
Legislature  on  23  September  to  hear  testimony  on 
Legislative  Resolution  375,  which  addresses  adolescent 
pregnancy  in  Nebraska.  It  is  the  intent  of  the  Department 
of  Education  to  present  the  role  of  comprehensive  health 
education  in  grades  K-12  in  the  prevention  of  early 
pregnancy,  consistent  with  the  role  and  mission  of  our 
schools.  The  Committee  is  being  asked  to  present  the 
Association's  position  on  this  matter,  as  reflected  in  the 
statement  adopted  by  the  House  of  Delegates  last  year. 

The  Department  is  developing  a questionnaire  to 
survey  our  schools  regarding  the  courses  presently  being 
offered  in  health  education,  as  well  as  a survey  of  the 
attitudes  and  beliefs  of  adolescent  students  regarding 
health  and  health  education.  As  reported  in  the  Com- 
mittee's report  last  year,  the  Auxiliary  will  cooperate  with 
the  Department  in  implementing  this  survey,  making 
personal  contacts  with  schools  whenever  this  is  possible. 
The  Department  will  determine  which  schools  will  be 
able  to  cooperate  in  carrying  out  this  study.  Results  of  the 
study  will  be  analyzed  by  the  Centers  for  Disease  control 
and  will  be  made  available  to  the  Department  and  the 
Nebraska  Medical  Association,  permitting  Nebraska  to 
compare  itself  to  other  states  and  to  areas  within  our  state.  It 
is  planned  to  include  at  least  1000  students,  selected  on 
the  basis  of  economics,  geography,  and  school  size.  The 
committee  was  reassured  about  confidentiality  in  this 
study  and  the  preservation  of  the  anonymity  of  participants. 

The  Committee  and  the  Department  hope  that  this 
study  will  help  in  determining  whether  a high  level  of 
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comprehensive  health  education  will  be  successful  in 
lowering  the  incidence  of  early  pregnancy. 

The  Committee  recognized  the  importance  of  having  a 
physician  in  attendance  at  athletic  contests  where  there  is 
considerable  risk  of  major  injury.  We  recognize  that 
because  of  the  large  number  of  teams  and  the  relatively 
small  number  of  physicians  this  is  not  always  possible,  but 
we  urge  that  the  members  of  the  Association  make  every 
effort  to  assist  our  schools  in  protecting  athletes  as  much 
as  possible. 

The  Committee  plans  to  develop  a short  "letter”  on 
matters  of  athletic  medicine,  perhaps  monthly,  to  be 
made  available  to  members  of  the  Association.  The 
Newsletter  of  the  NMA  might  be  a convenient  method  of 
sending  these  out.  These  will  be  short,  not  longer  than 
one  page,  written  by  members  of  the  Committee  or 
others  qualified  to  prepare  these  short  comments. 

A few  years  ago,  the  Committee  discussed  with  the 
Nebraska  School  Activities  Association  the  matter  of 
annual  physical  examinations  of  athletes.  Although  it 
seemed  at  the  time  that  a good  arrangement  had  been 
made,  some  question  still  exists.  Members  of  the 
committee  will  again  contact  this  organization,  to  deter- 
mine the  most  acceptable  and  most  convenient  manner 
in  which  these  examinations  might  be  conducted  and 
recorded. 


REPORT  OF  THE  STATE 
DEPARTMENT  OF  HEALTH 

1 . New  Mission  Statement  for  the  Department  of  Health 

Over  the  summer,  we  have  clarified  and  revised  the 
mission  statement  of  the  Department  of  Health  as 
follows: 

The  mission  of  the  Nebraska  Department  of  Health  is: 

— prevent  health  problems  before  they  occur; 

— assure  that  Nebraska's  health  resources  meet 
minimum  acceptable  standards,  and  to  increase 
both  the  competence  and  accessibility  of  these 
health  resources;  and 

— collect,  analyze  and  report  to  Nebraskans  accurate 
information  about  the  status  of  their  health  and  their 
health  resources. 

Approximately  25%  of  our  resources  are  devoted  to 
primary  prevention;  50%  to  assuring  standards,  profes- 
sional education  or  accessibility  of  the  health  care  system; 
and  25%  is  devoted  to  health  data. 

2.  New  Coals  and  Priority  Areas 

We  have  also  set  some  new  goals  in  line  with  this 
mission  statement.  We  will  be  working  on  better  ways  to 
collect,  analyze  and  report  data  about  our  health  in  order 
to  focus  on  prevention  priorities.  Two  health  problems 
will  receive  special  attention  in  the  coming  years,  as 
preventable  health  problems  which  cause  a great  deal  of 
morbidity:  Tobacco  use,  and  low-birth-weight  infants.  I 
have  asked  each  and  every  division  of  the  health 
department,  regardless  of  their  primary  focus,  to  look  at 
these  two  problems  and  plan  for  ways  to  prevent  them. 

Clearly  tobacco  is  responsible  for  the  highest  number 
of  preventable  deaths  in  Nebraska,  and  using  federal 
government  estimates  we  can  estimate  that  it  costs 
Nebraskan's  5300,000,000  each  year.  Beginning  this 
month,  the  Department  will  be  reporting  tobacco  related 
deaths  on  a monthly  basis.  As  of  September  1 of  this  year, 
we  can  expect  that  1,557  Nebraskans  had  died  from 
tobacco  related  causes:  659  from  heart  or  circulatory 
disorders,  508  from  cancer,  362  from  respiratory  disease, 


19  from  digestive  diseases,  and  9 from  pediatric  diseases. 
This  estimate  is  based  on  a formula  for  the  tobacco- 
associated-mortality  for  2 3 separate  causes  of  death.  I 
applaud  the  efforts  of  the  medical  association  about 
smoking.  I would  like  to  enlist  your  help  in  improving  the 
listing  of  tobacco  dependence  as  a contributing  cause  of 
death  on  death  certificates.  The  International  Classification 
of  Diseases  lists  305.1,  Tobacco  Use  Disorder,  which  is  a 
specifically  codable  cause  of  death  that  could  reasonably 
be  listed  by  the  physician  as  a contributing  factor  in  many 
of  these  tobacco  related  deaths.  In  addition,  I hope  that 
the  Department  can  continue  to  work  with  both  the 
University  and  the  Medical  Association  in  developing 
other  ways  to  reduce  tobacco  deaths. 

The  risks  associated  with  low-birth-weight  also  warrant 
attention.  In  1 986,  1 ,347  babies  were  born  less  than  2500 
grams.  These  babies  are  at  risk  for  many  serious  and  costly 
outcomes,  and  as  you  know  many  of  them  could  be 
prevented  by  better  prenatal  care  and  reductions  in 
teenage  pregnancy  and  maternal  smoking  and  drug  use. 
This  is  also  a costly  problem.  In  1 985,  our  state  Medicaid 
program  identified  babies  whose  state  paid  medical  care 
costs  were  more  than  55,000.  Out  of  this  group,  64%  of 
these  babies  were  low-birth-weight  at  birth.  We  are 
requesting  in  this  years  budget  a new  initiative  to  provide 
funding  for  our  maternal  and  child  health  programs  and 
for  county  health  departments  and  other  agencies  across 
the  state  to  address  this  problem. 

3.  Physician  Manpower  in  the  Department 

I have  gotten  many  questions  about  our  plans  for 
replacing  Dr.  Paul  Stoesz.  We  have  decided  to  create  a 
position  of  state  epidemiologists,  separate  from  the 
administration  of  the  Disease  Control  Division,  and  at  a 
higher  level  in  the  Departent.  Our  needs  go  well  beyond 
the  concerns  of  disease  control  and  include  environ- 
mental epidemiology  and  questions  related  to  chronic 
disease.  For  this  position,  we  will  be  searching  for  a 
physician  with  solid  epidemiology  experience.  Questions 
have  also  been  raised  about  the  importance  of  hiring  a 
physician  to  head  our  Maternal  and  Child  Health 
programs  where  Dr.  Grant  served  so  long.  It  is  my  opinion 
that  the  scope  of  the  program  we  now  have  does  not 
warrant  hiring  a physician.  I would  like  to  have  more  MCH 
activities,  but  currently  the  MCH  program  only  has  a few 
staff.  If  the  program  can  grow,  and  I hope  that  it  can  to 
meet  the  important  needs,  then  it  will  be  important  to 
add  the  expertise  of  a physician  there  as  well. 

4.  Cancer  Control  Plan 

I would  like  to  thank  the  many  physicians  who 
participated  in  the  development  of  our  Draft  Cancer 
Control  Plan.  Four  taskforces  were  created  to  make 
recommendations  for  cancer  control  in  four  areas: 
nutrition  and  tobacco  control;  breast  and  cervical  cancer; 
environmental  cancers;  and  promoting  state-of-the-art 
treatment.  This  effort  was  funded  by  the  National  Cancer 
Institute  and  we  have  successfully  received  funding  for  a 
four  year  follow-up.  One  important  outcome  of  this 
process  is  a very  clear  focus  on  the  importance  of  setting  a 
population  based  cancer  registry  in  place.  Through  the 
cooperative  efforts  of  the  Department  of  Health  and  the 
Nebraska  Medical  Foundation,  and  especially  through 
the  efforts  of  Dr.  William  Karrer,  I believe  we  are 
continuing  to  make  progress  in  this  important  task.  The 
Cancer  Control  Plan  will  give  focus  to  the  efforts  of  many 
organizations.  I see  it  as  a dynamic  plan  which  guides  our 
current  efforts,  but  just  as  important  tells  us  what  is  now 
missing  in  our  efforts.  I would  welcome  your  ongoing 
response  to  this  plan  and  the  overall  cancer  control 
efforts. 

5.  Credentialling  Program  Update 

There  are  currently  four  reviews  under  way  in  the 
credentialling  review  process: 
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1.  Naturopathic  Medicine  proposal  for  licensure.  Meet- 
ing on  September  19  included  development  of  technical 
committee  recommendations  to  be  placed  before  the 
Board  of  Health  in  November. 

2.  Marriage  and  Family  Therapists.  We  expect  them  to 
request  certification;  application  not  yet  received.  Orien- 
tation meeting  of  technical  committee  scheduled  for 
September  29.  This  is  the  second  review.  The  first 
application  received  negative  recommendation  from  all 
three  review  bodies.  Tentatively  scheduled  to  come 
before  the  Board  of  Health  in  January. 

3.  Chiropractic  request  for  change  in  scope  of  practice 
to  allow  chiropractors  to  draw  blood  and  perform  certain 
lab  tests  and  to  take  x-rays  of  body  extremities.  This  is  the 
second  review.  The  first  application  was  withdrawn  after 
the  technical  committee  recommended  no  change  in 
scope  of  practice.  Public  hearing  was  held  September  20. 
Technical  committee  recommendations  to  be  made 
October  11;  to  be  on  the  Board  of  Health  agenda  in 
November. 

4.  Substance  Abuse  Counselors.  Currently  certified  by 
DPI;  requesting  transfer  of  certification  process  to  DOH 
and  upgrading  of  standards  for  certification.  Technical 
committee  recommendations  will  be  formulated  October 
7;  to  be  on  the  Board  of  Health  agenda  in  November. 

6.  Taskforce  on  Nursing  Scope  of  Practice 

This  taskforce  has  reported  back  to  me  the  following 
recommendations: 

A.  The  existing  statutory  definition  of  nursing  scope  of 
practice  is  adequate  and  should  NOT  be  changed. 

B.  The  Board  of  Nursing  should  develop  Rules  and 
Regulations  to  define  the  PROCESS  to  be 
followed  in  answering  questions  about  scope  of 
practice  as  they  arise. 

C.  The  Board  of  Nursing  should  undertake  an 
educational  effort  regarding  the  process  of  giving 
and  getting  opinions  about  scope  of  practice. 

D.  There  is  no  need  for  additional  nurse  certification 
or  for  an  intensive  nurse  specialist  certification  in 
Nebraska. 

E.  A second  taskforce  should  study  the  disciplinary 
process  with  particular  emphasis  on  defining  a role 
for  boards  that  goes  beyond  the  current  advisory 
role. 

These  recommendations  represent  a great  deal  of  work 
by  the  taskforce  members,  including  Drs.  Collicott  and 
Barton.  They  appear  very  broadly  supported,  consensus 
recommendations  and  I will  be  taking  steps  to  carry  out 
each  of  them.  Clearly  the  last  recommendation  reflects 
the  concerns  and  frustration  felt  in  many  boards  beyond 
the  Board  of  Nursing.  I believe  that  it  is  an  issue  that  is  very 
important  and  complicated,  and  I would  be  aiming  to 
develop  legislative  solutions  not  in  this  coming  session, 
but  in  the  next. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.  Lincoln  - Chairman,  ludith  A.  Butler,  M.D., 
Superior;  Donald  J.  Darst  M.D.,  Omaha;  David  R.  Dyke.  M.D.  Lincoln: 
Dale  W.  Ebers,  M.D.  Lincoln;  Vernon  F.  Garwood  M.D..  Lincoln;  Russell 
L Corthey,  M.D.  Lincoln;  Roger  A.  Jacobs,  M.D.,  Seward;  Ronald 
Klutman,  M.D.,  Columbus;  Paul  F.Meyer,  M.D..  Aurora:  Dale  E.  Michels, 
M.  D„  Lincoln;  Harold  M.  Nordlund,  M.D.,  York;  Richard  B.  Svehla, 
M.D.,  Omaha;  M.  Allen  Tompkins,  M.D.,  Grand  Island:  Tom  F.  Tonniges, 
M. D.,  Hastings. 

Since  the  report  last  presented  at  the  spring  session,  the 
Ad-Hoc  Committee  has  not  formally  met.  There  is 
planned  a meeting  on  October  27,  1988,  however,  to 
discuss  the  proposed  revision  in  the  reimbursement 
system  based  on  relative  value  patterned  after  the 


workmen's  compensation  method.  Mr.  William  Schellpeper 
has  been  repeatedly  in  conversation  with  members  of  the 
Department  of  Social  Services  in  an  attempt  to  maintain 
communication  and  to  facilitate  the  remodeling  of  the 
reimbursement  system.  I have  met  with  Dr.  Chris  Wright 
and  Ms.  Laura  Riggs  in  hopes  of  being  able  to  anticipate  a 
role  for  the  Nebraska  Medical  Association  in  improving 
the  equitability  of  reimbursement  as  well  as  simplifying  the 
process;  we  also  have  discussed  the  potential  role  of  the 
Nebraska  Medical  Association  as  lobby  for  the  Depart- 
ment of  Social  Services  at  the  time  of  budgetary 
discussions.  It  is  obvious  that  merely  changing  the 
method  of  reimbursement  will  not  solve  the  problem  of 
dealing  with  the  expanding  need  for  services  to  this 
patient  population.  The  Nebraska  Hospital  Association 
and  the  Association  of  Nursing  Homes  actively  present 
their  case  at  the  time  of  budgetary  consideration.  If  we 
are  to  inform  our  legislators  of  the  predicament  faced  by 
Nebraska  physicians  in  dealing  with  this  group  of  patients, 
we  must  represent  them  as  well  as  ourselves  during  these 
meetings  if  we  are  to  be  able  to  influence  the  budgetary 
distribution  to  the  Department  of  Social  Services. 

The  Ad-Hoc  Committee  continues  to  monitor  and 
attempt  to  favorably  influence  the  Medicaid  process 
within  this  state  as  advocate  for  the  membership  of  the 
NMA  as  well  as  for  the  patient  population  affected.  There 
is  a growing  appreciation  of  our  situation  with  the 
Department  of  Social  Services  and  there  continues  to  be  a 
spirit  of  cooperation.  Our  committee  would  once  again 
request  your  patience  as  well  as  your  support  as  this 
process  continues.  We  would  urge  you  to  continue  to 
provide  services  to  those  patients  in  need. 

REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Omaha  - Chairman;  Robert  L Bass,  M.D., 
Elkhorn;  Warren  G.  Bosley,  M.D.,  Grand  Island;  Patrick  E.  Brookhouser, 
M.D.,  Omaha;  Charles  F.  Damico,  M.D..  Hastings;  Charles  A.  Dobry, 
M.D,  Omaha;  A.  Dean  Gilg,  M.D.,  Bassett;  William  E.  Lundak,  M.D., 
Lincoln;  Richard  L.  O Brien,  M.D.,  Omaha;  Dwaine  J.  Peetz,  Jr.,  M.D., 
Omaha;  Joseph  C.  Scott,  M. D„  Omaha;  Robert  H.  Waldman,  M.D., 
Omaha;  Donna  Earnshaw,  Omaha. 

The  Commission  on  Medical  Education  has  not  met 
since  the  spring  assembly  of  the  House  of  Delegates.  To 
the  present  time  four  progress  reports  have  been 
requested  and  received  and  six  reaccreditation  site  visits 
have  been  scheduled.  When  all  files  are  complete  for  the 
year  1988,  the  Commission  will  meet  and  act  on  each  of 
the  reports  and  accreditation  applications. 


Board  of  Councilors 

The  Board  of  Councilors  met  on  September  22,  1988  at 
the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Drs.  Richard  Svehla,  Sushil 
Lacy,  C.T.  Frerichs,  Kenneth  Bagby,  Richard  Pitsch,  R.A. 
Blatny,  Richard  Fitch,  Stanley  Nabity,  Charles  Damico, 
Donald  Wilkinson,  Donald  Pavelka,  Richard  Raymond 
and  L.  Dwight  Cherry. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
C.T.  Frerichs. 

Dr.  Frerichs  then  called  for  nominations  from  the  Board 
for  the  position  of  Chairman  of  the  Board  of  Councilors. 
Dr.  Frerichs  was  nominated,  and  as  there  were  no  other 
nominations.  Dr.  Frerichs  accepted  the  position. 

Dr.  Frerichs  next  called  for  nominations  from  the  Board 
for  the  position  of  Secretary  of  the  Board  of  Councilors. 
Dr.  Damico,  the  sole  nominee,  was  unanimously  approved 
by  the  Board. 
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The  Board  was  reminded  of  the  necessity  of  increasing 
membership  within  the  NMA  by  Dr.  Frerichs.  The 
effectiveness  of  personal  contact  in  obtaining  new 
members  was  stressed. 

Discussion  also  ensued  regarding  the  Visa  card  program 
initiated  by  NMA.  The  consensus  of  the  Board  of 
Councilors  was  that  additional  participation  in  the 
program  should  be  strongly  encouraged  and  various 
means  of  achieving  increased  participation  were  discussed. 

The  requests  for  Life  Memberships,  Associate  Member- 
ship, and  Fifty-Year  Practitioners  were  reviewed  by  the 
Councilors  and  were  approved  for  consideration  by  the 
House  of  Delegates. 

The  Councilors  discussed  the  reports  and  Resolutions 
contained  in  the  Handbook. 

The  Board  commended  the  efforts  of  Dr.  Helmick 
pertaining  to  his  report  as  Delegate  to  the  A.M.A.  Young 
Physician's  Section  and  reiterated  its  support  of  the  Young 
Physician's  Section. 

Dr.  Klutman,  Chairman  of  the  Legislation  and  Govern- 
mental Affairs  Commission,  was  also  commended  by  the 
Board  for  his  efforts  and  hard  work. 

The  role  of  the  NMA  PRO  Overview  Committee  was 
discussed  by  the  Board. 

Resolution  #7  provoked  discussion  regarding  adherence 
to  Medicare's  24-Hour  limit  among  the  various  hospitals 
in  the  state.  Additional  information  will  be  provided  to 
the  reference  committee  regarding  this  requirement. 

Dr.  Svehla  told  the  Councilors  that  a survey  was 
conducted  in  Omaha  regarding  the  number  of  Medicare 
participating  physicians.  The  survey  showed  that  65%  of 
those  responding  were  participating  physicians  and  that 
90%  of  those  responding  said  that  they  accepted 
assignments  occasionally.  Mr.  Schellpeper  cited  figures 
trom  Medicare  showing  that  62%  of  claims  filed  in  August 
1988  were  on  assignment. 

Following  review  of  cases  received,  the  meeting  was 
adjourned. 

House  of  Delegates 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
September  23,  1988  at  the  Cornhusker  Hotel  in  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner  and  a call  for  quorum  was  made.  73 
delegates  were  present  and  the  meeting  was  declared 
open. 

The  invocation  was  given  by  Dr.  McFadden.  He  will 
serve  as  Parliamentarian  for  the  remainder  of  the  Fall 
Session. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Annual  Session,  and  these  were  approved  as  printed  in 
the  July  issue  of  the  Nebraska  Medical  Journal. 

Dr.  Cherry  moved  that  Item  #2  of  the  Board  of 
Directors'  Report  concerning  the  selection  of  Dr.  Donald 
Pavelka  to  serve  as  President  of  the  Association  be 
approved  by  the  House.  The  House  unanimously  approved 
Dr.  Pavelka's  selection.  Installation  of  Dr.  Pavelka  was 
performed  by  Dr.  Cherry. 

A special  presentation  was  made  to  Mary  Churchill  by 
Dr.  Cherry  on  behalf  of  the  NMA  House  of  Delegates. 


Mary's  many  years  of  dedicated  service  as  Secretary  to 
the  House  of  Delegates  were  noted. 

The  following  oral  reports  were  presented: 

Robert  Waldman,  M.D.,  Dean,  University  of  Nebraska 
College  of  Medicine 

Gregg  Wright,  M. D.,  Director,  State  Department  of 
Health 

F.  Wm.  Karrer,  M.D.,  Chairman,  Ad-Hoc  Committee  on 
Tumor  Registry 

The  Speaker  announced  that  the  starting  time  for  the 
Second  Session  will  be  moved  back  to  8:30  a.m.. 

Following  an  Executive  Session,  Reference  Committee 
assignments  were  made  as  follows: 

REFERENCE  COMMITTEE  #1 
Report  of  Board  of  Directors,  Item  8,  Physician 
Dispensing  of  Prescription  Drugs 
Report  of  Board  of  Directors,  Item  11,  Nebraska 
Foundation  for  Medical  Care  Logo 
Report  of  NMA  PRO  Overview  Committee 
Resolution  §7  - C.  J.  Cornelius,  Jr.,  M.D.  — Revision  of 
Medicare  24-Hour  Hold 

REFERENCE  COMMITTEE  §2 
Report  of  Board  of  Directors,  Item  9,  Post-Operative 
Care 

Report  of  Board  of  Directors,  Item  12,  Metabolic 
Screening  Program 

Report  of  Board  of  Directors,  Item  16,  Registered  Care 
Technologists  Project 

Report  of  Creighton  University  School  of  Medicine 
Report  of  Commission  on  Medical  Education 
Report  of  Ad-Hoc  Committee  on  Health  Education  & 
Athletic  Medicine 

Resolution  #9  — Adams  County  Medical  Society  — 
Insurance  Coverage  for  Immunizations 

REFERENCE  COMMITTEE  #3 
Report  of  Board  of  Directors,  Item  7,  Physician 
Reimbursement  Impact  Study 
Report  of  Board  of  Directors,  Item  17,  A.M.A.  Young 
Physicians  Section 
Report  of  Delegate  to  the  A.M.A. 

Report  of  Delegate  to  A.M.A.  Young  Physicians  Section 
Report  of  Ad-Ftoc  Committee  on  Medicaid  Services 

REFERENCE  COMMITTEE  #4 

Report  of  Board  of  Directors,  Item  3,  Appointment  of 
Stanley  M.  Truhlsen,  M.D. 

Report  of  Board  of  Directors,  Item  4,  Appointment  of 
Charles  F.  Damico,  M.D. 

Report  of  Board  of  Directors,  Item  5,  Dues  Increase  for 
1989 

Report  of  Board  of  Directors,  Item  6,  Membership 
Statistics 

Report  of  Board  of  Directors,  Item  10,  NMJ  Physician 
and  Hospital  Advertising 

Report  of  Board  of  Directors,  Item  19,  Workmen's 
Compensation  Court 

Life  & Associate  Membership  Requests  and  50-Year 
Practitioners 

Report  of  Scientific  Sessions  Committee 
Resolution  #4  — Buffalo  County  — Scope  and  Level  of 
Medical  Services  (Good  Samaritan  Hospital) 
Resolution  #5  — C.  J.  Cornelius,  Jr.,  M.D.  — Workmen's 
Compensation  Relative  Value  Study 
Resolution  #8  — Lancaster  County  — NMA  Annual 
Session  and  Scientific  Sessions 

REFERENCE  COMMITTEE  #5 
Report  of  Board  of  Directors,  Item  1,  Memorial 
Resolution  for  Doctor  McWhorter 
Report  of  Board  of  Directors,  Item  1 3,  Define  Review  as 
the  Practice  of  Medicine 

Report  of  Board  of  Directors,  Item  15,  Health  Care 
Quality  Improvement  Act 
Report  of  Board  of  Directors,  Item  18,  Bylaws 
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Report  of  Commission  on  Association  Affairs 
Report  of  Commission  on  Legislation  & Governmental 
Affairs 

Resolution  #1  — NMA  Board  of  Directors  — Memorial, 
C.A.  McWhorter,  M.D. 

Resolution  #2  — Metro  Omaha  — Memorial,  C.A. 
McWhorter,  M.D. 

Resolution  #6  — Metro  Omaha  and  NMA  Board  of 
Directors  — Memorial  Scholarship,  C.A.  McWhorter, 
M.D. 

REFERENCE  COMMITTEE  #6 

Report  of  Board  of  Directors,  Item  14,  Department  of 
Health  Disciplinary  Process 
Report  of  Commission  on  Public  Affairs 
Report  of  State  Department  of  Health 
Resolution  #3  — Ad-Hoc,  Low  Level  Radiation  Waste 
Disposal  — Low  Level  Radioactive  Waste  Disposal 
Minutes  of  the  Board  of  Councilors'  Meeting 

The  following  additional  resolutions  were  introduced 
and  referred  to  Reference  Committees: 

Resolution  #10  — Metro  Omaha  — Anticipated  Decline 
in  Medical  Manpower,  referred  to  Reference  Com- 
mittee # 2 

Resolution  #1 1 — Metro  Omaha  — Cataract  Extraction 
Criteria,  referred  to  Reference  Committee  # 2 
Resolution  #12  — Lincoln  County  — Generic  Medica- 
tions, referred  to  Reference  Committee  #6 
Resolution  #13  — Metro  Omaha  — Providing  Pre- 
Operative  and  Post-Operative  Care,  referred  to 
Reference  Committee  #2 

Resolution  #14  — Metro  Omaha  — Shortage  of  Nurses, 
referred  to  Reference  Committee  # 2 

As  there  was  no  additional  business,  the  meeting  was 
recessed  until  Saturday  morning. 


House  of  Delegates 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was  held 
September  24,  1 988.  The  meeting  was  called  to  order  by 
the  Vice  Speaker,  Dr.  Little.  55  delegates  were  present 
and  the  meeting  was  declared  in  session. 

Dr.  Little  called  for  approval  of  the  minutes  of  the  first 
session,  and  these  were  approved  as  printed. 

Following  an  Executive  Session,  reports  of  the  Refer- 
ence Committees  were  presented  as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  3 reports,  1 
resolution,  and  the  content  of  the  House  of  Delegates 
Executive  Session  discussion,  9/23/88.  Reference  Com- 
mittee #1  submits  the  following  report  and  recommenda- 
tions. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  8, 
PHYSICIAN  DISPENSING  OF  PRESCRIPTION  DRUGS 

The  report  was  reviewed.  Discussion  was  limited 
to  the  following  recommendation:  Any  physician  currently 
dispensing  or  planning  to  dispense  prescription  drugs, 
other  than  pharmaceutical  packaged  samples,  should  write 
to  the  Department  of  Health  for  a copy  of  the  related 
regulations  so  as  to  be  in  complete  compliance  with  the 
prescription  drug  dispensing  regulations  of  the  State  of 
Nebraska.  MR  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  adopted  by 
the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  11, 
NEBRASKA  FOUNDATION  FOR  MEDICAL  CARE 
LOCO 


The  report  was  reviewed.  There  was  no  discussion  other 
than  commendation  of  the  action.  The  report  was 
accepted  for  information. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(3)  Doctor  Jack  Mathews,  Chairman,  requested  the 
addition  of  the  following  information  to  the  report:  A 
directive  was  recently  received  from  the  TSCN  stipulating 
any  PRO  related  correspondence  to  an  entity  other  than 
the  PRO  specifically  identifying  a patient  must  be 
accompanied  by  a Release  of  Medical  Information 
(ROMI)  signed  by  the  involved  patient.  The  directive  has 
distinct  implications  concerning  correspondence  by 
physicians  to  the  PRO  Overview  Committee  regarding 
PRO  Medicare  patient  related  problems. 

A specific  request  was  received  for  identification  of 
PRO  Overview  Grievance  Committee  members  to  the 
membership  of  the  Nebraska  Medical  Association  and 
that  the  process  for  filing  a grievance  for  the  committee 
be  developed  and  distributed. 

There  was  a unanimous  recommendation  for  commen- 
dation for  Doctor  Mathews  recognizing  his  effort  and 
accomplishments  while  chairman  of  the  PRO  Overview 
Committee. 

Recommendations: 

1.  The  Board  of  Directors  identify  the  membership  of 
the  grievance  committee  to  the  membership  of  the 
Association. 

2.  A process  for  filing  a grievance  with  the  grievance 
committee  be  developed  including  the  necessary  patient- 
authorized  ROMI  forms  as  recommended  by  NMA 
counsel. 

3.  Commendation  be  given  to  Doctor  Jack  Mathews 
by  the  Board  of  Directors  in  behalf  of  the  membership  for 
the  extent  of  his  effort  and  accomplishments  attained  as 
Chairman  of  the  PRO  Overview  Committee. 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  After  considerable  discussion 
regarding  the  overwhelming  amount  of  information  being 
disseminated  to  physicians,  this  was  adopted  by  the 
House. 

(4)  RESOLUTION  #7  — C.  J.  CORNELIUS,  M.D.  — 

REVISION  OF  MEDICARE  24-HOUR  HOLD 
This  resolution  read  as  follows: 

WHEREAS,  HCFA  has  determined  that  any  Medicare 
patient  admitted  to  a hospital  for  less  than  24  hours  is 
an  outpatient  and  his  care  does  not  qualify  for  DRG 
payment,  and 

WHEREAS,  short  stays  often  begin  in  the  night  or 
early  morning  because  of  an  emergency  admission  or 
admission  for  surgery  in  the  morning,  and 

WHEREAS,  the  23  hour  and  59  minute  limit  for  short- 
stay  patients  may  end  during  the  night  or  very  early 
morning,  and  dismissal  does  not  constitute  an  emergency, 
and 

WHEREAS,  in  many  instances  it  is  not  possible  for  the 
attending  physician  to  dismiss  the  short-stay  patient 
prior  to  the  24  hour  limit  because  his  services  are 
required  elsewhere  for  more  urgent  problems  at  that 
particular  time,  and 

WHEREAS,  it  is  inconsiderate  if  not  downright 
inhumane  to  require  elderly  patients  to  leave  their 
hospital  rooms  in  the  middle  of  the  night  or  very  early 
morning  in  order  to  comply  with  this  regulation,  and 

WHEREAS,  current  rules  state  that  a patient  who 
remains  in  the  hospital  is  considered  an  in-patient  if  he 
receives  any  treatment  after  the  23  hour  and  59  minute 
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limit  even  if  such  stay  is  for  a few  minutes  to  several 
hours  only,  and 

WHEREAS,  the  automatic  admission  of  short-stay 
patients  at  the  stroke  of  24  hours  will  usually  result  in 
the  denial  of  the  admission  by  the  PRO; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMAask  the 
AMA  to  negotiate  with  HCFA  for  change  in  this  very 
arbitrary  rule  and  permit  these  patients  to  remain  in  the 
hospital  until  daylight  or  until  satisfactory  transportation 
can  be  arranged;  and 

BE  IT  FURTHER  RESOLVED,  that  a physician  order 
authorizing  a true  in-patient  admission  be  necessary 
for  such  change  in  the  patients'  status  to  take  place. 

There  was  extensive  commentary  upon  the  patient  care 
problems  engendered  by  the  rigid  application  of  the 
HCFA  regulations  pertaining  to  the  24-hour  limit  on 
patient  admission  to  so  called  "observation  beds." 

Recommendation: 

Resolution  #7  is  recommended  for  approval  with  the 
following  terminology  and  editorial  modifications: 

In  the  second  "WHEREAS"  clause,  substitute  "24-hour 
observation  admission"  for  "short  stays." 

In  the  third  "WHEREAS"  clause,  substitute  "admission 
for  observation"  for  "short  stay." 

In  the  fourth  and  seventh  "WHEREAS"  clauses,  substi- 
tute "observation  bed"  for  "short  stay"  and  strike  out  the 
phrasingafter". . . hospital  until"  and  substitute: . . . timely 
and/or  until  satisfactory  transportation  can  be  arranged  or 
the  physician  order  a change  in  the  status  to  a true 
inpatient  admission"  in  the  "THEREFORE,  BE  IT  RESOLVED" 
and  "FURTHER  RESOLVED”  clauses. 

The  entire  resolved  section  will  now  read:  "THEREFORE, 
BE  IT  RESOLVED,  that  the  NMA  ask  the  AMA  to  negotiate 
with  HCFA  for  change  in  this  very  arbitrary  rule  and 
permit  these  patients  to  remain  in  the  hospital  until  timely 
and/or  satisfactory  transportation  can  be  arranged  or  the 
physician  order  a change  in  the  status  to  a true  inpatient 
admission." 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

F.F.  Paustian,  M.D.,  Chairman,  Omaha 
Gordon  Bainbridge,  M.D.,  Grand  Island 
M.  Jack  Mathews,  M.D.,  Lincoln 


Reference  Committee  #2 

Reference  Committee  # 2 considered  six  reports  and 
five  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#9,  POST-OPERATIVE  CARE 

Discussion  regarding  this  report  was  all  favorable. 

Recommendation: 

1.  That  this  section  of  the  Report  of  the  Board  of 
Directors  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  RESOLUTION  #13  — METROPOLITAN  OMAHA 


MEDICAL  SOCIETY—  PROVIDING  PRE-OPERATIVE 
AND  POST-OPERATIVE  CARE 

This  resolution  read  as  follows: 

WHEREAS,  the  membership  of  the  Nebraska  Medical 
Association  is  concerned  about  the  quality  of  pre- 
operative and  post-operative  care,  and 

WHEREAS,  the  responsibility  of  the  Nebraska  Board 
of  Medical  Examiners,  in  its  legislative  charge,  is  to 
insure  that  each  surgical  patient  get  the  highest  quality 
care;  and 

WHEREAS,  the  patient  care  includes  pre-operative 
diagnosis  and  treatment,  and  post-operatively  involves 
monitoring  the  recovery  process,  diagnosing  and  treating 
conditions  arising  during  this  process;  and 

WHEREAS,  only  those  specifically  trained  and  licensed 
to  practice  medicine  and  surgery  are  able  to  provide 
that  care, 

BE  IT  RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion petition  the  Nebraska  Board  of  Medical  Examiners 
to  mandate  that  all  pre-operative  and  post-operative 
care  of  surgery  patients  be  performed  by  physicians 
licensed  to  practice  medicine  and  surgery  in  the  State 
of  Nebraska. 

Discussions  with  many  physicians  were  heard  and  an 
accompanying  letter  from  the  Board  of  Examiners  of 
Medicine  and  Surgery  of  the  State  of  Nebraska  to  the 
Nebraska  Academy  of  Ophthalmology  is  attached  for 
information. 

August  8,  1 988 

Max.  W.  Linder,  M.D. 

President 

Nebraska  Academy  of  Ophthalmology 
5445  South  Street 
Lincoln,  NE  68506 

Dear  Doctor  Linder: 

On  August  7,  the  Board  of  Examiners  and  Medicine 
Surgery  of  the  State  of  Nebraska  met  and  adopted  a 
statement  pertaining  to  post  ophthalmic  surgical  care.  The 
management  of  post  ophthalmic  surgical  care  constitutes 
the  practice  of  medicine  and  cannot  be  managed  by  other 
health  care  practitioners. 

Thank  you  for  your  consideration  in  this  matter. 
Sincerely, 

J.  Thomas  McGreer,  III,  M.D. 

Radiologist 

jc 

cc:  Dr.  Howard  Dinsdale 

Nebraska  Academy  of  Ophthamology 
Helen  Meeks 


Recommendation: 

That  Resolution  # 1 3 be  amended  and  adopted  with  an 
additional  paragraph: 

BE  IT  FURTHER  RESOLVED  that  the  House  of 
Delegates  commend  the  Board  of  Examiners  for  their 
letter  of  8/8/88  on  post-operative  ophthalmic  care 
signed  by  the  Chairman  of  the  Board  and  request  that 
the  Department  of  Health  advise  all  health  care 
licensure  boards  of  this  decision." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 
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(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  12, 
METABOLIC  SCREENING  PROGRAM 

The  Reference  Committee  appreciated  the  willingness 
of  Doctor  Wright  and  the  State  Health  Department  to 
work  with  the  Nebraska  Medical  Association  on  this  issue. 

Recommendation: 

That  this  section  of  the  Report  of  the  Board  of  Directors 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  16, 
REGISTERED  CARE  TECHNOLOGISTS  PROJECT 

Considerable  discussion  regarding  this  issue  and 
Resolution  #14  was  heard.  It  was  felt  that  the  Board  of 
Directors  Report  stating  the  representatives  of  the 
Nebraska  Medical  Association  will  meet  with  nursing 
representatives  in  the  near  future  to  discuss  this  matter 
further,  will  address  many  of  these  issues. 

Recommendation: 

That  this  section  of  the  Report  of  the  Board  of  Directors 
be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  RESOLUTION  #14  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  - SHORTAGE  OF  NURSES 

This  resolution  read  as  follows: 

WHEREAS,  there  is  a continuing  and  critical  shortage 
of  nurses  working  in  hospitals  of  all  sizes  and  in  all  areas 
of  Nebraska,  and 

WHEREAS,  this  shortage  significantly  reduces  the 
efficiency  with  which  medical  care  is  provided  to  the 
people  of  this  state,  and 

WHEREAS,  reductions  in  nurse  staffing  by  hospitals 
have  thus  far  been  done  largely,  if  not  entirely,  without 
consultation  with  the  physicians  attending  these  hos- 
pitals, and 

WHEREAS,  physicians  have  knowledge  and  experi- 
ence which  can  be  of  practical  use  in  addressing  this 
problem,  and 

WHEREAS,  physicians  are  mindful  of,  and  sympathetic 
to,  the  various  needs  of  patients,  nurses  and  hospitals; 

THEREFORE  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  invite  representatives  of  hospital 
nurses  and  hospitals  to  join  with  NMA  members  in  a 
study  of  the  many  issues  involved  in  this  problem  in  a 
vigorous  effort  to  reach  an  equitable  and  timely 
solution. 

Recommendation: 

That  Resolution  #14  be  adopted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  RESOLUTION  #10  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — ANTICIPATED  DECLINE  IN 
MEDICAL  MANPOWER 

This  resolution  read  as  follows: 

WHEREAS,  there  has  been  a serious  decline  in 
applicants  to  medical  schools,  and 


WHEREAS,  there  is  an  increasing  number  of  physicians 
leaving  medicine  or  taking  early  retirement,  and 

WHEREAS,  some  reasons  for  this  decline  and  loss  of 
physician  manpower  are  being  fostered  by  outside 
influences  such  as  governmental  controls,  excessive 
tuition  costs,  societal  attitude  changes,  inequitable 
liability  charges  and  third  party  interference  affecting 
the  delivery  of  quality  health  care; 

THEREFORE  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association,  through  its  appropriate  commission, 
carefully  study  this  trend  and  report  to  the  Nebraska 
Medical  Association's  1989  Annual  Session,  and 

BE  IT  FURTHER  RESOLVED,  that  the  results  of  this 
study  be  made  available  to  the  public  at  large,  through  the 
media,  in  an  attempt  to  educate  the  citizenry  of  the 
problems  the  shortages  of  medical  professionals  will 
create  in  the  future; 

FURTHER  BE  IT  RESOLVED,  that  this  resolution  be 
forwarded  to  the  American  Medical  Association  through 
the  Nebraska  Medical  Association  Delegation. 

The  discussion  was  about  various  factors  leading  to  this 
decline. 

Recommendation: 

That  Resolution  #10  be  adopted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  CREIGHTON  UN IVERSITY  SCHOOL  OF 
MEDICINE 

No  discussion  was  heard. 

Recommendation: 

That  the  report  be  filed  as  submitted. 

M.n.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
EDUCATION 

No  discussion  was  heard. 

Recommendation: 

That  the  report  be  filed  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  REPORT  OF  AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  AND  ATHLETIC  MEDICINE 

Comments  were  heard  regarding  this  report. 

Recommendation: 

That  the  report  be  filed  as  submitted. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(10)  RESOLUTION  # 9 — ADAMS  COUNTY  — IN- 
SURANCE COVERAGE  FOR  IMMUNIZATIONS 

This  resolution  read  as  follows: 

WH  EREAS,  childhood  immunizations  are  essential  for 
the  health  and  well-being  of  all  children  and  an  integral 
part  of  the  public  health  care  policy  of  our  country,  and 


380  Nebraska  Medical  Journal  December  1988 


WHFREAS,  health  insurance  often  does  not  cover  the 
cost  of  immunization  causing  a financial  hardship  on 
some  families  which  may  lead  to  the  lack  of  and/or 
delay  of  immunization  of  their  children,  and 

WHEREAS,  the  American  Academy  of  Pediatrics  and 
the  Public  Health  Service  has  a policy  outlining  the 
recommended  immunizations  and  timing  of  such; 

BE  IT  RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion recommend  to  the  State  Department  of  Insurance 
that  they  require  health  care  insurance  providers  which 
do  business  in  the  State  of  Nebraska  to  cover  the  cost 
of  the  immunizations  and  that  this  be  provided  without 
a deductible  or  co-payment  by  the  insured  individual. 

Consideral  discussion  ensued  regarding  preventive 
health  care  and  payment  for  these  services,  the  cost  and 
availability  of  immunizations  and  the  State  law  requiring 
immunization  prior  to  entering  public  school. 

Recommendation: 

That  Resolution  #9  be  amended  and  adopted  with  an 
addition  at  the  end  of  the  initial  “WHEREAS"  clause  of 
"required  by  Nebraska  law  before  entering  public  school 
and".  This  initial"WHEREAS"  would  then  read, "WHEREAS, 
childhood  immunizations  are  essential  for  the  health  and 
well-being  of  all  children  and  an  integral  part  of  the  public 
health  care  policy  of  our  country,  and  required  by 
Nebraska  law  before  entering  public  school,  and". 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

Following  considerable  discussion  regarding  the  pro- 
priety of  dictating  to  insurance  companies  what  their 
policies  should  include.  Dr.  Cornelius  moved  that  the 
resolution  be  referred  to  the  Board  of  Directors  for  further 
evaluation  and  that  the  Board  report  back  to  the  next 
meeting  of  the  House  of  Delegates.  This  was  adopted  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This  section 
of  the  report  was  adopted  as  amended  by  the  House. 

(11)  RESOLUTION  #11  — METROPOLITAN  OMAHA 

MEDICAL  SOCIETY  — CATARACT  EXTRACTION 

CRITERIA 

This  resolution  read  as  follows: 

WHEREAS,  beginning  October  1,  1988  HCFA/PRO 
guidelines  on  cataract  extraction  require  precertification 
for  either  inpatient  or  outpatient  surgery,  and, 

WHEREAS,  the  visual  requirements  to  qualify  for 
cataract  extraction  are  inconsistent  with  the  visual 
needs  and  requirements  of  many  elderly  people  and  in 
fact  may  preclude  them  from  obtaining  a drivers  license 
and  maintaining  their  usual  and  accepted  lifestyle,  and 

WHEREAS,  no  Nebraska  ophthalmologist  was  privileged 
to  provide  input  in  the  establishment  of  these  criterion; 

NOW,  THEREFORE,  BE  IT  RESOLVED,  that  in 
determining  the  necessity  for  cataract  surgery  in 
Nebraska  an  operating  ophthalmic  surgeon  consider 
the  following  criteria  after  a review  of  the  patient's 
history  and  a preoperative  ocular  examination: 

1.  The  presence  of  an  opacity  or  other  ab- 
normality of  the  crystallin  lens  resulting  in  the 
patients  decrease  in  visual  acuity  to  a level  of  20/50 
for  distance  or  20/40  at  near,  causing  the  patients 
inability  to  function  in  his/her  usual  daily  living 
pattern,  occupation,  lifestyle  and  desired  or  required 
activities. 

2.  A cataract  that  precludes  diagnosis  or  treatment 
of  other  ocular  disease. 


3.  The  presence  of  lens-induced  ocular  diseases 
(eg.  phacoanaphylaxis,  phacolytic  glaucoma)  which 
require  lens  extraction. 

4.  A reasonable  expectation  by  the  operating 
ophthalmic  surgeon  of  improving  visual  functional 
ability  when  visual  rehabilitation  is  complete. 

BE  IT  FURTHER  RESOLVED,  that  NMA  request 
reconsideration  of  cataract  criteria  by  PRO  of 
Nebraska  with  Nebraska  ophthalmologists'  input. 

Considerable  discussion  regarding  precertification  and 
the  lack  of  input  into  these  regulations  was  heard. 

Recommendation: 

That  Resolution  #1 1 be  amended  and  adopted  so  that 
in  the  "BE  IT  RESOLVED"  section  #1  the  words"the  best 
corrected"  be  inserted  between  the  words  "in"  and 
"visual"  and  that  an  additional  resolve  be  added  at  the 
end  as  follows,  "BE  IT  FURTHER  RESOLVED,  that  the 
Nebraska  Medical  Association  request  reconsideration  of 
the  fact  that  precertification  must  be  done  within  7 days 
prior  to  the  procedure  by  the  PRO  (Sunderbruch 
Corporation)". 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2  AS  A 
WHOLE  AS  AMENDED.  This  was  adopted  by  the  House. 


Reference  Committee  #3 

Reference  Committee  #3  considered  six  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  7, 
PHYSICIAN  REIMBURSEMENT  IMPACT  STUDY 

The  Committee  heard  discussion  by  Doctor  Collicott 
about  the  physician  reimbursement  impact  study  review. 
The  discussion  centered  around  Doctor  Collicott's  report 
to  the  House.  Further  discussion  ensued  about  the 
anticipated  study  by  Kansas  Blue  Cross/Blue  Shield  which 
will  be  completed  in  1989.  The  consensus  was  simply  to 
await  that  study  before  making  any  efforts  toward 
consideration  of  a one-tiered  physician  reimbursement 
system  in  Nebraska.  The  Committee  recommends  that 
the  Board  report  to  the  House  the  results  of  the  impact 
study  as  it  is  completed  by  the  new  fiscal  intermediary, 
Kansas  Blue  Cross/Blue  Shield. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  17,  AMA 
YOUNG  PHYSICIAN  SECTION 

REPORT  OF  DELEGATE  TO  A.M.A  YOUNG  PHYSICIANS 
SECTION 

Doctor  Helmick  presented  a verbal  report  in  addition 
to  his  detailed  written  discussion  of  the  meeting  held  in 
Chicago  June  26,  1988.  He,  in  addition,  pointed  to  plans 
to  initiate  a letter  to  the  young  physicians  of  Nebraska  to 
enlist  their  support  and  solicit  resolutions  to  take  to  the 
Young  Physician  Section  of  the  AMA.  The  reference 
committee  thanks  Doctor  Helmick  and  Doctor  Muffly  for 
their  complete  analysis  and  their  energy  in  working  with 
this  important  segment  of  our  medical  association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 
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(3)  REPORT  TO  DELEGATE  TO  THE  AMA 

Reference  was  made  to  the  report  by  Doctor  Cornelius, 
the  report  of  the  Delegate  to  the  AMA  Annual  Meeting  in 
Chicago  June  26 -June  30,  1988.  Numerous  important 
issues  are  addressed  in  his  report.  Resolutions  from  the 
Nebraska  House  of  Delegates  which  were  acted  upon  at 
the  recent  session  included  reaffirmation  of  the  Council 
on  Ethical  and  Judicial  Affairs  stating  the  AMA's  strong 
opposition  to  "mercy  killing."  In  addition,  there  was  a 
resolution  requesting  the  Health  Care  Financing  Ad- 
ministration to  direct  Medicare  Part  B carriers  to  identify 
payment  sources  by  adding  an  identifying  symbol  or  letter 
to  the  physician  payment  summary  voucher  received  by 
physicians  accepting  assignment.  In  addition,  a resolution 
to  require  its  Medicare  fiscal  intermediaries  to  send 
copies  to  the  Medicare  patients  explanation  of  benefits  to 
the  attending  physician  was  approved  by  the  House  at 
the  Interim  Session.  Other  important  issues  addressed 
included  seeking  appropriate  legislative  relief  from  the 
"medically  unnecessary"  provisions  of  the  Omnibus 
Budget  Reconciliation  Act  of  1986.  The  demand  for  due 
process  in  the  Medicare  denial  process  was  also  re- 
cognized. We  thank  Doctor  Cornelius  for  his  complete 
and  sagacious  report  of  the  proceedings. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  AD-HOC  COMMITTEE  ON  MEDICAID 
SERVICES 

The  report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services  was  discussed.  The  reference  committee  com- 
mends the  efforts  of  the  Ad-Hoc  Committee  on  Medicaid 
Services  for  their  efforts  and  looks  forward  to  further 
information  about  this  area  in  the  future. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  This  was  adopted  by  the  House.  I would  like  to 
especially  thank  Doctors  Svehla  and  Larson  for  their 
assistance  during  the  committee  proceedings  and  in  the 
preparation  of  this  report. 

Respectfully  submitted, 

R.  A.  Hranac,  M.D.,  Chairman,  Kearney 
Richard  Svehla,  M.  D.,  Omaha 
George  Larson,  M. D.,  Lincoln 


Reference  Committee  #4 

Reference  Committee  #4  considered  8 reports  and  3 
resolutions.  Reference  Committee  #4  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  3, 
APPOINTMENT  OF  STANLEY  M.  TRUHLSEN,  M.D. 

Testimony  favored  adoption  of  this  report.  The  Com- 
mittee recommends  the  appointment  of  Stanley  M. 
Truhlsen,  M.D.  to  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  4, 
APPOINTMENT  OF  CHARLES  F.  DAMICO,  M.D. 

The  Committee  heard  testimony  favoring  appointment 
of  Doctor  Damico  to  the  Board  of  Councilors.  The 
Committee  recommends  this  appointment. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  5,  DUES 
INCREASE  FOR  1989 

The  Committee  heard  testimony  regarding  the  dues 
increase  proposal  for  1989,  of  $25  which  represents 
approximately  a 4%  per  year  increase  since  the  last  dues 
increase  in  1 987.  Testimony  was  also  heard  regarding  the 
concerns  of  some  members  about  increasing  the  dues  in 
view  of  difficulty  of  recruiting  new  members.  It  was 
pointed  out  there  is  presently  in  place  a five-year 
graduated  dues  structure  and  it  was  the  feeling  of  the 
Reference  Committee  that  this  dues  increase  would  not 
significantly  affect  those  new  physcians  just  entering  into 
practice.  The  Committee  recommends  adoption  of  this 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  6, 
MEMBERSHIP  STATISTICS 

The  committee  reviewed  this  information  and  recom- 
mends this  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  10 

NEBRASKA  MEDICAL  JOURNAL  PHYSICIAN  AND 
HOSPITAL  ADVERTISING 

Testimony  was  heard  in  favor  of  this  item.  The 
Committee  recommends  adoption  of  Item  10  of  the 
Board's  repoit. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  19, 
WORKMEN'S  COMPENSATION  COURT 

This  report  presented  a historical  review  of  the 
Workmen's  Compensation  schedules  from  the  past  to  the 
present.  The  Committee  recommends  this  report  be  filed 
for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  LIFE  & ASSOCIATE  MEMBERSHIP  REQUESTS  AND 
50-YEAR  PRACTITIONERS 

The  Committee  recommends  approval  of  this  item. 
They  are  as  follows: 

Life  Memberships 

HOLT  & NORTHWEST  MEDICAL  SOCIETY 
Thomas  Deakin,  M.D.,  Valentine 
MADISON  COUNTY  MEDICAL  SOCIETY 
Joseph  David,  M.D.,  Norfolk 

Associate  Membership 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Robert  E.  Goyne,  M.D.,  Lincoln 

Fifty  Year  Practitioners 

GAGE  COUNTY  MEDICAL  SOCIETY 
Sanford  M.  Rathbun,  M. D.,  Beatrice 

HALL  COUNTY  MEDICAL  SOCIETY 
John  H.  Easley,  M.D.,  Grand  Island 
Robert  R.  Geer,  M. D.,  Alda 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Frederick  H.  Hathaway,  M.D.,  Lincoln 
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METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Albert  E.  Freed,  M.D.,  Omaha 
Charles  R.  Hankins,  M.D.,  Omaha 
Leo  T.  Heywood,  M.D.,  Omaha 
Leroy  W.  Lee,  M.D.,  Omaha 
Robert  E.  Lovgren,  M.D.,  Omaha 
Merle  M.  Musselman,  M.D.,  Omaha 
Joseph  E.  Sobota,  M.D.,  Omaha 
Otto  A.  Wurl,  M.  D.,  Omaha 

WASHINCTON-BURT  COUNTY  MEDICAL  SOCIETY 
Rudolph  F.  Sievers,  M.D.,  Blair 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  SCIENTIFIC  SESSIONS  COMMITTEE 

This  report  reviewed  the  current  format  for  the 
scientific  sessions.  The  Committee  recommends  adop- 
tion of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  RESOLUTION  #4  - BUFFALO  COUNTY  - SCOPE  AN  D 
LEVEL  OF  MEDICAL  SERVICES  (GOOD  SAMARITAN 
HOSPITAL) 

This  resolution  read  as  follows: 

WHEREAS,  the  Medical  Staff  of  Good  Samaritan 
Hospital,  as  a component  of  the  Buffalo  County 
Medical  Society  and  the  Nebraska  Medical  Associa- 
tion, represents  the  sole  community  provider  of 
medical  services  in  a large  population  area,  and 

WHEREAS,  we  are  a HCFA  designated  Regional 
Rural  Referral  Center  serving  a significant  urban  and 
rural  population  in  south  central  Nebraska,  and 

WHEREAS,  the  physicians  of  Good  Samaritan 
Hospital  are  composed  of  a wide  variety  of  special- 
ities including  anesthesiology,  dermatology,  emerg- 
ency medicine,  family  practice,  internal  medicine, 
neurology,  neurosurgery,  obstetrics  and  gynecology, 
ophthalmology,  oral  surgery,  orthopedics,  oncology, 
otolaryngology,  pathology,  pediatrics,  podiatry,  psy- 
chiatry, radiation  therapy,  radiology,  general  surgery 
and  urology,  providing  medical  care  on  both  acute 
and  long-term  basis,  and 

WHEREAS,  we  are,  therefore,  similar  to  Lancaster 
and  Douglas  counties  in  scope  and  level  of  services 
provided,  and  population  served,  and 

WHEREAS,  the  fiscal  intermediary  of  Blue  Cross/ 
Blue  Shield  of  Kansas  has  now  recognized  the  scope 
and  level  of  services  as  above; 

BE  IT  THEREFORE  RESOLVED,  that  the  Nebraska 
Medical  Association  go  on  record  confirming  the 
scope  and  level  of  medical  services  found  in  the 
Good  Samaritan  Hospital  service  area  in  and  around 
Kearney,  Nebraska,  and  the  population  served,  are 
consistent  with  the  scope  and  level  of  services 
provided  in  Douglas  and  Lancaster  counties. 

The  Committee  heard  considerable,  positive  testimony 
in  support  of  this  resolution.  In  addition  to  the  resolution 
as  submitted,  testimony  was  presented  recommending 
that  the  resolution  as  submitted  be  amended  to  include 
the  hospitals  in  the  cities  of  Hastings  and  Grand  Island.  It 
was  noted  that  the  Scottsbluff  hospital  was  previously 
approved  in  a similar  resolution  and  this  would  allow 
consideration  of  all  four  of  the  Regional  Rural  Referral 
Center  cities  under  this  same  category.  The  Committee 
recommends  approval  of  this  resolution  as  amended  by 


the  addition  of  Hastings  and  Grand  Island  hospitals  which 
reads  as  follows: 

WHEREAS,  the  Medical  Staffs  of  Good  Samaritan 
Hospital,  St.  Francis  Medical  Center,  and  Mary 
Lanning  Memorial  Hospital  are  components  of  their 
respective  county  medical  societies  and  the  Nebraska 
Medical  Association,  and  represent  the  sole  com- 
munity providers  of  medical  services  in  large  popula- 
tion areas,  and 

WHEREAS,  they  are  HCFA  designated  Regional 
Rural  Referral  Centers  serving  a significant  urban  and 
rural  population  in  central  Nebraska,  and 

WHEREAS,  the  physicians  at  these  facilities  are 
composed  of  a wide  variety  of  specialities  including 
anesthesiology,  dermatology,  emergency  medicine, 
family  practice,  internal  medicine,  neurology,  neuro- 
surgery, obstetrics  and  gynecology,  ophthalmology, 
oral  surgery,  orthopedics,  oncology,  otolaryngology, 
pathology,  pediatrics,  podiatry,  psychiatry,  radiation 
therapy,  radiology,  general  surgery  and  urology, 
providing  medical  care  on  both  acute  and  long-term 
basis,  and 

WHEREAS,  they  are,  therefore,  similar  to  Lancaster 
and  Douglas  counties  in  scope  and  level  of  services 
provided,  and  population  served,  and 

WHEREAS,  the  fiscal  intermediary  of  Blue  Cross/ 
Blue  Shield  of  Kansas  has  recognized  the  scope  and 
level  of  services  as  listed  above; 

BE  IT  THEREFORE  RESOLVED,  that  the  Nebraska 
Medical  Association  go  on  record  confirming  the 
scope  and  level  of  medical  services  found  in  and 
around  the  service  areas  of  Good  Samaritan  Hospital 
in  Kearney,  St.  Francis  Medical  Center  in  Grand 
Island,  and  Mary  Lanning  Memorial  Hospital  in 
Hastings,  and  the  population  served  by  these 
hospitals,  is  consistent  with  the  scope  and  level  of 
services  provided  in  Douglas  and  Lancaster  counties. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

A discussion  ensued  concerning  the  need  for  further 
study  of  this  resolution  before  passage  by  the  House.  Dr. 
Collicott  moved  to  strike  the  fifth  "WHEREAS"  clause. 
This  deletion  was  adopted  by  the  House. 

Dr.  Cornelius  moved  that  in  the  "BE  IT  THEREFORE 
RESOLVED"  clause  the  remainder  of  the  clause  beginning 
with  "and  the  population  served  . . ."  and  the  entire  fourth 
"WHEREAS”  clause  be  deleted.  This  deletion  was 
adopted  by  the  House. 

It  was  also  moved  that  the  word  "podiatry”  be  stricken 
from  the  list  of  medical  specialities  in  the  third  "WHERE- 
AS" clause.  This  was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT,  AS  AMENDED.  This  was 
adopted  by  the  House. 

(10)  RESOLUTION  #5  - C.  J.  CORNELIUS,  JR.,  M.D.  - 
WORKMEN'S  COMPENSATION  RELATIVE  VALUE 
STUDY 

This  resolution  read  as  follows: 

WHEREAS,  a major  revision  of  the  Nebraska  Work- 
men's Compensation  Relative  Value  Study  was 
implemented  by  the  Workmen's  Compensation  . 
Court  on  January  1,  1988;  and 

WHEREAS,  there  are  procedure  codes  necessary 
for  the  description  and  reimbursement  of  physician 
services  which  need  to  be  added  to  this  schedule; 
and 
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WHEREAS,  the  Workmen's  Compensation  Court 
has  indicated  its  willingness  to  consider  recom- 
mendations of  physicians  for  improvement  for  this 
very  inclusive  document;  and 

WHEREAS,  the  Nebraska  Medical  Association 
would  seem  to  be  the  logical  organization  for 
providing  administrative  support  to  physicians  for 
collecting,  collating  and  disseminating  information 
with  respect  to  Relative  Value  Study  changes; 

NOW,  THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  designate  a standing 
committee  or  an  ad-hoc  committee  to  provide 
administrative  support  to  physicians  making  recom- 
mendations to  the  Workmen's  Compensation  Court 
regarding  additions  and/or  changes  in  the  Relative 
Value  Study. 

Testimony  was  heard  in  support  of  the  NMA  designating 
a standing  committee  or  ad-hoc  committee  to  provide 
future  input  to  the  Workmen's  Compensation  Court's 
Relative  Value  Schedule.  The  Committee  recommends 
adoption  of  this  resolution  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 


(11)  RESOLUTION  #8  - LANCASTER  COUNTY  - NMA 
ANNUAL  SESSION  AND  SCIENTIFIC  SESSIONS 

This  resolution  read  as  follows: 

WHEREAS,  the  Lancaster  County  Medical  Society 
supports  and  encourages  the  Nebraska  Medical 
Association  Annual  Session  and  the  accompanying 
scientific  sessions,  and 

WHEREAS,  the  Lancaster  County  Medical  Society 
supports  and  encourages  continuing  medical  educa- 
tion programs  exclusive  of  other  health  care  entity 
ties  which  conflict  in  time  and  location  with 
Nebraska  Medical  Association  meetings,  and 

WHEREAS,  the  purpose  of  the  Nebraska  Medical 
Association  Annual  Session  is  to  advance  the 
science  and  art  of  medicine  and  to  elevate  the 
standards  of  medical  education,  and 

WHEREAS,  the  Scientific  Sessions  Committee  of 
the  Nebraska  Medical  Association  as  its  continuing 
medical  education  mission  seeks  to  satisfy  the 
educational  needs  and  interests  of  participants  in 
the  Nebraska  Medical  Association  or  scientifically 
sponsored  programs; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  continue  to  pursue  and  en- 
courage specialty  organizations  to  provide  Con- 
tinuing Medical  Education  programs  at  Nebraska 
Medical  Association  meetings. 

The  committee  heard  testimony  urging  continued 
support  of  the  NMA  being  the  umbrella  organization  for 
scheduling  of  scientific  sessions  of  subspecialty  groups  in 
coordination  with  the  NMA  Annual  Session.  There  was 
concern  about  conflicting  programs  being  scheduled 
outside  of  the  NMA  schedule  during  the  same  time 
period.  The  Committee  recommends  adoption  of  this 
resolution  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE  AS  AMENDED.  This  was  adopted  by  the  House.  I 
wish  to  thank  the  other  members  of  this  Committee, 


Cordon  Hrnicek,  M.D.,  and  Mike  Wilkins,  M.D.,  in  their 
assistance  in  the  preparation  of  this  report. 

Respectfully  submitted, 

John  D.  Griffiths,  M.D.  Chairman,  Omaha 
Gordon  Hrnicek,  M.D.,  Grand  Island 
Michael  D.  Wilkins,  M. D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  six  reports  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  1, 
MEMORIAL  RESOLUTION  FOR  DOCTOR  McWHOR- 
TER,  PAGE  1 

Actually,  this  item  is  Resolution  #1  and  the  same 
subject  in  almost  identical  language  is  addressed  in 
Resolutions  #2  and  #6.  Doctor  McWhorter  was  held  in 
high  esteem  by  his  colleagues  in  the  Nebraska  Medical 
Association  as  well  as  his  colleagues  throughout  Nebraska 
and  throughout  the  nation.  These  resolutions  read  as 
follows; 

Resolution  #1 

WHEREAS,  C.  A.  McWhorter's  death  on  July  1, 
1988,  was  a saddening  experience  for  the  members 
of  the  Nebraska  Medical  Association,  and 

WHEREAS,  his  dedicated  service  as  President-elect 
and  President  of  the  Association  was  effective  and 
commendable,  and 

WHEREAS,  he  gave  generously  of  his  time  and 
talent  at  all  levels  of  organized  medicine,  and 

WHEREAS,  he  was  highly  respected  by  the  many 
students  he  taught,  and 

WHEREAS,  Mac's  advice  and  counsel  will  be 
missed  by  his  friends,  colleagues,  and  his  community; 

THEREFORE,  BE  IT  RESOLVED,  that  this  resolution 
of  recognition  and  appreciation  be  placed  in  the 
official  records  of  the  Nebraska  Medical  Association, 
and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
resolution  be  provided  to  Mrs.  Patricia  McWhorter 
and  her  family  as  an  expression  of  the  Association's 
recognition  and  its  sympathy. 

Resolution  #2 

WHEREAS,  Doctor  Clarence  McWhorter  was  an 
outstanding  member  of  the  Metropolitan  Omaha 
Medical  Society  and  of  the  Nebraska  Medical 
Association,  and 

WHEREAS,  Doctor  Clarence  McWhorter  contributed 
a great  deal  to  the  medical  education  of  many 
physicians,  and 

WHEREAS,  Doctor  Clarence  McWhorter  was  a 
loving  and  understanding  husband  and  father  and  an 
upstanding  citizen  in  his  community,  and 

WHEREAS,  Doctor  Clarence  McWhorter  had  been 
elected  to  and  begun  serving  a term  as  President  of 
the  Nebraska  Medical  Association  and  was  embarking 
on  new  and  progressive  programs  for  the  betterment 
of  medicine; 

BE  IT  THEREFORE  RESOLVED,  that  the  Metropolitan 
Omaha  Medical  Society  and  its  members  express 
their  admiration  and  gratitude  in  memory  of  Doctor 
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Clarence  McWhorter  for  his  lifelong  efforts  in  the 
support  of  the  needs  of  medicine  and  sympathy  to  his 
family  in  their  loss. 

Resolution  #6 

WHEREAS,  Doctor  C.  A.  McWhorter  grew  up  in 
Nebraska  and  obtained  most  of  his  collegiate  and 
professional  education  at  the  University  of  Nebraska, 
where  he  obtained  his  Doctor  of  Medicine  degree 
and  his  residency  training  in  pathology,  and 

WHEREAS,  he  had  a long  and  outstanding  career  in 
academic  medicine,  having  served  as  an  educator 
(1949-1985)  and  departmental  chairman  (1965- 
1981)  at  the  University  of  Nebraska  College  of 
Medicine  where  he  was  highly  respected  by  his  many 
students  and  colleagues,  and 

WHEREAS,  he  always  promoted  excellence  in  the 
practice  of  medicine  and  in  the  discipline  of 
pathology,  having  been  designated  Pathologist  of  the 
Year  in  1975  by  the  College  of  American  Pathologists 
and  having  been  elected  to  serve  on  the  Board  of 
Governors  and  as  President  of  that  national  pathology 
organization,  and 

WHEREAS,  he  was  a trusted  friend  and  counselor 
for  many  of  his  colleagues,  and 

WHEREAS,  he  was  a leader  in  organized  medicine 
in  Nebraska  and  the  nation,  having  served  the 
Metropolitan  Omaha  Medical  Society  in  many  ca- 
pacities, including  President  in  1975,  and  the  Ne- 
braska Medical  Association  in  various  active  roles, 
including  President  at  the  time  of  his  death  on  July  1, 
1988; 

THEREFORE,  BE  IT  RESOLVED,  that  the  membership 
of  the  Nebraska  Medical  Association  and  the  many 
friends  and  colleagues  of  Doctor  McWhorter  establish 
a memorial  scholarship(s)  to  be  awarded  to  a medical 
student(s)  at  the  University  of  Nebraska  College  of 
Medicine  who  has  (have)  demonstrated  outstanding 
scholarship  and  character,  as  well  as  leadership 
qualities  at  the  end  of  the  fourth  year  of  medical 
education;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Foundation  and  its  Board  of  Directors  be 
responsible  for  the  further  implementation  and  ad- 
ministration of  this  Resolution;  and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
Resolution  be  provided  to  Mrs.  Patricia  McWhorter 
and  her  family  at  an  appropriate  time  as  an  expression 
of  respect  and  sympathy. 


Recommendation: 

The  reference  committee  recommends  that  Resolutions 
#1 , #2,  and  #6  be  adopted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  13, 
DEFINE  REVIEW  AS  THE  PRACTICE  OF  MEDICINE 

This  item  deals  with  the  introduction  of  new  legislation 
which  defines  preadmission  activities,  concurrent  review 
activities  and  discharge  review  activities  as  being  part  of 
the  practice  of  medicine.  It  is  the  opinion  of  the  Board  of 
Directors  that  in  case  of  denial  the  decisions  associated 
with  those  review  activities  should  be  made  by  a 
Nebraska  licensed  physician  who  is  also  a resident  of  this 
state.  Testimony  was  heard  in  the  reference  committee 
supporting  this  point  of  view. 


Recommendation: 

The  reference  committee  recommends  that  this  item 
be  adopted  as  written  in  the  Board  of  Directors  Report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Following  considerable 
discussion  concerning  the  residency  requirement,  this 
was  adopted  by  the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  15, 
HEALTH  CARE  QUALITY  IMPROVEMENT  ACT 

This  item  deals  with  the  Health  Care  Quality  Improve- 
ment Act  of  1986  which  on  a federal  level  established 
immunity  from  liability  for  certain  peer  review  bodies. 
The  statute  provides  conditional  immunity  for  peer 
review  bodies  from  suit  under  federal  laws  unless  states 
opt  out  of  the  provision  before  October,  1989.  Nebraska 
law  already  contains  several  provisions  in  respect  to  peer 
review  actions  which  provide  physicians  such  immunity. 
The  Board  of  Directors  of  the  Nebraska  Medical  Associ- 
ation proposes  to  opt  out  of  the  federal  provisions  and 
work  toward  passage  of  a broader  immunity  statute  for 
the  State  of  Nebraska.  Testimony  was  heard  which  points 
out  that  this  would  provide  Nebraska  with  its  own  data 
bank  and  make  it  easier  to  deal  with  such  problems  on  a 
local  level. 

Recommendation: 

Reference  Committee  recommends  that  the  House  of 
Delegates  support  the  Board  of  Directors'  proposal  to  opt 
out  of  the  federal  provisions  and  work  toward  passage  of  a 
broader  immunity  statute  within  our  own  state  legislature. 
The  reference  committee  recommends  that  this  be 
referred  to  Commission  on  Legislation  and  Governmental 
Affairs  for  implementation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  18, 
BYLAWS 

This  paragraph  deals  with  specific  problems  that 
occurred  when  our  President,  Doctor  McWhorter,  passed 
away  and  replacement  was  necessary.  Certain  elements 
of  the  bylaws  were  unclear  as  to  the  exact  procedure  to 
be  followed.  Changes  should  be  considered. 

Recommendation: 

Your  reference  committee  recommends  that  this  item 
on  bylaws  changes  be  referred  to  the  Commission  on 
Association  Affairs  for  specific  recommendations  at  the 
1989  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  COMMISSION  ON  ASSOCIATION 
AFFAIRS 

It  was  recognized  that  this  Commission  has  not  met 
since  the  last  meeting  of  the  House  of  Delegates. 

Recommendation: 

Since  we  have  now  supplied  them  with  some  work  to 
do,  they  are  now  free  to  convene  their  meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS 

Discussion  in  the  reference  committee  was  primarily 
concerned  with  the  proposed  laboratory  licensure  bill. 
The  bill  is  presented  in  its  entirety  on  pages  26  through 
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pages  38  of  your  reports.  The  reference  committee  heard 
considerable  discussion  in  favor  of  this  bill.  It  was  pointed 
out  that  about  a year  ago  or  so  there  was  a proposal  to 
require  every  clinical  laboratory  in  the  state  to  be  run  by  a 
registered  medical  technologist.  Because  this  would  have 
been  impossible  to  implement,  this  effort  was  stalled. 
This  laboratory  licensure  bill  has  been  the  answer  to  that 
effort.  The  intent  of  the  laboratory  licensure  bill  is  to 
guarantee  to  the  public  and  to  all  governmental  regulating 
organizations  that  the  results  obtained  in  all  laboratories 
within  the  State  of  Nebraska  are  as  reliable  as  is  possible. 
Testimony  was  heard  expressing  concern  as  to  the 
inevitable  rise  in  overhead  costs  which  will  result  from  the 
implementations  of  the  regulations  of  this  bill.  Testimony 
was  heard  which  indicated  that  many  laboratories  already 
meet  the  provisions  of  this  bill.  Testimony  pointed  out 
that  in  those  laboratories  that  do  not  currently  meet  the 
provisions  of  this  bill,  there  will  be  options  to  improve  the 
quality  of  those  laboratory  procedures  and  even  to 
perhaps  expand  the  scope  of  service  of  that  particular 
laboratory,  or  to  curtail  such  laboratory  activities  if  the 
laboratory  does  not  meet  those  standards.  It  was  noted 
that  the  bill  contains  provision  for  exemption  of  labora- 
tories which  do  minimal  laboratory  work.  The  reference 
committee  recognizes  the  great  amount  of  effort  and 
work  that  Doctor  Klutman  and  his  Commission  on  Legisla- 
tion and  Governmental  Affairs  have  devoted  to  the 
development  of  this  laboratory  licensure  bill. 

Recommendation: 

The  reference  committee  recommends  the  approval  of 
the  proposed  laboratory  licensure  bill. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

Also  in  reference  to  the  Commission  on  Legislation  and 
Governmental  Affairs,  testimony  was  heard  for  information 
only  about  the  current  and  future  efforts  of  chiropractic 
and  naturopathic  organizations  for  further  recognition  of 
their  work.  The  407  process  by  which  these  efforts  are 
channeled  through  the  Department  of  Health  was 
explained  to  the  committee,  and  assistance  was  asked  of 
all  members  of  the  NMA  to  offer  their  time  and  expertise 
in  testifying  at  some  of  these  many  hearings  in  the  future. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE.  This  was  adopted  by  the  House.  I wish  to  thank 
Doctor  Barbara  Heywood  of  Papillion  and  Doctor  Ronald 
Asher  of  North  Platte  for  their  help  on  this  committee. 

Respectfully  submitted, 

Charles  Bagby,  M.D.,  Chairman,  Blair 
Ronald  Asher,  M.  D.,  North  Platte 
Barbara  Heywood,  M.D.,  Papillion 


Reference  Committee  #6 

Reference  Committee  #6  considered  four  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORTOF  BOARDOF  DIRECTORS,  ITEM14,  DEPT. 

OF  HEALTH  DISCIPLINARY  PROCESS 

The  NMA  Board  considered  a resolution  adopted  at  the 
1988  Annual  Session  which  proposed  the  Association 
work  to  alter  the  process  that  directs  how  complaints 
regarding  licensees  are  routed  within  state  government. 
The  specific  concern  centers  around  whether  the  Attorney 
General's  Office  should  be  brought  into  an  investigation 


before  the  apropos  Board  of  Examiners  has  completed  its 
investigation.  Discussion  revealed  that  the  Board  of 
Medical  Examiners  currently  is  given  only  limited  "generic" 
information  concerning  a complaint  without  other  ad- 
ditional significant  information  to  be  considered.  Currently 
no  cautionary  letters  or  personal  contacts  are  allowed 
according  to  the  legal  opinion  from  the  Attorney 
General's  Office.  It  was  noted  that  a task  force  on  nursing 
has  completd  its  activities  and  recommended  a study  of 
the  disciplinary  process  with  particular  emphasis  being 
placed  on  defining  a role  for  boards  that  go  beyond  the 
current  advisory  role. 


Recommendation: 

Encourage  the  Director  of  the  Department  of  Health, 
Doctor  Gregg  Wright,  to  establish  a board  task  force  to 
deal  with  the  disciplinary  process  for  the  boards  which 
deal  with  health  care. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OFTHE  COMMISSION  ON  PUBLIC  AFFAIRS 

The  report  updated  its  activities  regarding  "Health 
Tips,"  the  annual  "State  of  the  Health"  report,  other 
ongoing  projects  such  as  the  physician  as  patient 
advocate  and  the  continued  interest  in  having  the 
Nebraska  Medical  (ournal  articles  receive  better  exposure 
in  the  press  of  our  state.  The  Commission  on  Public  Affairs 
should  be  commended  for  their  ongoing  efforts. 


Recommendation: 

File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Hartman,  noticing  the 
absence  of  a report  from  the  Ad-Hoc  Committee  on  AIDS, 
admonished  the  Committee  of  the  necessity  of  reporting 
to  the  House  of  Delegates  at  every  session.  The  House 
then  proceeded  to  adopt  this  section  of  the  report. 

(3)  REPORT  OF  STATE  DEPARTMENT  OF  HEALTH 

The  Director  of  the  Department  of  Health,  Doctor 
Gregg  Wright,  discussed  the  mission  and  new  goals  for  the 
Department  of  Health.  Two  health  problems  will  receive 
special  attention  in  the  coming  years,  as  preventable 
health  problems  which  cause  a great  deal  of  morbidity: 
tobacco  use  and  low  birth  weight  infants.  A decision  to 
create  a position  of  state  epidemiologist  within  the 
Department  of  Health  has  been  made.  The  Cancer 
Control  Plan  has  received  funding  by  the  National  Cancer 
Institute  for  a four-year  follow-up.  An  update  on  the 
credentialing  program  and  a report  on  the  task  force  on 
the  nursing  scope  of  practice  was  given.  He  responded  to 
questions  regarding  the  Nebraska  CON  and  policies  for 
medical  waste  disposal.  He  was  requested  to  include  a 
report  on  AIDS  in  each  of  his  reports  to  the  NMA. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  RESOLUTION  #3  - AD-HOC,  LOW  LEVEL  RADIATION 
WASTE  DISPOSAL  - LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

This  resolution  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has 
a long  standing  and  vital  commitment  to  the  health 
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and  medical  care  of  the  people  of  the  State  of 
Nebraska,  and 

WHEREAS,  the  Nebraska  Medical  Association  has 
a key  role  in  the  education  of  our  patients  and  the 
public  at  large  through  the  dissemination  of  informa- 
tion leading  to  an  enlightened  understanding  of 
health  matters,  and 

WHEREAS,  the  constituent  membership  of  the 
Nebraska  Medical  Association  provides  a resource  of 
expertise  in  knowledge  of  the  effects  of  ionizing 
radiation,  as  well  as  applications  and  benefits  from 
the  use  of  radioactive  materials  and  radiation  in  the 
practice  of  medicine,  and 

WHEREAS,  the  requirements  for  low  level  radio- 
active waste  disposal  are  inexorably  connected  to 
the  practice  of  medicine,  not  only  related  to 
concerns  about  the  effects  of  ionizing  radiation,  but 
also  the  application  of  radioactive  materials  and 
radiation  in  the  practice  of  medicine,  and 

WHEREAS,  the  continuing  advances  in  medical 
research  are  likewise  intimately  interrelated  to  the 
application  of  radioactive  materials  and  ionizing 
radiation  to  the  evolution  of  new  concepts  in 
diagnosis  and  treatment  of  disease; 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association: 

- Supports  the  logical,  carefully  considered  im- 
plementation of  federal  and  state  legislation  directed 
toward  the  solution  of  the  issues  of  low  level 
radioactive  waste  disposal  in  our  state  and  region,  by 
the  establishment  of  a facility  in  our  state. 

- Believes  it  vital  that  advice  and  counsel  related 
to  decision  on  implementation  of  operational  ele- 
ments of  the  legislation,  i.e.,  siting,  construction,  and 
operation  of  such  facilities,  always  include  repre- 
sentation of  medical  practitioners  and  medical 
scientists  to  insure  appropriate  consideration  of 
medical  and  health  related  issues. 

- To  this  end,  the  Nebraska  Medical  Association 
offers  its  expertise  for  the  purpose  of  insuring  the 
continuing  excellence  in  medical  care  in  our  con- 
temporary health  care  delivery  system  and  the 
provision  for  vital  health  related  information  in  the 
decision-making  process  of  governmental  actions 
and  activities. 

The  NMA  Ad-Hoc  Committee  on  Low  Level  Radiation 
Waste  Disposal  requested  a reaffirmation  of  the  House  of 
Delegates  of  Resolution  #3  (May  1,  1988)  dealing  with 
low  level  radioactive  waste  disposal.  The  positive  resolu- 
tion supports  the  concept  of  regional  compacts  and 
endorses  the  establishment  of  a facility  in  our  state.  This, 
therefore,  places  the  NMA  against  Initiative  402  which 
would  force  Nebraska  to  abandon  the  Regional  Low  Level 
Nuclear  Waste  Compact. 


Recommendation: 

Reaffirmation  of  the  House  of  Delegates's  action  taken 
May  1,  1988,  regarding  low  level  radioactive  waste 
disposal,  recognizing  that  this  resolution  places  the  NMA 
against  Initiative  402. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

Following  considerable  discussion  concerning  the 
public's  perception  of  the  NMA's  role  in  the  Initiative  402 
controversy,  Dr.  Damico  moved  to  amend  the  reference 
committee's  report  by  deleting  the  sentence  beginning 
"This,  therefore,  places  the  NMA . . ."  and  also  to  delete  in 


the  committee's  recommendation  the  portion  of  the 
sentence  beginning  with”  . . . recognizing  that  this  . . 
These  deletions  were  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
AMENDED  SECTION  OF  OUR  REPORT.  This  was 
adopted  by  the  House. 

(5)  RESOLUTION  #12  - LINCOLN  COUNTY  - GENERIC 
MEDICATIONS 

This  resolution  read  as  follows: 

WHEREAS,  a patient  has  the  right  to  receive  the 
best  medical  care  his/her  doctor  can  provide,  and 

WHEREAS,  the  prescribing  of  medications  is  an 
integral  part  of  that  care,  and 

WHEREAS,  the  substitution  of  generic  medications 
is  the  rule  unless  otherwise  specified,  and 

WHEREAS,  generic  medications  have  been  proven 
to  be  inferior  to  brand  named  medications  in  many 
instances; 

BE  IT  THEREFORE  RESOLVED,  that  the  NMA 
recommend  brand  named  products  be  used  unless 
otherwise  specified. 

There  was  discussion  and  concern  that  generic  medica- 
tions have  been  on  occasion  proven  to  be  inferior  to 
brand  name  medications.  Because  of  this,  the  substitution 
of  generic  medications  may  result  in  a lack  of  the 
intended  effect  of  the  medication.  Instances  were  cited 
where  this  has  resulted  in  an  interference  with  quality 
medical  care  and  which  could  conceivably  result  in  some 
instances  in  the  need  for  hospitalization  for  a medical 
condition  which  would  greatly  increase  the  cost. 


Recommendations: 

(1 ) Recommend  addition  to  the  resolution,  following  the 
word  "RESOLVED",  "that  the  NMA  recommend  if 
brand  name  products  are  prescribed  that  generics  not 
be  substituted." 

(2)  Further  addition,  that  the  resolution  be  communicated 
to  the  Nebraska  Department  of  Health  for  appropriate 
action. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

Dr.  Larson  moved  that  the  first  recommendation  of  the 
reference  committee  be  amended  to  state  "that  the  NMA 
recommend  that  pharmacists  dispense  brand  name 
products  as  prescribed  and  that  generics  not  be  sub- 
stituted unless  otherwise  specified  by  the  prescribing 
physician."  This  amendment  was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
AMENDED  SECTION  OF  OUR  REPORT.  This  was 
adopted  by  the  House. 

(6)  MINUTES,  BOARD  OF  COUNCILORS 

The  minutes  of  the  Board  of  Councilors  of  September 
22,  1988,  at  the  Cornhusker  Hotel,  Lincoln,  Nebraska, 
were  reviewed. 


Recommendation: 

File  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A WHOLE 
AS  AMENDED.  This  was  adopted  by  the  House.  I wish  to 
thank  Robert  Osborne,  M.D.  of  Lincoln  and  R.  C.  Weldon, 
.D.  of  Nebraska  City  for  their  assistance  and  participation 
the  reference  committee  and  formulation  of  this  report. 


Respectfully  submitted, 

Allen  D.  Dvorak,  M.D.,  Chairman,  Omaha 
Robert  Osborne,  M. D.,  Lincoln 
R.  C.  Weldon,  M. D.,  Nebraska  City 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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AMA  NEWS  NOTES 


The  American  Medical  Association  backed 
the  Food  and  Drug  Administration's  plan  to 
make  the  approval  process  for  new  drugs 
more  efficient. 

In  a statement,  AMA  Executive  Vice  Presi- 
dent James  H.  Sammons,  M.D.  commented 
that  the  proposal  gives  physicians  "the  oppor- 
tunity to  provide  new  hope  for  patients  in 
desperate  circumstances." 

"We  are  sure  that  the  physicians  of  this 
country  will  take  full  advantage  of  that 
opportunity,"  he  continued.  "We  look  forward 
to  reviewing  the  complete  details  of  the 
proposed  new  regulation,  but  believe  that  the 
general  concept  outlined  by  FDA  Commis- 
sioner Dr.  Frank  Young  can  facilitate  the 
cooperative  efforts  of  physicians,  their  patients, 
the  pharmaceutical  industry,  and  the  FDA  to 
bring  better  therapies  to  the  seriously  ill  in  a 
more  timely  fashion." 

Dr.  Sammons  noted  that  the  new  plan 
"takes  into  account  the  need  to  weigh  the 
risks  and  benefits  of  a new  drug  against  the 
severity  of  the  disease  to  be  treated  and 
availability  or  absence  of  alternative  therapies. 
We  believe  the  proposed  change  affirms  free 
and  informed  decision-making  by  patient  and 
physician  in  cases  where  a drug  with  some 
risks  may  be  preferable  to  the  certain  outcome 
of  a disease.  The  AMA  is  particularly  pleased 
that  the  FDA  proposal  responds  directly  to  the 
needs  of  patients  suffering  from  life-threaten- 
ing and  severely  debilitating  illnesses.” 

He  also  said  that  "the  FDA  is  correct  in 
asserting  that  the  drug  approval  process  can 
be  streamlined  without  ignoring  statutory 
criteria  for  approval.  This  can  be  accomplished 
through  improvement  in  the  design  of  and 
expansion  of  the  size  of  Phase  1 1 studies."  FDA 


data  indicate  that  most  drugs  that  go  from 
Phase  II  to  Phase  III  studies  eventually  are 
approved  for  marketing,  Dr.  Sammons  pointed 
out. 

* * * 

The  AMA  has  reiterated  its  opposition  to  a 
proposed  amendment  to  the  Public  Health 
Service  Act  that  would  pre-empt  state  medical 
licensure  requirements  concerning  reciprocity 
for  foreign  medical  graduates.  The  intent  of 
the  amendment  is  to  prohibit  discrimination 
against  foreign  medical  graduates  in  licensure- 
by-endorsement  situations. 

In  a letter  to  Rep.  Henry  Waxman  (D, 
Calif.),  James  H.  Sammons,  MD,  the  AMA's 
executive  vice  president,  stated  the  Associa- 
tion's strong  opposition  to  discrimination 
against  duly  licensed  physicians  on  the  basis 
of  ethnic  or  educational  background.  He 
noted  that  the  AMA  had  developed  model 
state  legislation  that  would  mandate  that 
FMGs  meet  the  same  and  no  additional 
requirements  for  licensure  by  endorsement  as 
are  required  of  graduates  from  U.S.  and 
Canadian  medical  schools.  The  legislation 
would  ensure  that  licensed  physicians  who 
are  graduates  of  foreign  medical  schools  have 
an  equal  opportunity  to  practice  medicine,  Dr. 
Sammons  said. 

The  basis  for  the  AMA's  opposition  to  the 
proposed  amendment  to  the  Public  Health 
Service  Act  is  its  strong  belief  that  conditions 
for  medical  licensure  should  continue  to  be 
set  by  the  states,  as  they  traditionally  have 
been.  The  proposed  amendment  would  con- 
stitute a clear  violation  of  states'  rights  and 
also  would  represent  a first  step  toward 
federal  licensure  of  the  practice  of  medicine, 
the  AMA  said. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Ed.D.,  Executive  Director 
2730  South  114th  St.,  Omaha  68144 
.American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen.  Executive  Director 
3624  Farnam  St..  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Room  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
W’illiam  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  St.,  Lincoln  68521 

Creighton  University  School  of  Medicine 

Richard  O'Brien.  M.D..  Dean 
California  at  24th  St..  Omaha  68178 

Dairy  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston.  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St.,  #6,  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital,  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.,  Lower  Level.  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Max  Linder,  M.D  . President 
5445  South  Street,  Lincoln  68506 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  IA  51501 
Nebraska  Allergy  Society 

Russell  J Hopp,  D O.,  President 

Dept.  Pediatrics.  Creighton  Univ..  Omaha  68178 

Nebraska  Association  of  Nuclear  Physicians.  Inc. 

Paul  J.  Bender.  M.D.,  President 

Suite  1,  Professional  Plaza,  6801  N.  72nd  St.,  Omaha  68122 

Nebraska  Association  of  Pathologists 

James  Linder,  M.D.,  President 

Dept,  of  Pathology  - UNMC.  42nd  & Dewey,  Omaha  68105 

Vebraska  Chapter  - American  Academy  of  Family  Physicians 

Paul  M.  Paulman,  M.D.,  Secretary-Treasurer 
Phyllis  G.  Hansen.  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha  68154 

Nebraska  Chapter  - American  Academy  of  Physician  Assistants 

Joe  E.  Jeter,  PA-C,  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 

Thomas  Tonniges,  M.D  , President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas,  Hastings  68901 

Nebraska  Chapter  - American  College  of  Emergency  Physicians 

Richard  L.  Keller,  M.D..  President 
9641  No.  29th,  Omaha  68112 

Nebraska  Chapter  - American  College  of  Physicians 

Robert  R Recker,  M.D..  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine,  601  N.  30th  St.,  Omaha  68131 
Nebraska  Chapter  - American  College  of  Surgeons 
Louis  J Gogela.  M.D..  Past  President 
2221  South  17th  St..  Lincoln  68502 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D  . Medical  Advisor 
105  So.  49th  St..  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr.,  #302,  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St..  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M.S.,  R.D.,  President 
3347  S.  126th  Ave.  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  0 St..  Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Priscilla  Allen,  R.N.,  President 
3800  N.  6th,  #5,  Beatrice  68310 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  FisrTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker.  Executive  Director 
Suite  711,  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D.,  Secretary 
6920  Van  Dorn,  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund.  R.N.C. 

St.  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 

Jehangir  B.  Bastani,  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 
James  Call,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 

Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D. 

P.O.  Box  5363,  Lincoln  68505 
Nebraska  Society  of  Anesthesiologists 
Charles  D.  Gregorius,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.  President 
3145  O St.,  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Delores  Yosten.  President 
4010  Kay  Ave.,  Grand  Island  68803 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 
502  S.  McCabe,  North  Platte  69101 
Nebraska  Society  for  Respiratory  Therapy 
Marcy  Pearsoll,  RRT.  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright,  M.u  , M.  Ed..  Director  ot  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  LTrological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die"  in  Newsweek  Magazine. 


%lThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  Kt 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800- USA -ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 
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250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci! 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOR  should  be  administered  cautiously  to  penicilun- 
SENSITIVE  PATIENTS  PENICILLNS  AND  CEPHALOSPORNS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  dunng  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely.  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  m patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and.  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children!. 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehlmgs 

solution  and  Climtest®  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly!  ikiobsli 

Additional  information  available  from  pv  23S>  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 
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AMA  NEWS  NOTES 

(continued  from  page  9-A) 

provisions,  which,  if  used  properly,  nullify 
refund  requirements. 

The  booklet  gives  advice  on  working  within 
the  process,  avoiding  time-consuming  com- 
plications, and  obtaining  prompt  assistance.  It 
includes  a listing  of  names,  telephone  numbers, 
and  addresses  of  helpful  medical  society 
contacts  in  each  state;  Medicare  contacts;  and 
HCFA  regional  office  contacts  where  assistance 
can  be  obtained.  The  publication  also  contains 
a glossary  of  Medicare  terminology. 

Copies  are  $10  for  AMA  members  and 
$12.50  for  non-members.  VISA  or  MasterCard 
orders  may  be  placed  by  calling  toll-free  (800) 
621-8335,  or  in  Illinois  calling  collect  (312) 
645-4987.  Send  prepaid  orders  to  the  AMA, 
P.O.  Box  10946,  Chicago,  III.  60610-0946, 
listing  the  publication  number  OP-198. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 


FAMILY  PRACTITIONER:  Immediately  avail- 
able, attractive  opportunity  in  well-established 
clinic  with  immediate  access  to  fully-equipped 
hospital  and  good  supportive  services.  Good 
schools  and  churches  in  thriving  community. 
Quality  living  in  mid-Nebraska  with  good  hunting, 
fishing,  water  sports,  golf,  and  racquet  club.  Call 
collect:  Cozad  Medical  Clinic,  R.  A.  Sitorius, 
M.D.,  1 803  Papio  Lane,  Cozad,  NE  691  30  (308) 
784-3535. 

OTOLARYNGOLOGY  — BRAINERD,  MINNE- 
SOTA: Join  20  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees:  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
829-0354  or  4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 


DERMATOLOGY  — BRAINERD,  MINNESOTA: 
Join  20  MD  multi-specialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  829-0354  or 
4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

FOR  SALE:  Used  medical  equipment:  Celdyne 
300,  practically  new  (Hemoglobin,  RBC,  WBC), 
Oxygen  cylinder  with  carrier,  wall  mounted 
Welch-allyn  otoscope/ophthalmoscopes,  wall 
mounted  Baumonometers,  covered  steel  enameled 
waste  receptacles,  3 - drawer  wall  mounted 
writing  top  cabinets,  floor  mounted  lighted 
magnifying  glass,  2 shelf  steel  wall  pamphlet 
display  cases.  Leave  message  at  (402)  477-0242 
or  write:  R.  W.  Hammer,  M.D.,  5000  N.  7th, 
Lincoln,  NE  68521. 


PHYSICIAN  OPPORTUNITY:  PHP  Healthcare 
Corporation,  a leader  in  healthcare  management 
services,  has  an  immediate  need  for  physicians 
to  staff  a primary  care  clinic  located  in  Omaha, 
Nebraska.  Other  immediate  openings  include: 
Charleston,  SC,  Fayetteville,  NC,  Tucson,  AZ, 
Virginia  Beach,  VA,  Northern  Virginia,  San  Diego, 
Riverside,  Oceanside,  Oakland,  and  Long  Beach, 
CA,  Columbus  and  Savannah,  GA.  Other  potential 
locations  include  Jacksonville,  FL,  and  Jackson- 
ville, NC.  Qualifications  are:  BC/BE,  approp. 
state  licensure,  and  a min.  1 year  exp.  Our 
company  offers  an  outstanding  incentive  pay 
plan  and  provides  paid  malpractice  insurance,  a 
pleasant  work  environment  free  form  on-call 
coverage,  and  flexible  scheduling  arrangements. 
If  interested  and  qualified,  please  call  or  send 
C.V.  to  Leigh  Robbins,  PHP  Healthcare  Corp., 
125  Belle  Forest  Circle,  Suite  200,  Nashville,  TN 
37221,  615/662-1310. 

STUDENT  HEALTH  CENTER:  Full-time  Med- 
ical Director  of  primary  health  care  services  for 
5,000  full-time  student  enrollment.  Position 
open  December  1 , 1988  or  as  soon  as  position 
can  be  filled.  Adjunct  faculty  appointment  in 
Family  Practice  residency  program.  BE/BC  in 
Family  Practice  required.  Post  graduate  experi- 
ence desirable.  Nebraska  license  required.  Send 
letter  of  application,  resume,  and  salary  require- 
ments to  C.  Virginia  Moore,  RNC,  CNP,  Director, 
Creighton  University  Student  Health  Center, 
2530  Cuming  St.,  Omaha,  NE  68131-0069. 

UROLOGIST:  To  fill  an  established  practice 
vacancy  in  a twelve  physician  multi-specialty 
group  with  primary  care  emphasis  in  an  attractive 
Eastern  South  Dakota  university  community  of 
20,000+  served  by  a progressive  50  bed 
community  hospital.  If  a high  quality  of  life  and  a 
challenging  practice  opportunity  are  important 
to  you,  consider  us.  The  Brookings  Clinic,  P.A. 
offers  early  stockholder  opportunity  to  the  right 
candidate  along  with  negotiable  starting  salary 
and  many  more  corporate  benefits.  Send  cur- 
riculum vitae,  or  contact:  Patrick  Waligoske, 
Administrator,  The  Brookings  Clinic,  P.A.,  400 
22nd  Avenue,  Brookings,  South  Dakota  57006, 
telephone  (605)  692-6236. 


18-A  Nebraska  Medical  Journal  December  1988 


In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First-week  improvement  in  somatic  symptoms1 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  /jT5 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vL 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /cy 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  V_L- 


References:  1.  Data  on  file.  Hoffrnann-La  Roche  Inc.,  Nutley,  NJ.  2.  FeighnerVP, 
etal:  Psychopharmacology  61: 217-225,  Mar  22, 1979. 


Limbitrol*® 

tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants: 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  "testicular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine'salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  TUblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First-week  reduction  in  somatic  symptoms1 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 
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limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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